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Our  reputabon  depends  on 
our  exceeding  your 


expectations. 

Your  reputation  depends  on  a strong 
defense. 

Only  the  lawyers  in  our  firm  who 
specialize  in  medical  liability  represent 
doctors  insured  by  The  St.  Paul.  And, 
throughout  Nebraska,  only  the  most 
experienced  law  firms  work  for  you. 

Our  work  is  to  protect  your 
professional  reputation. 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation. 

You  will  find  The  St.  Paul's  claim 
representative  understands  the 
complexities  of  your  situation  as  well 
as  your  profession. 

Your  practice  and  your  reputation 
deserve  protection  from  a company 
with  more  than  $12  billion  in  assets. 

Call  your  independent  insurance 
agent  representing  The  St.  Paul. 

Or  call  Robert  Slaughter,  Vice 
President  and  General  Manager  in 
The  St.  Paul's  Omaha  Service  Office 
at  (402)  330-5400  or  1-800-642-8430. 

IStftuI 


Emil  Sodoro,  Sodoro,  Daly  and  Sodoro 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 
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• 

3-oz  cooked  serving 
of  beef  top  loin 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.‘  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.’ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood. ^ 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet; 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 
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A Heart-Healthy 
Choice 
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For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


STEREOTACTIC 

ENDOCURIETHERA P Y 

AT  Clarkson  hospital 


STEREOTACTIC  ENDOClRIETHEm 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital 


CLARKSON 

HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310.  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8M?  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illu.strations:  should  be  typed  double-spaced  on  separate 
sheets  of  81^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illu.stration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letter.s-to-the- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  'I’he  Journal 
will  make  an  effort  to  return  unpublished  cartoon.s,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
I claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  ('ompany. 
Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68702-0278. 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Eonley  medical 

SUPPLY  CD\1P/1!VY 

P.O.  Box  83108  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
vA/rite  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK.  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


6-A  Nebraska  MedicalJournal  January  1992 


However,  currently  we  have  opportunities  at  only  three 
client  facilities,  which  further  stiffens  the  competition. 

Grand  Island  - Staff  physician  for  139-bed  hospital  with 
an  annual  ED  volume  of  12,000.  Excellent  hunting  and 
fishing  area.  Lxx:ated  two  hours  west  of  Lincoln. 

Norfolk  - Emergency  Department  staff  physicians  needed 
for  two  small  community  hospitals  with  annual  ED  volume 
of  5,700  each.  Located  in  northeast  Nebraska,  100 
miles  northwest  of  Omaha. 


SPECTRUM' 

EMERGENCY  CARE 


A member  of  The  ARA  Group 


Hastings  - ED  staff  physician  for  180-bed  modem 
community  hospital.  Annual  ED  volume  of  8,000, 
Excellent  physician  back-up  with  most  major  specialties 
represented.  Located  in  western  Nebraska.  Service  area 
of  approximately  50,000. 

For  information  call  Marlene  Milner,  1-800-288-8044. 


AMA  NEWS  NOTES 

Should  hospitals  consider  physicians'  eco- 
nomic contributions  when  renewing  their  privi- 
leges? Some  hospitals  have  begun  to  collect 
data  on  physicians'  financial  productivity.  They 
use  the  data  in  determining  hospital  medical 
staff  appointments,  reappointments  and  clinical 
privileges,  the  AMA  Council  on  Medical  Service 
said  in  a report  to  the  Board  of  Trustees.  The 
practice  of  using  economic  data  without  regard 
to  quality  of  care  or  professional  competence  is 
known  as  "economic  credentialing."  A survey  of 
500  hospital  executives  found  that  71.4%  cur- 
rently prepare  economic  profiles  of  their  medi- 
cal staff  members.  In  its  report,  the  council  did 
not  object  to  hospitals'  providing  the  economic 
data  to  physicians  for  educational  purposes.  It 
recommended,  however,  that  the  AMA  oppose 
the  practice  of  reviewing  the  profiles  when 
renewing  privileges.  The  AMA  should  consider 
drafting  model  legislation  to  address  the  issue 
the  council  said. 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine -16a -car- 
boxylic acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarly  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  In  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ^ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' '3'^  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon'  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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1-800-237-9083 
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Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M D.,  Director 
55  East  Erie  St.,  Chicago,  IL  6061 1 
American  Diabetes  Association,  Inc. 

John  H.  Graham  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  llafner.  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 
Richard  J.  Davidson,  President 

Capitol  Place,  Bldg.  #3, 50  F Street,  N.  W , # 1 100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glerui  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1 101  Vermont  N W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 

1 120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Founilation 

Don  L.  Riggiti,  C.A.E.,  CFRE  President 
1314  Spring  St.,  N.W  , Atlanta,  GA  .30.309 
International  College  of  Surgeons,  United  States  .Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Kehubililation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  .Society  of  North  America 
E.  Robert  lleil/man,  M D.,  President 
2021  Spring  Road,  Suite  6(X),  Oak  Brook,  II.  60521 
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4 Imagine  Office  Management 

At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


ONLY  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  DUODENAL  ULCER  DOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage 
Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week. ' 

ACID  IfSIfD.  PATIENT  PROVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories  See  accompanying  page  for  prescribing  information  ci99i.  Elililly  and  company 
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AXID 

nizatidine  capsules 

Bri«l  Summary  Consult  the  package  insert  lor 
complete  prescribing  Information 
Indications  and  Usage:  t Mive  duodenal  ulcer- 
Itx  up  to  8 weeks  ol  liealmenl  at  a dosage  ol  300  mg 
h s.  or  150  mg  b I d Most  patients  heal  within  4 weeks 

2 Maintenance  therapy  ~ lot  healed  duodenal  ulcet 
patients  at  a dosage  ol  150  mg  h.s  at  bedtime  The 
conseguences  ot  therapy  with  Axid  lor  longer  than  1 
year  are  not  known 

3 Gastroesophageal  reflux  disease  (6fflD|-lor  up 
to  12  weeks  ol  treatment  ol  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerabve  esophagitis, 
and  associated  heartburn  at  a dosage  ot  150  mg  b i.d 
Contraindication:  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  m this  class  ol  compounds  has 
been  observed.  H,-receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history 
ol  hypersensitivity  to  other  H,-receptor  antagonists 
Precautions:  General-!  Symptomatic  response  to  nuatidine  therapy  does  not  preclude  the  presence 
ol  gastric  malignancy 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insulticiency 

3 In  patients  with  normal  renal  lunction  and  uncomplicated  hepatic  dysfunction,  the  disposition  ol 
niratidine  is  similar  to  that  m normal  subiecis. 

Laboratory  fes/s- False-positive  tests  iur  urobilinogen  with  Multistix*  may  occur  during  therapy 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline,  chlordiazepoxide.  lora^epam. 
Iidocaine.  phenytoin.  and  warfarin.  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system,  therelore. 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 
very  high  doses  (3.900  mg)  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine. 
150  mg  b i d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility-h.  2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  Iherapeulic  dose)  showed  no  evidence 
o(  a carcinogenic  ettect  There  was  a dose-related  increase  in  the  density  o(  enterochiomattin-like  (ECU  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  ot  a carcinogenic  ehect  m male 
mice,  although  hyperplastic  nodules  ot  the  liver  were  increased  in  Ihe  high-dose  males  as  compared  wilh 
placebo  Female  mice  given  Ihe  high  dose  ot  Axid  (2.000  mg/kg/day.  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  inaeases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  ot  Ihe  othei  dose  groups  The  rale  o(  hepahc  carcinoma  in  Ihe  high-dose 
animals  was  within  Ihe  hisloncal  control  limits  seen  (or  the  strain  o(  mice  used  The  (emale  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30n«)  weight  decrement  as  compared 
with  concuneni  conbols  and  evidence  ot  mild  liver  injury  (transaminase  elevahonsl  The  occurrence  ot  a marginal 
hnding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ol  a 
caranogenic  ettect  in  rats  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day.  about  60  bmes  the  human 
dosel.  and  a negative  mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic  potential  lot  Axid 

Axid  was  not  mutagenic  in  a battery  ol  tests  pertormed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  tertilily  study  in  rats,  doses  ol  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  ettecis  on  Ihe  reproductive  p^ormance  ol  parental  animals  or  then  progeny 

Pregnancy-  teratogenic  Effects -tenancy  Category  C-Oral  reproduction  studies  m rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  ol  impaired  tertilily  or  teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  ot  live  fetuses,  and  depressed  lelal  weights  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizahdine  at  20  mg/kg  produced  cardiac  enlargement 
coarctation  ol  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 lelus.  There  are.  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizahdine  can 
cause  letal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizatidine 
should  be  used  during  pregnancy  only  if  the  potenhal  benefit  jushtles  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactabng  women  have  shown  that  0.146  of  an  oral  dose  is  secreted 
in  human  milk  in  proportion  to  plasma  concentrations.  Because  ol  growth  depression  in  pups  reared 
by  treated  lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing  or  the  drug,  taking 
into  account  the  importance  ot  the  drug  to  Ihe  mother. 

Pediatnc  Use-Salety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients -Heating  rates  in  elderiy  pabents  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  ot  adverse  events  and  laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important 
factor  in  the  disposihon  ol  nizatidine.  Elderly  pabents  may  have  reduced  renal  function. 

Adverse  Reactions;  Worldwide,  conpolled  dinical  tnals  included  over  6.0(X)  pabents  given  nizabdine  in 
studies  of  varying  durabons.  Placebo-controlled  tnals  in  the  United  States  and  Canada  included  over  2.600  patients 
given  nizabdine  and  over  1.700  given  placebo.  Among  the  adverse  events  in  these  placebo-conbolW  tnals.  only 
anemia  (0.2“6  vs  0%)  and  urbcana  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  nizabdine  group.  Of 
the  adverse  events  that  occurred  at  a hequency  of  1%  or  more,  there  was  no  stabsbcally  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  informabon). 

A vanely  ot  less  common  events  were  also  reported:  It  was  not  possible  to  determine  whether  these 
were  caused  by  nizabdine. 

HepaPc-Hepatocellular  iniury  (elevated  fiver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizabdine  occurred  in  some  pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in 
SGOT  or  SGPT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  incidence  of  elevated  liver  enzymes 
overall  and  elevabons  of  up  to  3 bmes  the  upper  limit  ol  normal,  however,  did  not  significanby  differ  from  that 
in  placebo  pabents.  All  abnormalibes  were  reversible  after  discontinuabon  ol  Axid.  Since  market  inboducbon. 
hepabbs  and  jaundice  have  been  reported.  Rare  cases  ot  cholestabc  or  mixed  hepatocellular  and  cholestabc 
injury  with  laundice  have  been  reported  with  reversal  of  the  abnormalibes  after  disconbnuabon  of  /txid. 

Cardiovascutar-\n  dlnlcal  pharmacology  studies,  short  episodes  of  asymptomabc  ventncular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 unbeated  subjects. 

(WS-Rare  cases  of  reversible  mental  contusion  have  been  reported. 

f/tdocnne- Clinical  pharmacology  studies  and  controlled  clinical  dials  showed  no  evidence  of  anb- 
androgenic  acbvity  due  to  nizabdine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been  reported  rarely. 

Hematologic -hnemia  was  reported  significantly  more  frequently  in  nizabdine  than  in  placebo-heated 
pabents.  Fatal  thrombocytopenia  was  reported  In  a pabent  heated  with  nizabdine  and  another  Hj-receptor 
antagonisl  This  pabent  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  b^n  reported. 

Integumental-Urticana  was  reported  significanby  more  hequenby  in  nizabdine-  than  in  placebo-heated 
pabent  Rash  and  exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity -Ps  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizabdine 
adminishabon  have  been  reported.  Rare  episodes  of  hypersensibvity  reacfions  (eg,  bronchospasm,  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported, 

Other-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia  fever,  and 
nausea  related  to  nizabdine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  acbvated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  of 
hemodialysis  to  remove  nizabdine  horn  the  body  has  not  been  conclusively  demonshated;  however,  due  to  its 
large  volume  of  distribubon.  nizabdine  is  not  expected  to  be  efficienby  removed  horn  the  body  by  this  method. 
FV  2093  AMP  (101591) 

Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 


AMA  NEWS  NOTES 

At  the  AMA's  urging,  the  U.S.  Bureau  of 
Health  Professions  is  in  the  process  of  develop- 
ing an  impact  study  of  the  National  Practitioner 
Data  Bank.  The  study  will  evaluate  the  data 
bank's  performance  and  will  assess  its  effect  on 
licensure,  hospital  privileges,  malpractice  pay- 
ments and  quality  of  care.  AMA  staff  met  with 
the  data  bank  consultant  who  is  designing  the 
evaluation  study. 

it  it  it 

The  Board  of  Trustees  recommended  that 
the  AMA  prepare  draft  legislation  that  would 
allow  physicians  to  terminate  their  Medicare 
Part  B participation  agreements  at  any  time  if 
the  terms  of  the  contract  are  changed.  In  a 
report  to  the  House  of  Delegates,  the  board 
noted  that  carriers  can  terminate  their  agree- 
ments with  a participating  physician  if  the  phy- 
sician is  found  to  be  in  violation.  Physicians,  on 
the  other  hand,  are  bound  to  the  agreements  for 
the  entire  calendar  year,  even  when  the  carrier 
has  delayed  payments  or  otherwise  violated  the 
contract.  The  board's  recommendation  was  a 
response  to  a resolution  from  the  Hospital 
Medical  Staff  Section.  The  section  expressed 
concern  about  the  severe  cash  flow  problem 
that  physicians  can  experience  when  the  terms 
of  a contract  have  been  changed  by  unilateral 
government  or  carrier  actions. 

★ ★ ★ 

A panel  of  physician  educators,  researchers 
and  editors  of  AMA  journals  met  with  the  Food 
and  Drug  Administration  to  discuss  the  agency's 
proposed  guidelines  for  the  exchange  of  scien- 
tific information.  The  purpose  of  the  meeting 
was  to  define  education  and  communications 
activities  that  should  be  exempt  from  FDA 
regulation.  The  FDA  is  responsible  for  monitor- 
ing promotional  information  on  prescription 
drug  products.  The  AMA  panel  discussed  peer 
review  of  manuscripts  that  are  submitted  to 
journals.  Another  topic  was  the  journals'  re- 
quirement that  authors  must  reveal  whatever 
financial  interests  they  may  have  in  research 
that  they  are  reporting.  The  AMA  representa- 
tives told  the  FDA  that  overzealous  government 
regulation  could  have  a chilling  effect.  Accord- 
ing to  the  FDA  concept  paper  that  resulted  from 
the  meeting,  the  agency  "has  sought  to  avoid 
undue  intrusion  in  the  free  exchange  of  scien- 
tific information  within  the  education,  research 

and  health  care  communities." 

★ * ★ 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor;  Richard  B. 

Svehia,  M.D.,  Omaha.  Counties:  Douglas, 
Sarpy. 

SECOND  DISTRICT:  Councilor:  Sushil  S.Lacy, 
M.D.,  Lincoln.  Counties:  Cass,  Lancaster, Otoe 

THIRD  DISTRICT;  Councilor:  Paul  M.  Scott, 
M.D.,  Auburn.  Counties:  Gage,  Johnson, 
Nemaha, Pawnee, Ri  c h a r d s o n . 

FOURTH  DISTRICT : Councilor:  Gordon  Adams, 
M.D.,  Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT;  Councilor: Kenneth  C.Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton, 
Polk,  Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blamy, 

M D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D. 

Fitch,  M.D.,  O'Neill.  Counties:  Boyd,  Brown, 
Cherry,  Holt,  Keya  Palia,  Rock,  Sheridan. 

NINTH  DISTRICT:  Councilor:  Stanley  Nabity, 

M.D.,  Grand  Island.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant,  Gree- 
ts, Hall,  Hooker,  Howard,  Loup,  Shennan, 
Thomas,  Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor;  Oiarles  F.  Damico, 
M.D.  Hastings.  Comities:  Adams,  Cliasc, 
Dundy,  Franklin,  Frontier,  Funias,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

ELI'VENTH  DIS  TRICT:  Councilor:  Ronald  L. 

Asher,  M.D. , No.  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keitli,  Lincoln,  Ixigan, 
McPherson,  Perkins. 

TWELFIH  DhSTRICT;  Councilor:  Milton  R. 
Jolinson,  M.D.,  ScotLsbluff.  Counties:  Ban- 
ner, Box  Butte,  Cheyeiuie,  Dawes,  Kimball, 
Morrill,  Scotls  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  John  Welch,  Hastings 

Antelope-Pierce Roger  Massie,  Flainview  

Box  Butte Ed  F*ierce,  Alliance 

Buffalo George  Bascom,  Kearney 

Butler Mark  Carlson,  David  City 

Cass R R Andersen,  Nehawka 

Cheyenne-Kimball-Deuel ...  Calvin  Cutright,  Sidney  

Cuming Eugene  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson David  Hult,  Gothenburg 

Dodge Carl  Falcone,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Tom  Martin,  Ord 

Gage  Blake  Butler,  Beatrice 

Hall I^awrence  Lisiak,  Grand  Island  .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Gordon  O.  Johnson,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox  D.  M.  Laflan,  Creighton  
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we're  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation’s  largest  malpractice  law 
department,  and  win.  If  we  didn't,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


^e;c3{ 

Cl  Fat  u cri  A r,  Sr*  e 8icj' m «/  « 


HO  DODBT. 

Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154 
(402)  334-9689 


New  Product  Spotiight 


A complete  communications  center 
for  your  growing  practice 


The  RICOH  FAX22  gives  your  practice  maximum  benefits  for  a 
minimum  cost  You  get: 

• A multi-function  fax  machine  for  instant  hard  copy  communications 

• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax.  both  on  the  same  call 

• A speaker  phone  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 


Save=25»® 


on  the  purchase 
of  a RICOH 
FAX22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 
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Lincoln  2201  Winthrop  Rd.  486-7200 
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Congratulations.  You’ve  taken  that  diffi- 
cult first  step. 

You’ve  made  the  decision  to  get  help  for 
a drinking  or  drug  abuse  problem.  Now 
what? 

Where  can  you  go  for  the  specialized  care 
you  need?  Where  can  you  find  people  with 
the  knowledge  and  expertise  to  help? 

The  Answer  Is  West  Pines. 

West  Pines  is  a premier  hospital  and 
treatment  center  in  Denver,  Colorado. 

Our  chemical  dependency  programs 
have  provided  effective  treatment  for  even 


repeat  substance  abuse  cases.  Our  people 
are  seasoned  health  professionals,  with 
training  and  experience  second  to  none. 

At  West  Pines,  we’re  dedicated  not  just 
to  ending  addiction  but  to  giving  you  a 
fresh  start  on  a new  life. 

CaU  1-800-779-2701. 

West  Pines  services  are  covered  by  many 
types  of  health  insurance.  And,  of  course, 
they’re  completely  confidential. 

Call  today  for  information.  West  Pines 
is  ready  to  help  your  life  take  a turn  for 
the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 


AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  I credit  for  every  one-hour  program 
toward  the  AMA’s  Physician’s  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology— 7’opfc.s  in  Pain  Management 

□ Emergency  Medicine— Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— //igr/;  Blood  Pressure 

□ *Gastroenterology—  G!  Board  Review 

□ General  Surgery—  Critical  Issues  in  Intensive  Care 

□ Internal  Treating  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— Update 

□ Ophthalmology— Afemcr  Ideas  in  Glaucoma 

□ *Orthopaedics— the  Hand  and  Wrist 

□ Otolaryngology— /bcMS  on  the  Sinuses 

[]]  Pediatrics— Aw  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Manifestations  and  Management  of  Anxiety 

□ *Urology— Pro.s'ta^e  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialtks 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I’m  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  M issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


-'-V 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation’ 

A .Wm-Prnjil  Subsidinry  of  the  Calfonna  .\frdical  Asst)ciatiO» 

1577  East  Che\y  Chase  Drive 
Glendale,  California  i)12U6 
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EDITORIAL 


A Perspective  On  Pre-Medical  Education 


CHAKLES  S.  WILSON,  M.l). 


The  education  of  a [)hysidan  is  a long  and  ardu- 
ous process.  Just  the  [portion  l>etween  graduation 
from  high  school  and  completion  of  residency  or 
fellowship  training  extends  over  a [period  of  ten  to 
fifteen  years.  The  preparation  for  a medical  career 
goes  back  to  childhood  and  adolescence,  including 
course  work  in  elementary  and  secondary  school 
and  the  lessons  learned  from  the  social  environ- 
ment. But  the  making  of  a [)hysician  really  begins  in 
earnest  with  the  undergraduate  college  curriculum 
vaguely  referred  to  as  "pre-med".  Since  prf>medical 
studies  comprise  ap[)roximately  one-third  of  the 
years  of  education  necessary  to  become  a physi- 
cian, it  is  important  to  examine  the  objectives  and 
content  of  the  pre-medical  curriculum.  Is  the  pur- 
pose of  pre-med  simply  to  prepare  the  student  for 
medical  school,  or  is  it  to  prepare  for  a riiedical 
career? 

Many  pre-medical  students  select  courses  which 
they  think  will  optimize  their  chances  of  being 
selected  for  admission  to  medical  school  and  im- 
prove their  chances  of  competing  successfully  in 
medical  school  (especially  in  the  basic  science  or 
pre-clinical  work  such  as  biochemistry,  anatomy, 
and  physiology).  This  narrow  and  short-sided  per- 
spective of  the  rationale  for  and  value  of  the  pre- 
medical curriculum  is  a disservice  to  the  individual, 
the  medical  profession,  and  society. 

Pre-medical  studies  should  provide  the  intellec- 
tual foundation  on  which  to  build  both  a successful 
career  in  medicine  and  an  enlightened  and  satisfying 
life  as  a member  of  society.  The  breadth  and  sul> 
stance  of  that  foundation  will  affect  the  ability  of  the 
physician  to  serve  effectively  in  the  many  roles 
which  may  be  expected  of  him  or  her  such  as  healer, 
counselor,  advocate,  scientist,  technician,  analyst, 
philosopher,  citizen,  and  leader. 

A background  in  chemistry,  physics,  and  biology 
is  essential  to  understanding  the  science  of  medi- 
cine. The  humanities,  including  literature,  philoso- 
phy, history,  and  the  fine  arts,  are  essential  to  under- 
standing the  art  of  medicine.  Courses  in  subjects 
such  as  economics,  business,  political  science,  and 
law  provide  the  physician  with  a better  understand- 
ing of  the  society  in  which  we  must  function. 

Most  pre-medical  students  major  in  chemistry  or 
biology.  The  University  of  Nebraska  Medical  Center 


re|)orts  that  for  the  years  1990  and  1991,  science 
majors  comprised  al)Out  two-thirds  of  entering  fresh- 
men. Some  of  those  students  chose  a science  major 
for  their  fire-medical  studies  because  that  was  their 
[irimary  field  of  interest.  However,  from  my  conver- 
sations with  numerous  high  school  and  college 
students  who  are  in  or  who  are  considering  a pre- 
medical program,  it  is  apparent  that  many  of  these 
students  pursue  a science  major  during  pre-med  not 
by  choice  but  because  they  think  that  otherwise  they 
would  be  at  a comfietitive  disadvantage  for  admis- 
sion to  and  success  in  medical  school. 

Is  this  true? 

According  to  Dr.  j.  Calvin  Davis,  III,  M.D.,  Assis- 
tant Dean  for  Admissions  at  the  UNMC,  the  accep- 
tance rates  at  the  Medical  Center  for  non-science 
majors  in  1990  and- 1991  were  25  percent  and  19 
percent  respectively  as  compared  with  43  percent 
and  36  fiercent  for  science  majors.  Nevertheless,  Dr. 
Davis  says  "with  some  confidence"  that  a non-sci- 
ence major  who  has  performed  well  on  the  four 
required  science  courses  and  has  satisfactory  scores 
on  the  Medical  College  Admission  Test  will  have  no 
trouble  being  accepted.  And  once  accepted,  "non- 
science majors  perform  at  least  as  well  as  science 
majors". 

The  UNMC  College  of  Medicine  Bulletin  states, 
"A  strong  background  in  the  humanities  and  social 
sciences  as  well  as  the  natural  sciences  is  recom- 
mended for  prospective  students  of  medicine.  Fa- 
miliarity with  the  humanities  and  social  sciences, 
which  puts  physicians  in  touch  with  society  and 
helps  them  gain  understanding  and  compassion  so 
basic  to  the  art  of  healing,  is  indispensable  because 
of  the  growing  complexity  of  society.  However,  the 
rapid  development  of  medicine  as  an  applied  sci- 
ence also  requires  suitable  preparation  in  scientific 
and  mathematical  disciplines." 

To  quote  Dr.  Davis  again,  "In  view  of  the  rapidly 
broadening  scope  of  medicine,  a well-rounded  edu- 
cation is  considered  optimum  preparation."  To  this 
1 would  add  the  opinion  that  if  society  wants  more 
humanistic  physicians,  we  should  place  more  em- 
phasis on  the  humanities  in  their  education. 
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LETTER  TO  THE  EDITOR 


To  the  Editor: 

I read  with  interest  the  recent  excellent  article 
by  Dr.  Schaefer.  I have  had  the  impression  that 
pediatric  neurosurgeons  are  now  tending  to 
advocatevaginal  delivery  for  myelomeningocele 
patients.  In  the  referenced  article  in  Child's 
Nervous  System  in  October  of  1 99 1 , Cochrane’ 
et  al  described  208  patients  with  myelomen- 
ingoceles who  were  reviewed  to  assess  the  role 
of  birth  trauma  in  the  pathogenesis  of  their 
neurologic  deficit.  Elective  Cesarean  section 
did  not  offer  a spinal  cord  or  ambulatory  advan- 
tage over  vaginal  delivery  for  those  patients 
presenting  in  a vertex  fashion.  Their  conclusion 


was  that  Cesarean  section  should  be  reserved 
for  myelomeningocele  fetuses  who  are  present- 
ing breech  or  who  have  other  obstetrical  indica- 
tions for  operative  delivery. 

Sincerely, 

Leslie  C.  Hellbusch,  M.D. 

REFERENCE 
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ORIGINAL  ARTICLE 


The  Nebraska  Medicaid  Drug 
Utilization  Review  Program 

*l)AN  IcGRADY,  B.S.  Pharm.  I).,  RP 
Nebraska  OUR  Director  1968-1991 
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During  the  time  when  these  statis- 
tics were  compiled  there  were 
two  regional  groups  made  up  of 
five  members,  each  composed  of  4 pharmacists 
and  1 physician.  These  committees  met  bi- 
monthly to  scan  selected  profiles  for  instances 
of  under-  or  over-utilization;  the  potential  for 
adverse  drug  reactions;  and  drug-drug/drug- 
disease  interactions.  All  profiles  were  derived 
from  a computer  database  which  scanned  over 
90,000  records  and  cross-matched  criteria  ac- 
cording to  disease  and/or  therapeutic  drug 
class.^The  resulting  printed  patient  profiles  were 
reviewed  in  a single-blind  fashion  where  all 
committee  members  were  unawareof  the  names 
of  the  providers  and  patients.  Following  review 
by  the  DUR  Committee  , the  DUR  secretary 
attached  the  names  of  the  patients  and  provid- 
ers to  the  profiles.  Those  records  which  ap- 


peared to  require  further  study  were  referred 
on  to  the  patient's  physician(s)  and  pharmacist(s). 
The  letters  formulated  from  these  records  were 
informational  and  coded  according  to  the  in- 
quiry type  (e.g.  patient  is  receiving  theophylline 
and  cimetidine  with  the  possible  need  for  closer 
monitoring  for  theophylline  levels).  All  responses 
were  voluntary.  Seven  to  nine  months  later, 
cases  were  "closed"  in  order  to  verify  any 
modifications  and  coded  according  to  the  na- 
ture of  the  response  (A=change  made,  B=change 
made  before  inquiry,  C=inquiry  letter  received 
but  no  change  was  made,  D=no  reply  received, 
and  Z=patient  deceased  or  no  longer  a Medic- 
aid recipient). 

INTRODUCTION 

It  has  been  estimated  that  anywhere  from 
4.10  to  7.22  percent  of  Medicaid  hospitaliza- 
tions could  be  the  result  of  inappropriate  outpa- 
tient medication  use.’  Likewise,  in  an  elderly 
population  admitted  to  an  acute  care  setting, 
28.2%  of  the  admissions  were  medication  re- 
lated—11.4%  due  to  noncompliance,  16.8% 
due  to  an  adverse  drug  reaction.^ 

The  Nebraska  Drug  Utilization  Review  Pro- 
gram (DUR)  which  is  co-administered  by  the 
Nebraska  Department  of  Social  Services  and 
The  Nebraska  Pharmacists  Association,  was 
formulated  in  an  attempt  to  help  address  the 
problem  of  inappropriate  outpatient  medica- 
tion use,  reduce  hospitalizations  due  to  Drug 
Therapy  Problems  and  to  supplement  existing 
quality  therapy  by  providing  education.  This 
program  is  now  in  its  8th  year  of  operation  and 
has  demonstrated  impressive  results  in  both 
reducing  the  cost  of  prescribed  medications 
and  reducing  the  risk  of  hospitalization  from 
medication  related  problems.^'"* 

METHODS 

This  retrospective,  pharmacoepidemiological, 
medication  review  project  was  based  on  claims 
data  submitted  to  the  state  of  Nebraska's  Med- 
icaid department.  Criteria  have  been  devel- 
oped jointly  by  Health  Information  Designs,  the 
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DUR  committee  members,  and  from  providers 
who  have  responded  to  the  encouragement  for 
feedback. 

Data  was  quantified  in  two  ways:  First,  infor- 
mation was  entered  into  R-Base  For  DOS  (ver. 
2.1 1 ),  a relational  database.  This  software  pro- 
duced descriptive  reports  on  patient  demo- 
graphics, crude  response  rates,  and  final  closing 
outcomes.  R-Base's  command  language  and 
Wordstar  2000  plus  (ver.  3.0)  were  utilized  to 
generate  correspondence  to  physicians  and 
pharmacists.  Both  of  these  pieces  of  software 
reside  on  a Novell  Netware  Network  (2.0A)  at 
the  Nebraska  Pharmacists  Association.  Sec- 
ondly, univariate,  2x2  contingency  analysis  was 
employed  to  help  determine  the  rates  for  the 
development  of  a drug  therapy  related  problem 
and  the  potential  for  subsequent  hospitaliza- 
tion.^ 

From  January  1,  1984  to  March  1989,  all 
responses  which  indicated  that  a change  was 
made  during  the  initial  inquiry  or  upon  follow- 
up were  reviewed.  Savings  were  then  deter- 
mined by  extrapolating  the  cost  of  the  medica- 
tion per  month  from  the  date  of  the  inquiry  to 
the  end  of  the  calendar  year.  For  most  of  1 989 
(April-December)  and  for  the  first  two  months 
of  1990,  savings  were  annualized. 

Rates  and  risks  were  also  calculated.  One 
useful  indicator  is  attributable  risk  which  can  be 
defined  as  the  difference  between  the  percent- 
age of  patients  hospitalized  with  a drug  therapy 
problem  minus  the  percentage  hospitalized 
without  a drug  therapy  problem.  Estimated 
excess  hospitalizations  are  determined  by  tak- 
ing this  figure  (attributable  risk)  multiplied  by 
the  number  of  patients  who  have  a drug  therapy 
problem.  For  example,  in  1985,  there  were 
8.7%  of  hospitalized  patients  who  were  not  at 
risk  for  a drug  therapy  problem  and  26.4%  who 
were.  Attributable  risk  is  the  difference  of  these 
2 figures  or  1 7.7%  (table  IV).  If  there  were  5207 
patients  with  drug  therapy  problems  there  could 
have  been  922  excess  hospitalizations.^ 

RESULTS 

The  Nebraska  DUR  program  has  enjoyed  a 
very  favorable  response  rate  with  50-80%  of  the 
physicians  or  pharmacists  returning  their  in- 
quiry letters.  Thirty  to  sixty  percent  of  these 
responses  have  been  positive,  meaning  that  a 
decision  to  discontinue  a medication  or  lower  a 
dosage  occurred.  In  some  cases,  additional 
therapy  was  added  or  the  dose  of  a product 


increased  (e.g.  antidepressant  dose  raised  as  a 
result  of  an  underutilization  inquiry).  This  would 
translate  into  a higher  direct  drug  cost,  but 
potentially  into  a lower  risk  for  hospitalization 
(patient  avoids  institutionalization  because  of  a 
reduction  in  the  chance  for  a major  depressive 
episode). 

As  can  be  seen  in  table  1 , annual  drug  savings 
have  been  considerable,  even  in  1987  when, 
due  to  State  financial  cutbacks,  the  program 
was  only  in  operation  for  approximately  the 
last  quarter  and  where  savings  were  due  to  a 
single,  H2  -receptor  antagonist  review.  It  should 
also  be  remembered  that  these  savings  are 
calculated  based  on  direct  medication  stop- 
page only;  this  figure  does  not  entail  any  esti- 
mated savings  which  might  be  attributable  to  a 
decrease  in  hospitalizations. 


TABLE  1 

DIRECT  DRUG  COST  AVOIDANCE 
THROUGH  DRUG  UTILIZATION  REVIEW 


Period 

Average  Amount 
Saved  per  Claim 

Annual  Total 

Jan.  1,1984 -Dec.  31, 1984 

$ 232.92 

$ 85,612.83 

Jan.  1, 1985 -Dec.  31, 1985 

95.40 

75,293.33 

Jan.  1,1986 -Jan.  31, 1986 

329.57 

84,882.87 

Sept.  1,1987 -Dec.  31, 1987 

45.29 

2,558.04 

H2  - Review  (Jan.-Feb.)  1988) 

278.55 

57,939.00 

March  1,1988 -Dec.  31,1988 

113.32 

33,317.14 

H2  - Review  (Jan.  - Feb.,  1989) 

141.61 

23,791.29 

'April  1,1989 -Dec.  31,1989 

180.89 

44,400.00 

'Hypnotic  Review  (Jan.  - Feb.,  1 990)  78.78 

14,575.00 

^Cumulative  total 

$422,369.50 

1.  Represents  annualized  amounts. 

2.  This  figure  represents  the  total  drug  cost  including  any  professional 
fees.  However  factors  such  as  increased  drug  and  administrative  costs 
over  time,  patient  attrition,  or  altered  presaibing  patterns  for  Medicaid 
patients  other  than  those  specifically  identified  by  the  DUR  Program  could 
not  be  included.  It  should  also  be  remembered  that  this  sum  does  not 
include  annualized  amounts  for  any  years  except  for  the  period  April  1 989 
to  February  1990.  It  may  be  appropriate  to  view  the  annualized  sum  as 
a separate  subtotal. 

In  tables  2 and  3,  outcome  data  is  presented. 
For  example,  in  1 989,  there  were  a total  of  594 
cases  activated  of  the  4076  screened  (15%). 
Eighty-two  percent  (489)  of  these  inquiry  letters 
were  returned  from  the  providers.  35%  (21 1 ) of 
the  "closed"  cases  indicated  that  a positive 
change  was  made  as  a result  of  an  inquiry.  It 
should  be  noted  that  the  6%  or  38  non-respon- 
dents were  also  checked  for  any  drug  therapy 
changes.  Oftentimes,  a provider  may  not  return 
the  inquiry  letter  but  will  still  make  a change.  For 
the  most  recent  data  in  1 990,  57%  or  229  cases 
were  activated.  The  response  rate  was  91% 
with  50%  or  1 15  of  the  responders  indicating 
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TABLE  2 

•OUTCOME  SUMMARY  REPORT 


1989  ANNUAL  TOTALS 

Profiles  Generated: 

03/17/89 

12/11/89 

Profiles  Reviewed: 

04/20/89 

12/30/89 

WEST 

EAST 

TOTAL 

Number  of  Cases  Reviewed 

1837 

2239 

4076 

Number  of  Cases  Activated 

211 

383 

594 

Case  Response  Rate 

178 

311 

489 

(82%) 

Case  Outcome 

TOTAL 

Drug  Therapy  Changed 

211 

(35%) 

Dnjg  Therapy  Changed  Prior  to  Inquiry 

77 

(13%) 

Drug  Therapy  Unchanged  with  Explanation 

204 

(34%) 

Drug  Therapy  Unchanged  without  Response 

38 

( 6%) 

Patient  No  Longer  Receives  Benefits 

9 

( 2%) 

Uncoded,  duplicate  or  open  cases  55 


Top  Five  Inquiry  Types  which  were  Modified  or  Discountinued 


Potential  for  Adverse  Drug  Reactions 

47 

(22%) 

Precaution  or  Contraindication 

37 

(17%) 

Multiple  NSAIDS 

35 

(17%) 

Sinemet  vs.  Antipsychotics 

16 

( 8%) 

Multiple  Problem 

16 

( 8%) 

Other 

60 

(28%) 

Total 

211 

•Does  not  indude  hypnotic  review. 


that  a change  had  been  made  or  that  one  would 
be  forthcoming. 

What  is  intriguing  is  how  changes  in  apparent 
Drug  Therapy  Problems  occur  over  the  years 
(table  4).  If  one  looks  at  the  rate  from  the  pre- 
intervention period  (5.5%)  to  1 989  (3.8%,  most 
recent  data),  there  is  a 23%  decrease.  If  one 
looks  at  the  relative  risk  for  hospitalization  in 
1 989  due  to  a potential  drug  therapy  problem, 
there  is  an  approximately  3.5  times  greater 
likelihood  that  hospitalization  would  occur  as  a 
result  of  a drug  therapy  problem.  Since  24.5% 
of  Medicaid  patients  who  were  admitted  to  an 
acute  care  setting  demonstrated  a drug  therapy 
problem  while  7.0%  did  not,  the  actual  attribut- 
able risk  was  1 7.5%.  This  is  a difference  of  4 
percentage  points  from  the  baseline  year. 

From  the  contingency  analysis  for  1 989,  988 
patients  out  of  4035  were  hospitalized  with  a 
DrugTherapy  Problem.  If  the  same  hospitaliza- 
tion rate  of  5.5%  had  been  in  effect  for  1 989  as 


TABLE  3 

HYPNOTIC  DRUG  UTILIZATION  IN  THE 
NEBRASKA  MEDICAID  POPULATION 
January-February  1990 

WEST  EAST  TOTAL 
Number  of  Cases  Activated  99  129  228 

Case  Response  Rate  91(91%)  117(90%)  208  (91%) 

Case  Outcomes 

Drug  Therapy  Changed  115  (50%) 

Drug  Therapy  Changed  Before  Inquiry  23  (10%) 

Drug  Therapy  Unchanged  With  Explanation  47  (20%) 

Drug  Therapy  Unchanged,  No  Explanation  0 

Patient  No  Longer  Receives  Benefits  0 

Cases  still  open  43 

DRUGS  MODIFIED  OR  DISCONTINUED 


Excessive  Duration  of  flurazepam  at  a total  dose  of  7 ( 6%) 

15  mg  or  more  per  day 

Excessive  Duration  of  triazolam  at  a total  does  of 
0.125  mg  or  more  per  day  103  (90%) 

Excessive  Duration  of  temazepam  at  a total  dose  of 

1 5 mg  or  more  per  day  4 ( 4%) 

Other,  excessive  duration  1 

Total:  115 


in  hospitalization  rate  in  the  group  who  did  not 
have  any  drug  therapy  problems,  the  amount 
would  turn  out  to  be  $1,207,831.  Costs  to 
administer  the  program  in  1 989  including  both 
state  and  matched  federal  funds  amounted  to 
approximately  $110,000.  This  means  that  a 
conservative  savings  estimate  would  amount  to 
a ratio  of  10.98/1.00  or  a 1989  savings  of 
$1,097,831. 

SUMMARY 

There  are  reports  in  the  literature  which 
address  the  effects  of  DUR  on  morbidity  and 
cost  containment  in  a non-acute  setting.^'^  Most 
of  the  information,  however,  is  under  acute  care 
circumstances. Some  of  the  studies 
performed  under  these  situations  have  shown 
added  benefits  in  terms  of  patient  care."'’^  ’^'’^ 
This  article  attempts  to  document  similar  changes 
in  morbidity  and  costcontainmentin  a relatively 
ambulatory  Medicaid  population.  It  must  be 
remembered  that  the  Medicaid  population  in 
Nebraska  is  composed  of  some  patients  who 
are  institutionalized  in  a variety  of  settings.  In 


it  was  in  1983  and  the  population  size  in  1989 
was  106,589,  1827  drug  therapy  problems 
could  have  occurred  [4035-(5.5%  x 1 06,589)].^ 
Assuming  the  same  ratio  of  988:4035,  this 
would  translate  into  448  fewer  hospitalizations 
(0.245  X 1827).^ 

Combining  some  of  these  effects  along  with 
a change  in  hospitalization  rate,  1.6  million 
dollars  were  estimated  to  have  been  saved  in 
1989.^  Controlling  for  the  effects  of  a change 


TABLE  IV 

CHANGE  IN  THE  RATE  OF  HOSPITALIZATION  FOR  THE 
TOTAL  POPULATION:  JANUARY  1, 1983  TO  DECEMBER  31, 1989 


Year 

Rate 

Rate 

Hospitalization 

Relative  Hist 

Attributable 

of  DTP 

of  DTP 

No  DTP 

DTP 

Risk  For  DTP 

1983 

5.5% 

31.7% 

10.1% 

3.13 

21.6% 

1984 

5.5% 

30.3% 

9.1% 

3.31 

21.2% 

1985 

5.6% 

26.4% 

8.7% 

3.02 

17.7% 

1986 

5.1% 

25.9% 

8.2% 

3.14 

17.6% 

1987 

4.7% 

23.5% 

7.5% 

3.12 

16.0% 

1988 

3.0% 

22.7% 

4.9% 

4.64 

17.8% 

1989 
HID,  Inc. 

3.8% 

24.5% 

7.0% 

3.50 

17.5% 
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1989,  the  Medicaid  population  had  an  average 
age  close  to  65.  Forty-three  percent  of  these 
patients  resided  in  a nursing  home  and  may 
have  either  received  hospitalization  as  a result 
of  a Drug  Therapy  Problem  or  incurred  added 
expenses  while  maintaining  residency  in  a long- 
term care  environment. 

The  cost  savings  noted  here  do  not  reflect 
other  factors  such  as  the  effects  of  age,  race, 
gender,  residential  status,  diet,  smoking,  exer- 
cise, disease  prior  to  Medicaid  enrollment,  etc.® 
This  estimate  does  not  take  into  account  the 
effects  of  increased  ingredient  or  administrative 
costs.  Any  increases  in  claims  amount  over  time 
would  tend  to  boost  cost  savings  while  in- 
creases in  administrative  expenses  would  tend 
to  blunt  this  effect.  If  an  adjustment  was  made 
for  age,  gender  and  other  factors,  cost-savings 
could  be  affected.  Additionally,  the  DUR  pro- 
gram does  not  include  any  drug  effects  which 
could  be  attributable  to  changes  in  other  pre- 
scribed medications  secondary  to  the  original 
inquiry.  For  example,  a physician  who  pre- 
scribes an  NSAID  and  later,  ideally  after  discuss- 
ingthis  therapy  with  thepatientand  pharmacist, 
decides  to  lower  the  dose  or  withdraw  the 
NSAID  might  also  find  the  antiulcer  therapy  no 
longer  necessary.  Thus,  the  discontinuance  of 
the  H2  antagonist  would  not  have  been  noted 
as  a positive  DUR  response. 

It  has  been  theorized  that  Medicaid  popula- 
tions tend  to  be  a "sicker"  group  when  com- 
pared with  other  populations  such  as  private- 
pay  or  third  party  recipients.  It  is  not  the  intent 
of  this  article  to  compare  results  to  other  Med- 
icaid populations  or,  for  that  matter,  other  health 
care  recipient  groups.®  Extensive  literature  on 
the  subject  of  age  and  the  number  of  prescrip- 
tions used  shows  that  older  patients  tend  to  take 
more  medication,  generally  becoming  less  tol- 
erant to  most  compounds  (notable  exceptions 
may  be  tricyclic  antidepressants  and  beta-ago- 
nists).’^ Since  this  population  is  older,  average 
age  above  65  years,  it  can  be  surmised  that 
more  complicated  patients  than  other,  younger 
groups  are  served  by  the  DUR  project.  Drug 
interactions  in  this  group  would  be  more  com- 
mon, particularly  in  light  of  published  studies 
which  indicate  that  the  elderly  take,  on  the 
average,  8 or  more  prescription  products. 

With  the  continued  participation  of  Nebraska 
physicians,  the  quality,  educational  opportuni- 
ties and  cost  containment  effects  of  this  pro- 
gram should  persist.  All  those  directly  involved 


in  this  project  appreciate  the  continued  sup- 
port. 
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ABSTRACT 

A middle  aged  woman  with  a medical  history  of  recurrent  spontaneous  abortions  and  chronic  leg  ulcers  presented 
with  a pulmonary  embolism  and  inferior  vena  caval  thrombosis.  Primary  antiphospholipid  syndrome  (PAPS)  was 
dignosed  by  evidence  of  extremely  high  titers  of  anticardiolipin  IgG  and  IgM,  typical  clinical  features  and  the  absence 
of  other  autoimmune  diseases.  Multiple  coagulation  parameters  suggested  chronic  disseminated  intravascular  coagu- 
lation (Die).  It  is  important  to  distinguish  PAPS  from  true  chronic  DIC  as  the  underlying  causes,  treatment  and  prognosis 
differ  greatly.  In  describing  this  case  of  PAPS  presenting  hematologically  as  a chronic  DIC,  we  offer  a discussion  of  the 
means  to  distinguish  between  these  two  coagulopathies  and  briefly  discuss  their  treatments. 


INTRODUCTION 

PRIMARY  antiphospholipid  syn- 
drome (PAPS)  is  a disease  char- 
acterized by  a tendency  toward 
recurrent  arterial  and  venous  thrombosis,  pla- 
cental thrombosis,  placental  thrombosis  lead- 
ing to  recurrent  fetal  losses,  leg  ulcers,  hemo- 
lytic anemia,  thrombocytopenia,  and  a pro- 
longed activated  partial  thromboplastin  time 
(PTT)  in  the  absence  of  systemic  lupus 
erythematosus  (SLE)  or  any  other  defined  auto- 
immune diseases.’-^'^  The  laboratory  hallmark  of 
PAPS  is  the  positive  antiphosphlolipid  antibod- 
ies, anticardiolipin  antibodies  or  lupus  antico- 
agulants.Six  well-defined  patterns  of  coagula- 
tion parameters  have  been  recognized  in  pa- 
tients with  lupus  anticoagulants. ^The  most  com- 
mon coagulation  feature  is  prolonged  PTT, 
thrombocytopenia  and  normal  or  borderline 
prothrombin  time(PT).  Chronic  DIC  is  a dy- 
namic pathological  process  triggered  by  activa- 
tion of  the  clotting  cascade  and  the  fibrinolytic 
system  and  characterized  by  disseminated 
microthrombi.^  The  coagulation  findings  of 
chronic  DIC  can  mimic  those  of  acute  DIC  such 
as  prolonged  PT  and  PTT,  thrombocytopenia, 
hypofibrinogenemia,  and  positive  fibrin  degra- 
dation products  and  D-dimer.^  Because  of  the 
compensation  mechanism  for  the  consumed 
coagulation  factors,  it  is  not  uncommon  to  see 
normal  PT,  PTT,  platelet  count  and/or  fibrino- 
gen levels  in  chronic  DIC.^The  heterogeneity  of 
coagualtion  features  seen  in  DIC  may  mimic 
other  coagulopathies.  We  report  our  experi- 
ence of  one  patient  with  PAPS  whose  coagula- 
tion findings  were  also  consistent  with  chronic 
DIC. 


CASE  REPORT 

A 60  years  old  Hispanic  woman  was  admit- 
ted to  St.  Joseph  Hospital  at  Creighton  Univer- 
sity Medical  Center  on  Nov.  23,  1990  with  a 
chief  complaint  of  progressive  exertional 
dyspnea  for  one  week.  Her  medical  history 
included  diabetes  mellitus,  hypertension,  chronic 
leg  ulcers,  four  spontaneous  abortions,  a pulmo- 
nary embolus  in  the  1 950's  and  a coagulopathy. 
The  last  condition  was  discovered  in  1 987  dur- 
ing preoperative  evaluation  for  debridement 
and  skin  grafting  of  a chronic  leg  ulcer  and  was 
manifested  as  marked  elevations  in  PT  and  PTT 
(21.6  and  136.4  seconds,  respectively), 
thrombocytopenia  (74,000/cmm)  and  positive 
fibrinogen/fibrin  degradation  products  (FDP); 
fibrinogen  was  normal,  however.  The  erythro- 
cyte sedimentation  rate  (ESR)  was  elevated  at 
104  mm/hour.  An  extensive  workup  for  an 
occult  malignancy,  including  CAT  scan  of  the 
abdomen  and  pelvis,  esophagogastro- 
duodenoscopy,  colonoscopy  and  mammo- 
graphy, was  negative.  A serum  protein  electro- 
phoresis demonstrated  a mild  polyclonal 
gammopathy.  The  patient  was  followed  closely 
in  our  clinic  and  despite  her  clotting  abnormali- 
ties, suffered  no  bleeding  complication  from 
surgeries  such  as  tooth  extractions  and  leg  ulcer 
debridement.  No  skin  rash,  photosensitivity, 
mucosal  lesions,  arthralgias,  pleurisy  or  alopecia 
was  noted.  She  had  been  in  her  usual  state  of 
health  up  to  the  month  preceding  her  admis- 
sion. 

‘Address  reprint  and  correspondence  to:  Hing-Chung  Lee, 
M.D.,  Ph.D.,  Department  of  Internal  Medicine,  St.  Joseph 
Hospital,  Creighton  University  Medical  Center,  601  N.  30th 
Street,  Omaha,  Nebraska  68131,  U.S.A.  Telephone  No.  (402) 
280-4183,  Fax  No.  (402)  280-4101. 
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On  admission  she  was  found  to  be  in  mild 
respiratory  distress  with  a respiratory  rate  32/ 
min.  Her  temperature  was  98.9°F  orally.  Dimin- 
ished breath  sounds,  rales  and  egophony  were 
noted  in  the  base  of  the  right  lung.  Examination 
of  the  extremities  revealed  large  scars  in  the 
location  of  former  ulcers  of  both  distal  lower 
limbs  without  erythema  or  edema.  No  other 
skin  lesions  were  observed.  Her  white  blood 
cell  count  was  8,000/cmm,  hemoglobin  12.2 
gm/dl  and  platelet  26,000/cmm.  The  PT  and 
PTT  were  23.0  and  1 21 .5  seconds  respectively; 
neither  corrected  fully  with  a 1 :1  mixture  with 
normal  plasma.  Liver  function  profile  and  renal 
function  test  were  within  normal  limits.  Urinaly- 
sis was  unremarkable.  Her  Pa02  on  room  air 
was  46  mmHg  with  a Pab gradient  of  67  mmHg. 
Chest  roentgenogram  revealed  an  infiltrate  in 
the  right  upper  lobe.  Gram  stain  of  the  sputum 
indicated  few  polymorphonuclear  leukocytes 
and  mixed  flora.  The  patient  was  empirically 
treated  for  community-acquired  pneumonia  with 
intravenous  ampicillin.  Though  she  felt  subjec- 
tive improvement,  there  was  no  improvement 
in  her  arterial  blood  oxygen.  A V/Q  scan  v/as 
performed  and  demonstrated  segmental  venti- 
lation-perfusion mismatches  in  the  right  lower 
lobe,  the  lateral  segment  of  the  middle  lobe,  and 
the  lateral  segment  of  the  left  lower  lobe.  Caval 
angiogram  showed  a large  filling  defect  in  the 
inferior  vena  cava  to  the  level  of  the  renal  veins, 
with  poor  visualization  of  the  iliac  veins.  Pulmo- 
nary angiogram  confirmed  the  presence  of  a 
large  embolus  within  the  right  interlobar  pulmo- 
nary artery.  A Bird's  Nest  filter  (Cook  INC., 
Bloomington,  Indiana,  U.S.A.)  was  placed  in  the 
inferior  vena  cava  above  the  renal  veins  to 
prevent  further  emboli. 

Further  workup  of  her  coagulopathy  was 
undertaken.  Repeat  PT  (normal:  10.9-13.1  sec- 
onds) was  23.9  seconds,  PTT  (normal:  24.8-37.4 
seconds)  128.6  seconds  and  platelets  40,000/ 
cmm.  The  thrombin  time  (normal  13.3-16.3 
seconds)  was  2 1 .0  seconds,  fibrinogen  400  mg/ 
dl,  FDP  greater  than  40  microgm/ml  and  D- 
dimer  greater  than  500.  Antithrombin  III  (nor- 
mal: 77-122%)  was  121%.  Coagulation  Factor 
VIII  (normal:  50-150%)  was  47%  and  Factor  IX 
(normal  50-150%)  was  28%,  which  were  nor- 
mal when  measured  with  a dilution  assay.  Her 
fluorescence  antinuclear  antibody  (FANA)  titer 
was  1:1280  and  a homogeneous  pattern  was 
described  on  immunofluorescence;  the  anti- 
body titer  to  double-strained  DNA  was  less  than 
1:10.  Serology  for  anticardiolipin  antibodies 
was  markedly  positive:  greater  than  1 00  GPL  for 


IgG  (normal:  0-8  GPL)  and  27  MPL  for  IgM 
(normal:  0-1 0 MPL). 

This  patient  had  the  major  clinical  and  sero- 
logical manifestations  associated  with 
antiphospholipid  antibodies  including  sponta- 
neous abortion,  leg  ulcers,  pulmonary  embo- 
lism, vena  caval  thrombosis,  positive  Coombs' 
test  and  a very  high  titer  of  anticardiolipin 
antibodies.  Although  there  was  significant  pro- 
longation of  the  PTT  and  PT  and  severe 
thrombocytopenia,  no  clinical  evidence  of  bleed- 
ing occured  when  the  patient  underwent  major 
surgical  procedures  such  as  tooth  extraction, 
leg  ulcer  debridment  or  skin  grafting.  Paradoxi- 
cally, recurrent  pulmonary  embolism  and  vena 
caval  thrombosis  were  found.  The  negative  anti- 
DNA  antibody  and  the  lack  of  other  criteria  of 
the  American  Rheumatism  Association®  make 
the  diagnosis  of  SLE  unlikely.  Therefore,  this 
patient  has  PAPS  on  the  basis  of  the  clinical 
features,  high  titers  of  anticardiolipin  antibod- 
ies, and  absence  of  evidence  of  other  autoim- 
mune diseases. 

As  treatment  she  was  initially  started  on  low 
dose  intravenous  heparin  (300  units/hr  initially, 
then  520  units/hr).  Six  units  of  platelets  were 
given  two  hours  after  heparin  administration. 
The  platelet  count  increased  from  19,000  to 
5 1 ,000/cmm  twelve  hours  after  platelet  transfu- 
sion. After  one  week  of  intravenous  heparin, 
regiment  was  converted  to  subcutaneous  hepa- 
rin 5,000  units  twice  daily.  Prednisone  60  mg/ 
day  orally  were  tried  and  discontinued  3 days 
later  because  of  no  improvement  in  coagulation 
parameters  and  aggravating  the  preexisting  dia- 
betes mellitus  and  hypertension.  She  was  later 
switched  to  aspirin  100  mg/day,  which  has 
been  reported  to  correct  the  thrombocytopenia 
in  patients  with  antiphopholipid  antibodies.® 
She  responded  well  clinically  and  was  discharged 
on  heparin  (5,000  units  s.q.  twice  daily),  aspirin 
(100  mg/day)  and  supplemental  oxygen.  On 
follow  up  several  days  later  she  continued  to 
improve  and  by  two  weeks  after  discharge  no 
supplemental  oxygen  was  necessary.  Ten  days 
later,  her  platelet  count  had  risen  to  122,000/ 
cmm.  The  laboratory  data  is  summarized  in 
Table  I and  the  responses  of  PT,  PTT  and  platelet 
to  the  treatment  are  summarized  in  Fig.  1. 

COMMENTS 

This  60  years  old  Hispanic  woman,  who  had 
medical  history  of  recurrent  spontaneous  abor- 
tions, pulmonary  embolism,  chronic  leg  ulcers, 
diabetes  mellitus,  hypertension  and  coagulo- 
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TABLE  1 

Summary  of  clinical  data  before  the  acute  episode  of 
recurrent  venous  thrombosis  (|uly/1987),  during  the 
episode  (Nov./I  990)  and  after  treatment  with  heparin 
and  aspirin  (Dec./I  990). 


Date 

Iuly/87 

N0V./9O 

Dec.  90 

PT  (10.9-13.1  seconds) 

21.6 

23.9' 

20.9 

PTT  (24.8-37.4  seconds) 

136.4 

128.6* 

85.3 

Fibrinogen  (mg/dl) 

370 

400 

NA 

FDP  (microgm/ml) 

>40 

>40 

NA 

D-Dimer 

NA 

>500 

NA 

Antithrombin  III  (77-122%) 

NA 

121 

NA 

Thrombin  Time 
(1 3.3-1 6.3  seconds) 

16 

21 

NA 

Platelet  (xIOOO/cmm) 

74 

29 

122 

Factor  VIII  (50-150%) 

NA 

47 

NA 

Factor  IX  (50-150%) 
Coombs'  Test 

NA 

28 

NA 

Direct 

NA 

positive 

NA 

Indirect 

NA 

positive 

NA 

FANA 

NA 

1 : 1 280  (homogeneous) 

Anti-DS  DNA 

NA 

<1:10 

NA 

ESR  (mm/hr) 
Anticardiolipin  Antibody 

104 

NA 

NA 

IgG  (0-8  GPL) 

NA 

>100 

NA 

IgM  (0-10  MPL) 

NA 

27 

NA 

a:  not  corrected  with  1:1  mixture  with  normal  plasma. 
NA:  not  done 


pathy,  had  noticed  progressive  exertional 
dyspnea  for  one  week.  Although  she  sought 
medical  attention  for  chronic  leg  ulcers  associ- 
ated with  coagulopathy  and  extensive  workup 
for  an  underlying  disease  had  been  done  before 
the  admission,  no  diagnosis  was  made.  Pulmo- 
nary angiogram  revealed  pulmonary  embolism. 
The  coagulation  studies  showed  markedly  pro- 
longed PT  and  PTT,  which  were  not  corrected 
with  a 1 :1  mixture  with  normal  plasma  but  little 
changed  when  measured  with  a dilution  assay, 
suggesting  the  presence  of  an  inhibitor  to  co- 
agulation.’® The  diagnosis  of  PAPS  was  con- 
firmed by  the  presence  of  high  titers  of 
anticardiolipin  antibodies.  Her  clinical  condi- 
tion stabilized  after  treatment  with  heparin  and 
aspirin. 

Although  this  patient's  major  clinical  and 
serological  manifestations  were  consistent  with 
PAPS,  the  coagulation  parameters  are  difficult 
to  distinguish  from  chronic  DIC.  Chronic  DIC  is 
a dynamic  pathological  process  characterized 
by  a bleeding  tendency  and  recurrent  dissemi- 


FIGURE  1 

The  response  curves  of  PT,  PTT  and  platelet  to  the 
treatment  of  heparin,  corticosteroid  and  aspirin. 
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nated  microthrombi,  which  is  triggered  by  acti- 
vation of  the  clotting  cascade  and  the  fibrino- 
lytic system.^  Thus  the  diagnosis  of  chronic  DIC 
should  include  evidence  of  activation  of  the 
coagulation  system  (the  prolongation  of  PT  and 
PTT,  thrombocytopenia,  hypofibrinogenemia 
and  low  antithrombin  III),  fibrin  formation  and 
fibrinolysis  (the  presence  of  FDP,  D-dimer  and 
abnormal  euglobulin  lysis  time  and  thrombin 
time),  and  the  process  should  be  both  dissemi- 
nated and  intravascular.  Because  of  the  com- 
pensating mechanism  for  the  consumption  of 
coagulation  factors,  coagulation  parameters  are 
variable  in  chronic  DIC.^-^  Significant  prolonga- 
tion of  PT,  PTT  and  thrombin  time,  throm- 
bocytopenia, increased  FDP  and  D-dimer  and 
normal  fibrinogen  level  which  occurred  in  our 
patient  can  be  seen  in  chronic  compensated 
DIC.^  However,  several  lines  of  evidence  are 
not  consistent  with  the  diagnosis  of  DIC  in  this 
case. 

First,  no  tendency  of  bleeding  despite  prolon- 
gation of  PT,  PTT  and  severe  thrombocytopenia 
argues  against  the  DIC  in  this  patient.  It  is 
unlikely  that  patients  with  DIC  show  no  evi- 
dence of  bleeding,  even  when  they  undergo 
major  surgical  procedures  such  as  tooth  extrac- 
tion, leg  ulcer  debridment  or  skin  grafting.  Sec- 
ondly, the  platelet  count  significantly  increased 
with  platelet  transfusion.  This  is  against  DIC.  The 
platelet  count  rarely  increases  after  platelet 
transfusion  in  DIC  because  of  rapid  consump- 
tion of  the  platelets  during  the  continuous  acti- 
vation of  the  clotting  process.  Third,  the  fact  that 
the  abnormal  PT  and  PTT  were  not  significantly 
changed  with  the  administration  of  herparin 
was  uncommon  in  DIC."  Moreover,  she  had 
normal  antithrombin  III  activity,  which  is  de- 
creased in  DIC.'^  Although  macrovascular 
thrombosis  has  been  reported  in  DIC",  the 
thrombotic  process  generally  occurs  in  the  mi- 
crocirculation. The  absence  of  schistocytes  in 
the  peripheral  blood  smear  in  our  patient  sug- 
gests the  absence  of  microangiopathic  hemoly- 
sis. It  would  be  very  unusual  for  a patient  with 
DIC  to  present  with  vena  caval  thrombosis  and 
pulmonary  embolism  without  evidence  of  a 
microangiopathic  process."  In  addition,  the 
high  titers  of  anticardiolipin  antibodies  and  posi- 
tive Coombs'  test  are  not  present  in  chronic 
DIC.  The  high  levels  of  FDP  and  D-Dimer  are 
probably  caused  by  the  fibrinolytic  activity  sec- 
ondary to  the  ongoing  venous  thromboem- 
bolism. 

PAPS  is  diagnosed  by  the  presence  of  plasma 


anticoagulants  (antiphopholipid  antibodies, 
anticardiolipin  antibodies  or  lupus  anticoagu- 
lant) and  clinical  features  (recurrent  arterial  and 
venous  thromboemboli  and  spontaneous  abor- 
tions).’-^'^ The  uncorrected  prolonged  PT  and 
PTT  by  adding  an  equal  volume  of  patient's 
plasma  to  normal  plasma  and  little  changed 
when  measured  with  a dilution  assay  indicates 
the  presence  of  circulating  anticoagulant.’® 
Thrombocytopenia  and  prolonged  PT  and  PTT 
are  commonly  found  in  patients  with  PAPS, 
Correction  of  thrombocytopenia  with  low  dose 
of  aspirin  in  this  patient  is  an  another  clinical 
feature  of  PAPS.®  Therefore,  our  patient  has 
PAPS  and  the  abnormal  coagulation  param- 
eters may  be  caused  by  the  ongoing  arterial  or 
venous  thromboembolism. 

In  summary,  the  evidence  of  a tendency 
toward  macrovascular  thrombosis,  no  hemor- 
rhagic diathesis,  lack  of  microangiopathic  he- 
molysis, normal  antithrombin  ill  activity,  high 
titers  of  anticardiolipin  antibodies  and  correc- 
tion of  thrombocytopenia  with  platelet  transfu- 
sion and  aspirin  treatment  suggests  the  diagno- 
sis of  PAPS  rather  than  the  presence  of  DIC  in 
this  patient. 

Theoptimum  treatmentin  patients  with  PAPS 
has  not  been  defined.’^  The  association  be- 
tween anticardiolipin  antibodies  and 
thromboembolism  or  spontaneous  abortion  is 
controversial  and  the  pathogenicity  of 
anticardiolipin  antibody  for  these  events  has  not 
been  proven. The  increased  tendency  to- 
ward thrombosis  in  PAPS  patients  may  be  a 
consequence  of  a number  of  factors  including 
the  reduction  of  the  rate  of  activation  of  protein 
C,^°'^’  functional  protein  S deficiency,^^  interfer- 
ence with  vascular  endothelial  prostacycline 
formation,^^  low  functional  antithrombin  III  ac- 
tivity,^'*  activation  of  the  complement  system,^® 
and  impaired  fibrinolysis  by  prekallikrein  inhibi- 
tion^^ and  increased  plasminogen  activator  in- 
hibitory activity.^’' The  multiple  pathogenic  fac- 
tors for  the  thrombosis  formation  may  explain 
the  inconsistent  results  of  treatments  with  corti- 
costeroids, nonsteroid  antiinflammatory  drugs, 
plasmaphereisis,  gamma-globulin  and  immuno- 
suppressive drugs.®-’^'’^'^®'^®-^®Our  patient's  labo- 
ratory and  clinical  abnormalities  have  been  at 
least  temporarily  reversed  with  the  treatment  of 
heparin  and  low  dose  aspirin. 

The  cornerstone  of  management  in  a patient 
with  DIC  is  treatment  of  the  underlying  cause 
thus  eliminating  the  trigger  mechanism.  Many 
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of  the  palliative  therapies  available  such  as 
replacement  of  depleted  blood  components, 
plasmapheresis,^’  heparin,"  nonsteroid  anti-in- 
flammatory drugs,^^  antithrombin  lll,^^  calcium 
entry  blocker,^"*  ketaconazole^^  and  gabexate^^ 
have  been  suggested.  This  is  not  surprising  in 
view  of  the  multiple  pathogenic  factors  involv- 
ing the  platelet,^^  monocyte,^®  prostaglandin^^ 
and  thromboplastin^^  etc. 

SUMMARY 

Our  patient's  clinical  features  and  serological 
presentation  are  consistent  with  PAPS.  The  co- 
agulation parameters  are  difficult  to  distinguish 
from  chronic  DIC.  Although  acute  disseminated 
coagulation'’”''"''*^  have  been  reported  in  pa- 
tients with  antiphospholipid  antibodies,  the  evi- 
dence of  a tendency  toward  macrovascular 
thrombosis,  no  hemorrhagic  diathesis,  lack  of 
microangiopathic  hemolysis,  normal  antitihrombin 
III  and  correction  of  thrombocytopenia  with  plate- 
let transfusion  and  aspirin  treatment  makes  the 
diagnosis  of  chronic  DIC  unlikely.  It  is  important  to 
differentiate  the  PAPS  from  chronic  DIC  in  view  of 
the  difference  in  the  underlying  causes,  treatment 
and  prognosis. 
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WITH  the  advent  of  high  resolu- 
tion ultrasound,  prenatal  di- 
agnosis of  congenital  fetal 
anomalies  is  now  possible.  This  article  is  in- 
tended to  give  a general  overview  of  some  of 
the  more  common  congenital  anomalies  that 
are  amenable  to  prenatal  diagnosis  with  ultra- 
sound and  provide  a systematic  approach  to 
their  detection. 

It  is  convenient  to  consider  ultrasound  as  a 
way  to  perform  a fetal  history  and  physical 
examination.  We  spend  the  majority  of  the 
pregnancy  measuring  maternal  fundal  height, 
listening  for  fetal  heart  tones,  checking  blood 
pressure,  and  looking  for  signs  of  proteinuria 
and  glycosuria;  however,  rarely  do  we  get  ad- 
equate opportunity  to  assess  the  fetal  status. 
Ultrasound  allows  a detailed  view  of  the  fetal 
anatomy.  An  accurate  diagnosis  is  important 
because  the  presence  of  a fetal  abnormality  can 
drastically  alter  perinatal  management. 

A history  relevant  to  the  fetus  can  be  ob- 
tained from  the  mother,  noting  prior  obstetrical 
history  and  any  medical  illnesses  that  may  ad- 
versely affect  the  current  pregnancy.  Likewise, 
social  history  is  important  and  should  include 
information  on  smoking  and  any  drug  usage 
(past  or  present). 

The  physical  examination  can  be  done  by 
looking  at  the  fetus  from  top  to  bottom.  Starting 
with  the  head,  if  one  looks  at  the  biparietal 
diameter  in  the  longitudinal  scan,  one  can  usu- 
ally see  the  midline  falx,  the  thalami,  the  lateral 
ventricles,  and  the  cerebellum.  Failure  to  iden- 
tify a calvarium  makes  the  diagnosis  of  anen- 
cephaly  likely.  This  has  a multifactorial  form  of 
inheritance,  with  a recurrence  risk  of  approxi- 
mately 2-3%  in  subsequent  pregnancies. 

Ventriculomegaly  can  be  diagnosed  with 
security  after  22  weeks.  A ratio  of  the  distance 
from  the  midline  to  the  lateral  aspect  of  the 
lateral  ventricle  over  the  distance  from  the 
midline  to  the  lateral  extreme  of  the  cerebral 
hemisphere  greater  than  33%  suggests 


ventriculomegaly.  It  is  important  to  look  at  the 
whole  body  of  the  lateral  ventricle,  since  early 
ventriculomegaly  may  start  with  widening  of 
the  lateral  ventricles.  Polyhydramnios  is  fre- 
quently associated  with  ventriculomegaly  as 
well. 

The  differential  diagnosis  for  causes  of 
ventriculomegaly  is  a long  list,  with  the  more 
common  conditions  beingaqueductal  stenosis, 
Dandy-Walker  malformation,  and  ventriculo- 
megaly associated  with  spina  bifida.  The  im- 
portant landmark  to  make  the  diagnosis  here  is 
the  cerebellum.  Dilated  lateral  ventricles  in  the 
presence  of  a normal  cerebellum  would  sug- 
gest aqueductal  stenosis.  Difficulty  visualizing 
the  cerebellum  in  this  setting,  with  dilated 
lateral  ventricles,  would  make  one  suspect 
spina  bifida,  since  80-90%  of  fetuses  affected 
with  spina  bifida  will  have  ventriculomegaly.  If 
the  posterior  fossa  is  widely  dilated,  Dandy- 
Walker  malformation  is  suspected.  It  is  impor- 
tant to  consider  that  other  abnormalities  may 
co-exist  with  ventriculomegaly;  therefore,  fetal 
echocardiography,  genetic  amniocentesis,  and 
a thorough  fetal  evaluation  with  ultrasound  are 
all  important.  While  there  are  many  other 
causes  of  ventriculo-megaly,  a detailed  presen- 
tation of  them  is  beyond  the  scope  of  this 
article. 

While  evaluating  the  head,  it  is  important  to 
attempt  to  visualize  the  fetal  face.  Not  only  can 
abnormalities  such  as  cleft  lip  and  palate  be 
diagnosed,  but  also  hypotelorism,  which  is 
sometimes  associated  with  ventriculomegaly, 
can  be  detected. 

The  most  common  abnormality  in  the  fetal 
neck  is  the  cystic  hygroma,  which  results  from  a 
developmental  abnormality  of  the  lymphatic 
system.  Sonographically,  cystic  hygroma  can 
be  recognized  as  thin-walled,  multi-septated 
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cystic  masses.  These  are  usually  posterior  to  the 
fetal  head  and  neck.  Fetal  hydrops  is  often 
associated  in  as  many  as  88%  of  the  cases.  The 
coexistence  of  hydrops  with  cystic  hygroma  is 
uniformly  fatal  and  is  very  often  associated  with 
chromosome  abnormalities.  Turner's  syndrome 
can  be  seen  in  up  to  50%  of  the  cases,  and  other 
trisomies  can  be  seen  in  up  to  1 2%  of  the  cases. 
The  differential  diagnosis  includes  encephalocele 
and  other  cystic  masses  of  the  neck,  such  as 
teratomas. 

Moving  down  the  spine,  myelomeningocele 
is  certainly  the  most  common  spinal  abnormal- 
ity seen.  Sonograpbically,  one  can  detect  this 
by  seeing  splaying  of  the  spine  on  the  sagittal 
scan.  A transverse  scan  can  show  an  incom- 
pletely closed  spinal  segment.  Usually,  spina 
bifida  or  myelomeningocele  will  involve  more 
than  three  segments;  the  sac  can  then  also  be 
identified.  The  differential  diagnosis  includes 
sacrococcygeal  teratoma  and  other  spinal  tu- 
mors. Associated  malformations  include 
hydrocephalus  in  over  80%  of  the  cases  and, 
rarely,  chromosome  abnormalities.  The  progno- 
sis for  myelomeningocele  is  dependent  upon 
the  extent  and  location  of  the  defect  and  the 
presence  or  absence  of  hydrocephalus.  The 
larger  the  defect,  the  higher  the  incidence  of 
physical  and  neurologic  handicaps. 

Sacrococcygeal  teratomas  are  rare  spinal 
tumors  affecting  the  fetal  sacrum  that  can  grow 
quite  large  and  have  mixed  cystic  and  solid 
components.  With  surgical  excision  after  birth, 
the  prognosis  can  be  favorable,  despite  their 
sometimes  immense  size.  Cesarean  delivery 
may  be  required  for  size  considerations  as  well 
as  to  avoid  rupture  and  hemorrhage. 

Thoracic  cavity  abnormalities  include  con- 
genital cystic  adenomatoid  malformation,  which 
is  a rare  hamartomatous  malformation  involv- 
ing the  lung.  There  are  three  types  of  this 
malformation  based  on  the  character  of  the 
cysts  that  form  inside  the  chest.  Since  these  are 
space-occupying  lesions,  the  main  problem  with 
cystic  adenomatoid  malformation  has  to  do 
with  pulmonary  hypoplasia  and  mediastinal  shift. 
In  general,  the  type  II  or  intermediate  variety  of 
malformation  has  the  worst  prognosis,  since  it 
has  a very  high  incidence  of  other  fetal  abnor- 
malities associated  with  it,  and  type  III  also  has 
a high  mortality  rate.  The  diagnostic  work-up  for 
this  condition  includes  a karyotype  and  a search 
for  hydrops.  The  prognosis  is  dependent  on  the 
extent  of  the  lesion  and  the  amount  of  func- 


tional lung  tissue  that  remains.  For  type  I,  the 
survival  rate  is  60%. 

Pleural  effusions  are  most  often  seen  in  asso- 
ciation with  nonimmune  and  immune  hydrops, 
but  can  also  be  seen  in  Turner's  syndrome  and 
in  trisomy  21.  The  differential  diagnosis  is 
broad,  as  expected,  and  considered  beyond  the 
scope  of  this  presentation.  Fetal  karyotyping  is 
certainly  indicated  in  cases  of  isolated  pleural 
effusions;  viral  cultures  of  the  amnioticfluid  may 
also  be  helpful  as  well. 

Congenital  diaphragmatic  hernia  is  also  a 
space-occupying  lesion  caused  by  a defect  in 
the  diaphragm,  which  allows  the  stomach  bubble 
or  other  abdominal  organs  to  be  viewed  at  the 
level  of  the  four-chamber  view  of  the  heart.  The 
mediastinal  shift,  if  present,  is  lateral  and  to  the 
right.  The  differential  diagnosis  includes  cystic 
lung  lesions;  however,  the  diagnosis  is  easily 
made  if  a cystic  structure  is  found  at  the  level  of 
the  four-chamber  view  of  the  heart  and  the 
stomach  bubble  is  not  seen  at  its  appropriate 
position.  Abnormalities  associated  with  con- 
genital diaphragmatic  hernia  range  in  frequency 
from  rare  to  as  high  as  40%;  therefore,  careful 
ultrasonographic  evaluation  and  fetal  karyotyp- 
ing are  important.  The  prognosis  is  dependent 
on  the  extent  of  the  lesion.  As  an  isolated 
condition,  the  mortality  rate  was  as  high  as  50- 
80%;  it  is  now  somewhat  better  with  extracor- 
poreal membrane  oxygenation  (ECMO).  Peri- 
natal management  is  facilitated  by  delivery  at  a 
tertiary  care  facility.  Timed  elective  delivery  by 
cesarean  section  should  be  considered. 

Moving  down  the  spine  in  transverse  scan  to 
the  level  of  the  abdomen,  gastrointestinal  ab- 
normalities can  be  noted.  The  diagnosis  of 
duodenal  atresia  can  be  made  with  the  findings 
of  the  "double  bubble"  sign,  formed  by  a dilated 
stomach  and  duodenum.  Polyhydramnios  is 
usually  present.  Associated  abnormalities  in- 
clude trisomy  21  in  up  to  30%  of  the  cases; 
therefore,  karyotyping  and  fetal  echocardio- 
graphy are  important.  In  addition,  50%  of  these 
fetuses  have  lUGR,  so  serial  ultrasounds  for 
growth  are  important.  The  prognosis  is  good  if 
no  other  fetal  abnormalities  are  present.  Preterm 
labor  is  a potential  problem  as  well  because  of 
the  polyhydramnios.  In  fact,  if  polyhydramnios 
is  not  seen,  the  diagnosis  of  duodenal  atresia 
should  be  questioned. 

Omphalocele  is  also  a common  gastrointes- 
tinal abnormality.  Diagnosis  can  be  made  by 
seeing  the  presence  of  herniated  viscera  at  the 
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umbilicus  surrounded  by  the  amnioperitoneal 
membrane,  creating  a sac.  The  umbilical  cord  is 
seen  inserting  into  the  apex  of  this  sac.  The 
differential  diagnosis  includes  gastroschisis  and 
other  thoracoabdominal  wall  defects.  Malfor- 
mations associated  with  omphalocele  are  very 
frequent,  ranging  anywhere  from  52-67%,  with 
the  majority  of  these  being  related  to  chromo- 
somal and  cardiovascular  abnormalities.  The 
diagnostic  evaluation  again  includes  a detailed 
fetal  ultrasound,  fetal  echocardiography,  and 
fetal  karyotyping.  The  overall  mortality  rate  is 
44%,  but  this  reflects  that  of  the  associated 
abnormalities  as  well,  including  chromosomal 
anomalies.  An  isolated  defect,  of  course,  has  a 
better  prognosis.  The  perinatal  management 
depends  on  serial  ultrasound  to  monitor  fetal 
growth,  since  lUGR  is  quite  common  with  this 
condition.  It  is  also  important  to  detect  rupture 
of  the  sac  in  utero;  if  this  should  occur,  chemical 
peritonitis  can  result,  necessitating  urgent  deliv- 
ery. As  far  as  intrapartum  management,  a fetus 
with  an  intact  omphalocele  can  be  carried  to 
term,  and  with  a small  defect,  vaginal  delivery 
may  be  permitted.  A planned  cesarean  section 
at  term  may  be  recommended  for  larger  de- 
fects. 

Gastroschisis  is  also  a common  gastrointesti- 
nal disorder  involving  the  abdominal  wall.  Diag- 
nosis can  be  made  by  seeing  the  honeycomb 
pattern  of  free-floating  bowel  in  the  amniotic 
fluid.  The  difference  between  gastroschisis  and 
omphalocele  is  that  no  covering  amnioperitoneal 
membrane  will  be  seen,  and  the  umbilical  cord 
insertion  is  normal.  The  differential  diagnosis 
includes  a ruptured  omphalocele  and  other 
thoracoabdominal  wall  defects.  Associated 
malformations  are  less  common;  however,  a 
detailed  fetal  anatomic  survey  is  important,  and 
karyotyping  is  indicated  if  ruptured  omphalocele 
cannot  be  excluded.  Since  up  to  50%  of  these 
fetuses  can  have  lUGR,  serial  ultrasound  for 
growth  is  important.  An  isolated  gastroschisis 
has  an  excellent  prognosis. 

Below  the  level  of  the  stomach  bubble,  one 
should  be  able  to  recognize  the  fetal  kidneys.  In 
cases  of  bilateral  renal  agenesis,  this  will  be 
impossible,  since  oligohydramnios  will  be  seen 
and  fetal  kidneys  will  be  absent.  Rarely,  fetal 
adrenals  may  be  mistaken  for  kidneys,  being  of 
similar  size.  Inevitably,  these  fetuses  die  of 
pulmonary  hypoplasia.  Bilateral  polycystic  kid- 
neys can  be  noted  as  large  echogenic  masses 
originating  in  the  kidney  region  in  the  fetus. 
These  can  occupy  most  of  the  fetal  abdomen. 


Nephromegaly,  however,  may  not  be  seen  until 
24  weeks.  Adult  polycystic  kidney,  which  is 
inherited  as  an  autosomal  dominant  condition, 
can  be  diagnosed  in  this  way,  as  well  as  infantile 
polycystic  kidney  disease,  which  is  autosomal 
recessive.  The  prognosis  for  the  latter  is  uni- 
formly fatal  and  can  be  associated  with  other 
syndromes  such  as  Meckel-Gruber.  If  adult 
polycystic  kidney  disease  is  suspected,  an  ultra- 
sound should  be  performed  on  the  mother's 
kidneys,  since  this  is  autosomal  dominant  in 
nature.  Up  to  30%  of  these  patients  may  have 
berry  aneurysms,  so  that  thought  should  be 
entertained  as  well. 

Bilateral  multicystic  kidneys  are  somewhat 
analogous  to  congenital  cystic  adenomatoid 
malformation  of  the  lung.  Here,  circular  ane- 
choic  areas  in  both  fetal  flanks  will  be  seen.  A 
cyst  may  measure  anywhere  from  5-15  mm  in 
diameter.  The  fetal  bladder  will  not  be  seen, 
since  urine  is  not  produced.  The  prognosis  for 
this  condition  is  uniformly  fatal.  If,  on  the  other 
hand,  it  is  a unilateral  multicystic  kidney  and  the 
other  kidney  is  normal,  the  prognosis  for  sur- 
vival is  excellent,  and  the  dysplastic  kidney  can 
be  extirpated  after  delivery. 

Obstructive  lesions  such  as  UPj  (ureteropelvic 
junction)  stenosis  can  be  diagnosed  by  seeing 
circular  anechoic  areas  in  one  or  both  flanks. 
The  largest  one  of  these  areas  will  be  located 
medially.  A dilated  renal  pelvis  will  be  seen.  The 
bladder  and  ureters  are  usually  not  dilated. 
Amniotic  fluid  volume  is  usually  normal.  The 
prognosis  is  normally  excellent  if  the  condition 
is  unilateral.  The  perinatal  management  is  de- 
pendent upon  serial  amniotic  fluid  volume  de- 
termination to  assess  fetal  renal  function.  Term 
delivery  with  extrauterine  correction  can  be 
planned. 

Urethral  obstruction  usually  has  findings  of 
bilateral  hydronephrosis,  hydroureter,  and  a 
dilated,  thick-walled  bladder.  The  fetus  is  usu- 
ally male.  Oligohydramnios  is  also  seen,  since 
urine  cannot  escape  through  the  urethra. 
Perinatal  management  includes  a search  for 
associated  abnormalities  and  evaluation  of  fetal 
renal  function  by  looking  at  fetal  urine  electro- 
lytes. If  fetal  karyotype  and  urine  electrolytes  are 
normal  and  fetal  kidneys  have  normal 
echogenicity,  vesicoamniotic  shunting  can  be 
attempted.  Vesicoureteral  reflex  usually  is  asso- 
ciated with  bilateral  hydronephrosis  and  a 
normal-size  fetal  bladder.  There  may  be  normal 
or  slightly  increased  amniotic  fluid  volume,  but 
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it  usually  does  not  require  intervention  before 
term. 

The  diagnostic  approach  to  the  fetus  with  a 
suspected  skeletal  abnormality  includes  a de- 
tailed evaluation  of  the  upper  and  lower  ex- 
tremities, measuring  the  humerus,  femur,  and 
tibia.  The  cranium  and  thorax  should  also  be 
carefully  evaluated,  since  many  times  cranial 
and  thoracic  abnormalities  are  seen  in  cases  of 
skeletal  dysplasia.  Attention  should  be  paid  to 
the  length,  shape,  and  echogenicity  of  a given 
bone. 

There  are  many  types  of  skeletal  abnormali- 
ties. In  some  cases,  rhizomelic  shortening  is  a 
feature,  as  in  achondroplasia.  Here,  the  proxi- 
mal bone  length  is  shortened  (for  example,  the 
humerus  and  femur).  In  mesomelic  shortening, 
such  as  chondroectodermal  dysplasia,  the  ra- 
dius, ulna,  and  tibia  will  be  shortened,  whereas 
the  humerus  and  femur  may  be  normal.  In  some 
cases,  bone  agenesis  may  be  seen,  as  in  TAR 
(thrombocytopenia-absent  radius)  syndrome. 

Poor  bone  mineralization  can  occur  in  cases 
of  osteogenesis  imperfecta,  achondrogenesis, 
and  hypophosphatasia.  In  these  cases,  bone 
appears  hypoechoic  and  fractures  may  be  seen. 
In  some  cases  of  skeletal  dysplasias,  the  bone  is 
abnormally  shaped,  such  as  in  camptomelic 
dysplasia,  where  abnormal  bowing  of  the  bone 
will  be  seen.  Osteogenesis  imperfecta  may  have 
fractures  visible.  In  other  conditions,  abnormal 
movement  or  lack  thereof  will  be  seen,  such  as 
in  cases  of  arthrogryposis  or  muscular  dystro- 
phy. In  some  cases  associated  with  chromo- 
some abnormalities,  there  will  be  an  abnormal 


shape  and  number;  therefore,  a fetal  digit  count 
can  be  important.  The  shape  of  the  bone  can 
also  be  important.  Club  foot  or  rocker-bottom 
feet  can  be  associated  with  chromosome  ab- 
normalities, musculoskeletal  disorders,  and  spina 
bifida. 

Additional  diagnostic  considerations  include 
a detailed  proportional  evaluation  of  the  fetal 
anatomy.  The  head-to-abdominal  circumfer- 
ence ratio  is  taken  in  these  instances  to  detect 
an  increase  in  head  size,  which  is  important  to 
evaluate  possible  hydrocephalus.  The  shape 
and  size  of  the  fetal  thorax  is  also  important, 
since  many  asphyxiating  type  of  skeletal  dyspla- 
sias will  manifest  a fetus  with  a pear-shaped, 
hypoplastic  chest  relative  to  the  abdomen.  Fetal 
echocardiography  is  very  important,  and  the 
knowledge  of  prior  family  history  is  likewise 
important. 

In  summary,  many  fetal  abnormalities  can 
now  be  detected  by  ultrasound.  It  is  important 
that  the  physician  performing  ultrasound  in  the 
office  be  very  confident  in  recognizing  normal 
anatomy.  The  landmarks  that  are  discussed 
here  need  to  be  carefully  sought  with  each 
obstetrical  ultrasound.  While  all  abnormalities 
are  not  always  diagnosed  in  the  office  prior  to 
delivery,  early  recognition  of  a problem  through 
ultrasound  examination  can  allow  prompt  evalu- 
ation, proper  perinatal  counseling,  and  optimal 
perinatal  management.  Abnormalities  missed 
can  constitute  unfortunate  medicolegal  grounds 
for  criticism. 

REFERENCESAVAILABLEFROMTHEAUTHOR  UPON  REQUEST. 
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PRESIDENT'S  PAGE 


"An  Historic  Date  — January  1,  1992" 

PERRY  T.  WILLIAMS,  M.l). 


There  can  be  no  doubt  that  this  January  has 
enormous  impact  with  new  features  that  en- 
compass all  physicians  and  surgeons  now  that 
we  are  caught  up  in  the  whirlwind  of  the  new 
HCFA  implementation  of  Medicare's  payment 
system  through  the  RBRVS.  January  is  the  tran- 
sition month  and  your  NMA  officers  and  staff 
have  been  very  actively  attempting  to  simplify 
and  assist  our  membership  in  easing  the  transi- 
tion of  these  mandated  changes. 

Understanding  and  the  ability  to  change  has 
been  vital  to  each  physician  and  his  office. 
Essential  items  for  a basic  foundation  of  knowl- 
edge were  pointed  out  in  the  December  16, 
newsletter. 

A tremendous  amount  of  informative  discus- 
sion ensued  at  the  AMA  Interim  Meeting  in  Las 
Vegas  in  December  just  after  the  HCFA  publica- 
tion of  thefinal  rule.  This  is  probably  not  the  final 
round  in  the  squabble  with  HCFA  and  their 
RBRVS.  There  are  bound  to  be  inequities  and 
corrections  in  the  future.  Dissatisfaction  is  nearly 
universal. 

All  levels  of  organized  medicine  will  be  moni- 
toring the  system  and  hopefully  will  be  able  to 
achieve  improvements  over  time. 

In  addition  to  reviewing  seminars,  publica- 
tions, recommendations  and  informational  data, 
we  are  anxious  to  observe  the  actual  implemen- 
tation and  react  appropriately  for  our  member- 
ship. 

All  the  RVU's  published  in  thefinal  rule  will  be 
subject  to  comments  for  a 120-day  period. 

One  additional  comment  now  about  the 
behavioral  offset  figures.  Although  only  about 
half  of  the  five-year  expenditure  cuts  are  re- 
stored, the  improvement  over  the  long  run  is 
better  reflected  by  a comparison  of  the  6V2% 
conversion  factor  cut  under  the  final  rule  with 
1 7.5%  conversion  factor  cut  that  was  provided 
back  in  May,  1 991 . In  thefinal  rule,  some  hidden 
reductions  were  recognized  which  were  actu- 
ally 1 7.5%  instead  of  the  widely  circulated  1 6% 
figure.  Fully  restored,  the  conversion  factor  would 


I'crry  T.  Williams,  M.l). 


have  been  32.00  in  1992.  It  will  actually  be 
31.001. 

I would  like  to  call  attention  to  a few  addi- 
tional notes  in  respect  to  the  supporting  activi- 
ties of  the  AMA  and  by  our  NMA.  The  American 
Medical  Association  takes  the  position  that  the 
RBRVS  based  Medicare  payment  physician 
schedule  requires  substantial  improvement  in 
many  of  its  key  elements  and  the  Association 
cannot  endorse  this  new  system  until  substan- 
tial improvements  are  made.  Additionally,  with 
the  AMA,  we  seek  to  extend  HCFA's  grace 
period  on  the  implementation  of  new  visit  codes 
an  additional  two  months,  until  April  1.  We  are 
also  asking  that  HCFA  continue  its  comprehen- 
sive program  to  educate  physicians  on  the 
proper  use  of  these  codes,  and  that  HCFA 
engage  in  only  educationally  oriented  profiling 
and  review  of  the  usage  of  these  new  codes 
until  at  least  July  1,  1992. 

The  AMA  will  undertake  an  immediate  analy- 
sis and  focus  on  whether  the  carrier  implemen- 
tation is  consistent  with  the  Medicare  laws  and 
HCFA  regulations. 

We  continue  efforts  to  support  policy  to 
prevent  any  further  reduction  on  the  current 
Medicare  limiting  charges  (that  is,  balanced 
billing  limits  of  140%  for  evaluation  and  man- 
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agement  and  services,  and  125%  for  all  ser- 
vices). 

We  have  plans  to  expand  our  efforts  to  seek 
replacement  of  the  current  geographic  practice 
cost  indices  with  current  data  that  reflect  actual 
price  overhead  costs,  and  the  AMA  will  con- 
tinue to  work  to  ensure  that  the  professional 
liability  component  of  the  geographic  practice 
indices  more  accurately  reflects  the  actual  cost 
experience  of  physicians  providing  services  to 
Medicare  beneficiaries,  including  specialty  level 
differences  in  these  costs.  We  encourage  all 
associations  to  assign  a continued  high  priority 
to  legislative  correction  of  inequitable  elements 
of  Medicare  physician  payment  policy,  such  as 
the  lack  of  any  payment  for  interpretation  of 
EKG's,  discriminatory  payment  reductions  for 
new  physicians,  unfounded  payment  limits  for 
services  for  assistants  at  surgery,  definition  of 
"new"  patients,  and  the  discriminatory  50% 
copayment  for  mental  illness. 

The  AMA  also  will  establish  a comprehensive 
program  to  monitor  changes  in  patient  access, 
physician  practice  patterns,  and  errors  in  carrier 
implementation  under  the  new  Medicare  physi- 


cian payment  schedule,  working  closely  with 
state  and  county  medical  societies.  They  also 
will  work  with  the  Health  Care  Financing  Ad- 
ministration to  correct  all  identified  deficiencies 
in  this  program. 

Our  national  organization  will  work  with 
HCFA  and  the  national  medical  specialty  societ- 
ies to  clarify  the  new  global  payment  policies 
and  to  disseminate  accurate  information  to 
physicians  on  these  policies. 

All  agree  this  is  a more  equitable  distribution 
of  reimbursement,  but  many  believe  the  reim- 
bursement remains  inadequate.  Nebraska,  Okla- 
homa and  Minnesota  will  become  statewide 
payment  localities  on  January  1.  Several  other 
states  expressed  interest  but  did  not  demon- 
strate urban  support  for  single  locale  reimburse- 
ment. 

We  join  with  the  AMA  and  the  payment 
reform  education  project  to  provide  all  possible 
assistance  to  physicians  as  they  adjust  to  and 
cope  with  the  new  Medicare  payment  sched- 
ule, and  we  encourage  a thorough  evaluation  of 
the  initial  implementation  of  the  new  payment 
system. 
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AUXILIARY 


DONNA  STONE 

President.  Nebraska  Medical  Association  Auxiliary 


Guest  contributor  for  this  months  Auxiliary  page  is 
Colleen  Adam  (Mrs.  George)  from  Adams  County,  I tastings. 
Colleen's  contributions  to  her  county,  state  and  national 
auxiliary  are  almost  too  numerous  to  mention.  Besides 
serving  on  county  and  state  committees  as  well  as  terms  of 
office  as  president,  Colleen  makes  her  presence  felt  on  a 
national  level  by  serving  as  member  and  chairman  of  the 
membership  committee,  and  a member  of  the  by-laws  and 
finance  committee  at  various  times  during  her  involve- 
ment She  continues  to  work  hard  as  a Director  of  the 
North  Central  Region  oftheAMA  Auxiliary.  Who  better  to 
ask  to  share  information  on  a subject  as  timely  and  impor- 
tant as  this. 

At  the  AMA  Auxiliary  Annual  Meeting  in 
June,  1991,  President  Sherry  Strebel  unveiled 
her  campaign  against  Family  Violence.  Follow- 
ing a request  by  the  AMA,  auxiliaries  across  the 
nation  were  asked  to  focus  on  this  devastating 
public  health  problem  in  their  own  communi- 
ties. 

The  following  is  excerpted  from  an  AMAA 
publication,  distributed  at  both  the  Annual 
Meeting  and  at  Leadership  Confluence  I: 

FAMILY  VIOLENCE 

As  complex  and  life-threatening  as  any  of  the 
killer  diseases  of  the  past  two  centruies,  vio- 
lence has  been  called  the  disease  of  the  '90s. 
Perhaps  most  troubling  is  how  much  of  it  takes 
place  between  people  who  know  each  other- 
friends,  husbands  and  wives,  parents  and  chil- 
dren, as  these  statistics  show. 

‘Domestic  violence  touches  as  many  as 
one-fourth  of  all  American  families. 

‘Three  siblings  in  100  use  weapons  on 
a sister  or  brother,  meaning  that  100,000 
children  in  the  U.S.  annually  face  a brother  or 
sister  with  a gun  or  knife  in  hand. 

‘Six  of  10  couples  have  experienced 
violence  at  some  time  during  their  marriages, 
with  either  husbands  beating  wives,  or  vice 
versa. 

‘Approximately  900,000  parents  are 
beaten  or  abused  by  their  children  each  year. 

‘Child  homicide  is  now  among  the  five 
leading  causes  of  death  in  childhood,  with 


the  majority  of  infant  victims  killed  by  par- 
ents, relatives,  and  older  children. 

The  prevalence  of  violence  and  its  conse- 
quences on  society  make  it  an  issue  every 
American  should  address.  Those  in  the  medical 
community  should  be  particularly  concerned, 
since  family  violence  is  a pressing  health  issue. 
An  article  in  the  lournal  of  the  American  Medi- 
cal Association  reported  that  so  many  women 
seek  medical  attention  for  injuries  resulting  from 
family  violence  that  it  is  the  single  largest  cause 
of  injury  to  women  in  the  United  States,  more 
common  than  automobileaccidents,  muggings, 
and  rapes  combined.  As  many  as  35%  of 
women  who  visit  hospital  emergency  rooms  are 
there  for  symptoms  related  to  ongoing  abuse, 
but  perhaps  as  few  as  5%  of  the  victims  of  family 
violence  are  identified  as  such.  Conservative 
estimates  put  the  annual  medical  costs  of  family 
violence  at  $44  million. 

To  promote  medical  community  involvement, 
the  American  Medical  Association  is  launching 
a nationwide  effort  to  involve  physicians  in 
preventing  family  violence  and  providing  help 
for  the  victims  of  child  physical  and  sexual 
abuse,  elder  abuse,  and  spouse  abuse.  The 
AMA  will  ask  physicians  to  become  members  of 
the  National  Coalition  of  Physicians  Against 
Violence,  and  to  work  with  other  concerned 
groups  and  individuals  to  develop  local  Family 
Violence  Prevention  Committees  that  can  set 
agendas  to  combat  the  problem.  The  new 
coalition  will  also  serve  as  a source  of  informa- 
tion for  physicians. 

Key  to  the  effort  will  be  the  AMA  Auxiliary, 
which,  in  response  to  the  AMA's  request,  has 
launched  a three-part  program  that  includes 
educating  the  public,  supporting  victims,  and 
providing  physicians  with  resources  for  their 
patients  who  are  victims  of  family  violence. 
Auxiliary  members  will  be  invited  to  join  the 
National  Coalition  of  Physicians  Against  Vio- 
lence and  to  work  with  physicians  to  develop 
local  Family  Violence  Prevention  Committees. 

The  following  are  examples  of  programs  spon- 
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sored  by  medical  auxiliaries  to  help  prevent 
family  violence  and  to  support  its  victims.  For 
more  information  on  these  and  other  programs, 
contact  AMA  Auxiliary  Headquarters. 

MEDIA  PROGRAM 
Potter-Randall  County,  Texas 

The  auxiliary  sponsored  a 10-part  series  on 
the  prevention  of  abuse  and/or  domestic 
violence  aired  on  the  local  PBS  station.  Cop- 
ies of  the  segments  were  given  to  the  local 
library.  Project  Bank  #CA-1-1 5-90. 


KID'S  ZONE 
Volusia  County,  Florida 

The  auxiliary  established  an  emergency  shel- 
ter for  neglected  or  abused  children  aged 
four  to  twelve. 

Project  Bank  #CA-3-8-90. 

"HOUSE  OF  HOPE" 

Stark  County,  Ohio 

The  auxiliary  joined  forces  with  a local  church 
and  worked  with  their  battered  women's 
shelter  to  provide  a transitional  home  for 
battered  women  and  their  children. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

FEBRUARY  4, 1 992  — Creighton  Medical  School 
Centennial  Symposium  — Student  Center  — 
Creighton  University. 

FEBRUARY  12,  1992  — Distinguished  Lecture 
Series  — Claude  J.  Lenfent,  M.D.,  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MARCH  5-6,  1992  — Advanced  Laparoscopy 
Course  — St.  Joseph  Hospital  and  Creighton 
University. 

MARCH  7,  1992  — Autologous  Transfusions: 
New  Perspectives  — Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

APRIL  10, 1992  — CurrentConceptsinTheCare 
of  the  Longterm  Mechanically  Ventilated 
Patient  — Nebraska  Center  for  Continuing 
Education,  University  of  Nebraska  - Lincoln, 
Lincoln,  NE. 

APRIL  29,  1 992  — Distinguished  Lecture  Series 
— Samuel  Z.  Goldhaber,  M.D.  — Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MAY  9,  1992  — Mini  Symposium  on  Fluores- 
cein Angiography  and  Retinal  Diseases  — 
Mahoney  State  Park,  Ashland,  NE. 

MAY  1 5-1 6, 1 992  — Neuroimaging  Conference 
— Marriott  Hotel,  Omaha,  NE. 

MAY  22-24, 1 992  — Family  Medicine  Update  — 
Lake  Okoboji,  lA 

MAY  28-3 1 , 1 992  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  — Criss  II  — 
Creighton  University,  Omaha,  NE. 

MAY/jUNE,  1992  — Beginning  Laparoscopic 
Course  — St.  Joseph  Hospital  and  Creighton 
University. 

DATE  TBA  — Advanced  Laparoscopic  Course  — 
St.  Joseph  Hospital  and  Creighton  University. 


The  contact  person  for  these  courses  is  Sally  C.  O’Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  68178. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  "VISITING  PROFESSOR 
SERIES  — Mental  health  topics,  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 

SPECIAL  ANNOUNCEMENT 

The  Texas  Medical  Association  is  in  no  way 
associated  with  any  1 992  board  review  courses 
conducted  by  the  Osier  Institute  of  Terre  Haute, 
Indiana  and  has  not  designated  these  activities 
for  any  type  of  CME  credit  of  the  Physician's 
Recognition  Award  of  the  American  Medical 
Association. 
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Physicians  with  questions  or  concerns  about 
CME  credit  for  1992  board  review  courses 
which  carry  the  Texas  Medical  Association's 
CME  accreditation  statement  should  contact; 
Carrie  Laymon,  TMA  Medical  Education  De- 
partment, 401  West  15th  Street,  Austin,  TX 
(512)  370-1446. 


MAYO  FOUNDATION 

FEBRUARY  6-9,  1992  — Prostatic  Diseases: 
Current  concepts  in  Diagnosis  and  Manage- 
ment, The  Breakers,  Palm  Beach,  Florida. 

MARCH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

APRIL  27-29,  1992  — Bone  & Soft  Tissue  Tu- 
mors, Hilton  Beach  and  Tennis  Resort,  San 
Diego,  California,  Contact:  Postgraduate 
Courses,  Section  of  Continuing  Education, 
Mayo  Foundation,  Rochester,  MN  55905, 
Phone:  (507)  284-2509  orToll  Free  800-323- 
2688. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 

MN  55905,  Phone  (507)  284-2509  or  Toll  Free  800-323-2688. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates,  April 
24-26  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-1  1,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 

Lincoln. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 
PROGRAM  SCHEDULE 

JANUARY  22,  1 992  — Common  Infectious  Dis- 
ease Problems  In  Primary  Care:  Focus  On 
The  Pediatric  Patient,  Portand  Oregan. 

JANUARY  23,  1 992  — Common  Infectious  Dis- 
ease Problems  in  Primary  Care:  Focus  On 
The  Pediatric  Patient,  Memphis,  Tennessee. 

FEBRUARY  1-4,  1992  - 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Olympia  Resort  Hotel  and  Con- 
vention Center,  Park  City,  Utah. 

FEBRUARY  8,  1992  — Advances  In  Diagnosis 
and  Management  of  Cardiovascular  Disease, 
Omaha  Marriot,  Omaha,  Nebraska 

FEBRUARY  1 1 — Common  Infectious  Disease 
Problems  In  Primary  Care:  Focus  On  The 
Pediatric  Patient,  New  York,  New  York. 

MARCH  8-13,  1992  — ENT  Ski  Conference, 
Keystone,  Colorado. 

MARCH  21,1 992  — Risk  Factor  Modifications, 
Omaha  Marriott,  Omaha,  Nebraska. 

MARCH  23  - APRIL  3,  1 992  — Family  Practice 
Review,  University  of  Nebraska  Medical  Cen- 
ter campus,  Omaha,  Nebraska. 

APRIL  27  - MAY  8,  1992  — Family  Practice 
Review,  University  of  Nebraska  Medical  Cen- 
ter campus,  Omaha,  Nebraska. 

JUNE  4-5, 1 992  -41  St  Annual  OB-CYN  Confer- 
ence, in  conjunction  with  College  World 
Series,  Omaha,  Nebraska. 

JUNE  12-13,  1992  — Lipids/Cardiology  Pro- 
gram, Mahoney  State  Park,  Ashland,  Ne- 
braska. 

SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  University  of  Nebraska  Medical 
Center,  Omaha,  Nebraska. 

OCTOBER  1 2-1  7, 1 992  — Emergency  Medicine 
Review,  University  of  Nebraska  Medical  Cen- 
ter, Omaha,  Nebraska. 

DECEMBER  3-5,  1992  — Obstetrics  and  Gyne- 
cology Conference,  Bally's,  Las  Vegas,  Ne- 
vada. 


22  Nebraska  Medical  Journal  January  1992 


ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 


WELCOME  NEW  MEMBERS 


William  M.  Suleiman,  M.D. 
31st  & Central  Ave. 
Kearney,  NE  68847 

John  C.  Mitchell,  II,  M.D. 
801 9 Dodge  St. 

Omaha,  NE  681 14 


scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  4 2nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTACT:  number  and  ask  for  Continuing  Education 
1-800-642-1095  Natioiiwide,  or  use  our  TAX  number 
(402)  559-5915. 


IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


CHARLES  G.  INGHAM,  M.D.  (Born  August  9, 
1913  — died  October  30,  1991)  Medical 
Specialty  — Psychiatry.  Doctor  Ingham  was  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1 937.  He  was  a member 
of  the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Ingham  is  survived  by  sons.  Rod  of  Orange 
City,  lA  and  Charles  of  Camden,  Maine;  four 
grandchildren  and  two  great-grandchildren. 

WILBUR  A.  MUEHLIG,  M.D.  (Born  January  2, 
1912  — died  November  7,  1991)  Medical 
Specialty  — Neurosurgery.  Doctor  Muehlig 
was  a graduate  of  the  University  of  Michigan 
School  of  Medicine  in  Ann  Arbor  in  1935  and 
practiced  in  Omaha.  He  wasa  member  ofthe 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Survivors  include 
one  daughter,  Gretchen  Orent,  Omaha;  one 
son,  Douglas  Muehlig,  Council  Bluffs,  lA;  two 
grandchildren  and  a niece. 
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“As  doctors,  if  we  do  the  right  thing  at  the  right  time, 
we  can  make  a difference!’ 

Dr.  Kenneth  A Haller,  Pediatrician,  East  St.  Louis,  Illinois,  Member,  American  Medical  Association 


In  one  of  the  nation’s  poorest  commimities.  Dr. 
Kenneth  Haller  is  working  not  only  to  save  children’s 
lives,  but  to  bring  dignity  to  the  lives  of  their  parents. 

He  is  the  tyj^e  of  physician  who  brings  distinct  ion 
to  our  f)rofession.  He  is  the  type  of  physician  who 
upholds  the  higliest  ideals  of  nu'dicine.  He  is  also  a 
member  of  the  American  Medical  Association  (AMA). 

“I  read  the  Principles  of  Medical  f]thics  of  t,he  AMA 
jind  was  im[)ressed  by  it.  I’m  proud  to  be  a member,” 
says  Dr.  I killer. 


You  are  invited  to  join  Dr.  Haller  and  to  join  with 
him  in  his  efforts  to  bring  quiility  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

American  Medical  Association 


I’hysicians  dedicated  to  the  health  of  America 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 

Materials  included  are  excerpted  from  Member  Maften,  a monthly  publication  sent  to  all  members  of  the  American  Medical  Association. 
For  Your  Benefit  is  provided  by  the  American  Medical  Association. 


AMA  Helps  Our  Patients  Lead  Healthier  Lives 


Providing  information  to  help  your 
patients  has  always  been  an  integral 
part  of  the  American  Medical 
Association’s  mission.  What 
distinguishes  today’s  patient  activities 
from  past  efforts  is  the  AMA’s  direct 
and  individual  approach  ...  echoing  the 
trust  and  support  patients  experience 
from  their  own  physicians. 

Major  activities  include  the  Consumer 
Book  Program,  a weekly  television 
show  on  health,  national  health 
campaigns  and  a test  for  a consumer 
health  magazine. 

Highlights  of  these  projects  are: 

• the  AMA  Handbook  of  First-Aid  and 
Emergency  Care,  was  ranked  fifth  on 
the  Book-of-the-Month  Club’s  best- 
seller list. 


• “Living  Well  America!”  broadcast 
Sunday  mornings  and  hosted  by  NBC’s 
“Today  Show”  Dr.  Art  Ulene,  is  a fast- 
paced,  entertaining  program  focusing 
on  everyday  health  problems, 

• “Campaign  Against  Cholesterol,” 
provides  information  on  the  dangers  of 
cholesterol  through  a series  on  NBC’s 
the  “Today  Show,”  and 

• the  ‘Women’s  Health  Campaign” 
began  in  January  with  activities  that 
include  TV  reports,  disseminating 
health  materials  and  community 
awareness  seminars. 

What  next?  Future  projects  include  a 
children’s  health  campaign  and  a 
smoking  cessation  program  for  1992. 


AMA  Works  to  Retain  and  Increase  Loan  Deferment 


The  AMA  is  working  with  specialty 
societies,  residents,  medical  students 
and  the  Congress  to: 

• retain  and  increase  the  number  of 
years  available  for  deferment  of  loans 
for  resident  physicians  to  at  least  3 
years,  and 

• restore  the  maximum  length  of  time 
for  forbearance  to  10  years  regardless 
of  the  amount  of  resident’s  income. 

Coalition  letters  are  to  be  sent  to  the 


Senate  and  the  House  requesting  that 
both  the  House’s  H.R.  3553  bill  and  the 
Senate’s  S.  1150  bill  contain  provisions 
for  at  least  a 3 year  loan  deferment, 
with  no  limitations  and  with  no 
restrictions  on  forbearance. 

Elimination  of  deferments  for  several 
different  employment  groups  was  a 
move  to  generate  budget  saving  to 
fund  other  education  programs.' 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Perry  T Williams,  M.D.,  Omaha President 

Darroll  J.  Loschen,  M.D.,  York President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln..... Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 

— John  D.  Coe,  M.D.,  Omaha:  — Blaine  Y.  ^ffman, 

M.D.,  Omaha:  — Paul  E.  Collicott,  M.D.,  Lincoln. 

NMA  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Chairman  Omaha 

Darroll  J.  Loschen,  M.D.,  Vice-Chairman  York 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Paul  E.  Collicott,  M.D.,  Past  President Lincoln 

Richard  A.  Raymond,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  M.D Omaha 

Richard  Q.  Crotty,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Warren  T.  Kable,  M.D Omaha 

Jane  M.  Kercher,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

Jeffrey  L.  Susman,  M.D Wahoo 

John  C.  Wilcox,  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D., Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Itogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievcrs,  M.D Blair 

Hiram  R.  Walker,  M.D., Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairman Omaha 

Ronald  W.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Mead,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O'ljcnry,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwainc  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F'.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMI'ITEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D., Kearney 

Darroll  J.  Ix>schen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  Wiseman,  M.D Wayne 


AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


Blaine  Y.  Roffman,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Wa^en  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Keurer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  and  Fetal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omalia 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D.,  Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMiri  EE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D L<*xington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMriTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  lx*Hh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  PIIO  OVKHVIKW  COMMITTKK 


!Ierbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennia  M.  ConnoUy,  M.D Lincoln 

Donk  C.  Doolittle,  M.D HoUlrege 

Glen  A.  Korney,  M.D Scottabluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher.  M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F*.  Faustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PIU)  GKIEVANCE  COMMI  ITEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AIVHOC  COMMLITEK  ON  LOW  LEVEL 
UADIOACTIVE  W ASTE  DLSIH)SAI. 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettmnn,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  F*h.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PI^NNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIUS 

Rodney  S.  W.  Bnsler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D : Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AI>HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AIVHOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Michael  J.  McOahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  AIVHOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  licwis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

I’aul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMAA'REIGHTON  COORDINATING  COMMITI  EE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  1.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-HW 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  ■ GYNECOLCXSY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-91 


LINCOLN,  cont  j 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-91 


LINCOLN ' 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N,  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


□■■■■■  CONSULTATIVE 

□"■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  ■ 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver,  M.D.  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

Kyong  T.  Turk,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-91 


pathology 

medical 

services 


pc. 


A Nichols  Institute  AHiliate 


SAMUEL  E.  BOON,  M.D 
JOHN  H.  CASEY,  M.D, 
DEBORAH  K.  DAVIDSON,  D O, 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK.M  D. 
GEORGE  E.GAMMEL,  M.D. 
ORINR.  HAYES,  M.D. 
DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
MATTHIAS  I.  OKOYE,  M.D, 
JOHN  F.  PORTERFIELD.  M.D. 
AINA  I.SILENIEKS,  M.D. 
ROBERTF. SHAPIRO, M.D. 

DANIELJ.  TILL.  M.D. 
LARRY  D TOALSON,  M D. 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053or800/742-7414  s-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney.  M.D. 

David  H Bingham.  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast.  M.D. 

George  Papanicolaou.  M.D 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Surgery  Angioplasty  - Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstruction  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-91 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFAODEN,JR.,M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  'O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolm  C.  Filkins,  M.D. , Emeritus 
Ricliard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

Jolui  D.  Griffitlis,  M.D. 

Jeffery  J.  Hottmaii,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-91 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #1 8 Immanuel  Professional  Plaza  ftl  3 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  681 1 4 Omaha,  Nebraska  681 22 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-91 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R,  VanNewkirk,  M,D. 
Judson  C,  Martin,  M.D, 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone;  (308)  635-391 1 

Day  or  Night 


1.  SCOnSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA 

(308)284-4011 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(3081  635-3911 
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Physicians’  Ciassified 


DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  515,  Ankeny,  Iowa,  50021;  1-800-729-781 3. 

GENERAL  SURGEON  — Join  established  lucra- 
tive practice  serving  2 excellent  hospitals  and  2 
county  population  of  35,000.  Peaceful  scenic  city 
of  8,500.  Excellent  housing,  school  system,  shop- 
ping, progressive  medical  staff.  Send  C.V.  to  Jim 
Schneckloth,  4 Sunset  Place,  Charles  City,  Iowa 
50616. 

FAMILY  PRACTICE,  OB-GYN,  INTERNAL  MEDI- 
CINE AND  URGENT  CARE  — Positions  are  avail- 
able in  a variety  of  settings  from  Central  Michigian 
through  Illinois,  Wisconsin,  and  Nebraska,  to  the 
rolling  plains  of  Kansas.  Single  or  multi-specialty 
groups,  or  solo  with  generous  call  coverage,  or 
faculty  FP.  Attractive  guarantees  and  benefits.  For 
more  information  please  contact  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC,  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

ARE  YOU  SEEKING  A POSITION  IN  NEONA- 
TOLOGY, ORTHOPEDICS,  DERMATOLOGY,  AL- 
LERGY, RADIOLOGY,  ONCOLOGY,  NEURO- 
SURGERY OR  RHEUMATOLOGY?  We  have  posi- 
tions available  in  Ohio,  Missouri,  Wisconsin,  and 
Nebraska.  Attractive  guarantees  and  benefit  pack- 
ages. Single  or  multi-specialty  groups.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

PEDIATRICIAN  — Excellent  opportunity  for  pe- 
diatrician to  join  established  multi-specialty  medical 
clinic  or  38  professionals  (3  pediatricians)  in  a 
quality-of-life  South  Dakota  community;  featuring 
full  service  hospital;  growing  community  and  re- 
gional medical  practice;  and  su|)erior  educational 
and  recreational  resources.  Guaranteed  salary  and 
additional  incentives  offered  by  clinic.  Become  part 
of  a well-managed  professional  cor|5oration  which 
provides  a full-range  of  employee  benefits.  On-call 
only  every  4th  weekend.  For  immediate  consider- 
ation, contact  Jim  Trance,  1-800-666-4041  to  dis- 
cuss your  availability  for  consideration  with  this 
dynamic  organization. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  journal, 
1512  TirsTier  Bank  Bldg.,  I incoln,  NE  68508 


FAMILY  PRACTICE  — Fine  opportunity  for  grow- 
ing and  lucrative  group  practice.  Progressive  medi- 
cal staff  serves  61  bed  hospital  and  county  popula- 
tion of  19,000.  Peaceful,  scenic  city  of  8,500  with 
excellent  housing,  schools,  shopping,  hunting,  sports, 
wide  range  of  community  and  hospital/health  ser- 
vices. Send  C.V.  to  Jim  Schneckloth,  4 Sunset  Place, 
Charles  City,  Iowa  50616. 

OTOLARYNGOLOGY,  BRAINERD,  MINNE- 
SOTA— Join  22  MD  multispecialty  clinic.  No  capita- 
tion. No  start-up  costs.  Two  hours  from  Minneapo- 
lis. Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  281/828-7105  or  2 1 8/ 
829-4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

PEDIATRICS,  BRAINERD,  MINNESOTA  - Join 
pediatrician  in  22  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  families. 
Call  collect/write  Curtis  Nielsen,  218/829-7105  or 
218/829-4901 , P.O.  Box  524,  Brainerd,  MN  56401 . 

INTERNALMEDICINE,  FAMILY  PRACTICE  AND 
OBSTETRICS-GYNECOLOGY  PRACTICE  OPPOR- 
TUNITIES — Rural  Lake  Country  Community  is 
seeking  the  above  practitioners  to  join  an  active  1 3 
physician  multispecialty  group.  Quality,  comfort- 
able living  environment,  multiple  recreational  ac- 
tivities, fine  educational  opportunities  and  cultural 
activities  abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  benefits.  Send 
curriculum  vitae  or  inquiries  to:  Lake  Region  Clinic, 
P.C.,  Attn:  Joel  Rotvold,  P.O.  Box  1 1 00,  Devils  Lake, 
ND  58301  or  call  collect  at  (710)  662-2157  for 
further  information. 

FAMILY  PRACTICE  OPPORTUNITY  - For  the 
past  ten  years  my  wife  has  been  saying  "when  you 
retire  . . ."  That  time  has  come.  38-year  solo  family 
practice  with  multi-shared  weekend  call  in  beautiful 
Colorado  Springs.  1991  gross  of  $200,000.  I am 
available  for  2-year  transition  to  increase  practice 
base  and  help  join  ElMO's  and  PPO’s.  All  aspects  of 
sale  negotiable.  Joseph  S.  Pollard,  M.D.,  1414  N. 
Hancock,  Colorado  Springs,  CO  80903. 

ASSOCIATE  DIRECTOR,  FAMILY  PRACTICE 
RESIDENCY  PROGRAM  - Clarkson  Family  Medi- 
cine started  its  Family  Practice  Residency  on  July  1, 
1991.  With  a rapidly  growing  patient  base  and 
anticipation  of  ra|)idly  growing  Family  Practice  resi- 
dent numbers,  we  are  seeking  additional  educators 
to  join  us  in  preparation  for  our  second  Residency 
class  in  1 992.  ABEP  Certification,  practice  or  teach- 
ing experience  and  OB  skills  required.  Join  us  and 
1)0  a part  of  the  devclo[)ment  and  growth  of  Clarkson 
I lospital's  only  Residency  I’rogram.  Excellent  salary 
and  benefits.  Send  CV  and  letter  of  inquiry  to: 
Richard  A.  Raymond,  M.D.,  Director,  Clarkson  Fam- 
ily Medicine,  4200  Douglas  Street,  Omaha,  NE 
68131. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE  ^ 

FOR  YOU 

FOR  A MEMBER  OF  YOfilR  FAMIL'i^jT-, 
FOR  A PROFESSIONAL,  FRffe^  OR 
COLLEAGUE 


Of 


4 


Call 


% 


The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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THE  NEW  YORK  ACADENY  GF  NED. 
LIBRARY  PER I GDI CALS  DEPT. 

2 EAST  103RD  ST. 

YEW  YGRK  NY  10023 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  initial  starting  dosage  of  120  mg/dav  may  be  warranted  in  some  patients 
(eg,  the  elderly,  patients  of  small  stature). 

Constipation,  which  is  easily  managed  in  most  patients.  Is  the  most  commonly 
reported  side  effect  of  Calan  SR 


^,180mg 

ralansR 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  ciysfunciion  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients,  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion, Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  Is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability,  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test  Pregnancy  Category  C.  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use 

Adverse  Reactions:  Constipation  (7,3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1,9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (17%),  dyspnea  (1,4%), 
bradycardia  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1,2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1 0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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Address  medico!  inquiries  to 
G D Searle  & Co 
Medical  & Scientific 
information  Department 
4901  Searle  Parkway 
Skokie,  li  60077 

£>/  C G D Searle  & Co 

Bom  5110.  Chicago.  IL  60680 
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Teamwork 

from  the 

Methodist  Rehabilitation  Center 


The  steps  to  independence  at  the 
Methodist  Rehabilitation  Center  at 
Methodist  Hospital  are  never  made 
alone. 

An  interdisciplinary  team  of  top 
health  professionals  and  rehabilitation 
specialists  support  patient  efforts 
every  step  of  the  way.  Led  by  a physi- 
atrist,  a doctor  who  specializes  in 
physical  medicine  and  rehabilitation, 
other  team  members  include; 

• physical  therapists 

• occupational  therapists 

• speech-language  pathologists 

• neuro-psychologists/psychologists 

• rehabilitation  nurses 

• respiratory  therapists 

• chaplains 

• social  workers 

• dietitians 

Together,  they  offer  a comprehensive 
range  of  .services  for  physical  dis- 
abilities related  to  stroke,  spinal  cord 
injuries,  amputations,  muscular  dys- 
trophy, head  injuries,  sports  injuries, 
and  many  others. 

Working  with  patients  and  families, 
the  Methodist  Rehabilitation  Center 
team  helps  patients  achieve  their 
optimal  level  of  function. 


MEiHonsr  ^ 

REHABIUIAriON 

CENTiR 


A Service  of 
Nebraska  Methodist  Hospital 


8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 
(402)  390-4000 
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The  MicroTAC  Lite  from  Motorola  weighs  just  7.7  ounces,  yetis 
packed  with  features  to  make  staying  in  touch  more  convenient. 


• Fits  easily  into  a pocket,  purse  or  briefcase  so  you  can  take  it  with  you  anywhere 

• Ergonomic  design  for  comfortable  ear-to-mouth  fit 

• 832-channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 


Save  5% 


now  on  the  purchase  of  a MicroTAC  Lite  with  your 
Nebraska  Medical  Association  membership. 

The  Association  will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 

muiiRR 

436-5050 

Comer  and  “0"  Streets 
Sales  • Service  • Installation 


STEREO 

A D 1 0 S 

AT  CLARKSO 


TACTIC 

U R G E R Y 


N hospital 


STEREOTACTIC  RADIOSIRGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 

Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 

STEREOTACTIC  ENDOCIRIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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COVER  PICTURE 
"OWL  FEATHER  FAN" 

Marilyn  Belschner 
Kearney,  Nebraska 

"The  artist,  Marilyn  Belschner,  is  a lifelong  resident  of  Nebraska.  She  has  recently 
worked  with  pastels  and  finds  Native  American  Indians  an  exciting  theme.  She  has 
pictures  in  the  permanent  collection  in  the  Museum  of  Nebraska  Art  at  Kearney,  and 
is  represented  by  the  Pruesser  Gallery  in  Taos,  New  Mexico. " 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  journal.  Vertical  format  prints 
of  subjects  typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as 
necessary.  Mail  to  Stuart  P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  2221  So.  17,  Suite  310.  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8'/i  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article;  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  ILsted  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  x 11  in.  paper.  Each  'Fable  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

'Fhe  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  'Fhe  Journal 
will  make  an  effort  to  return  unpublished  cartoon.s,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  'Fhe  Editor  of  thi.s  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  (’ompany. 
Inc.,  P.O.  Box  27H.  Norfolk,  Nebraska  6H702-027H. 
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Are  a direct  presentation  of  research 
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★ 
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to  run  reprints  — 
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Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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However,  currently  we  have  opportunities  at  only  three 
client  facilities,  which  further  stiffens  the  competition. 

Grand  Island  - Staff  physician  for  139-bed  hospital  with 
an  annual  ED  volume  of  12,000.  Excellent  hunting  and 
fishing  area.  Located  two  hours  west  of  Lincoln. 

Norfolk  - Emergency  Department  staff  physicians  needed 
for  two  small  community  hospitals  with  annual  ED  volume 
of  5,700  each.  Located  in  northeast  Nebraska,  100 
miles  northwest  of  Omaha. 


SPECTRUM* 

EMERGENCY  CARE 


A member  of  The  ARA  Group 


Hastings  - ED  staff  physician  for  180-bed  modem 
community  hospital.  Annual  ED  volume  of  8,000. 
Excellent  physician  back-up  with  most  major  specialties 
represented.  Located  in  western  Nebraska.  Service  area 
of  approximately  50,000. 

For  information  call  Marlene  Milner,  1-800-288-8044. 


AMA  NEWS  NOTES 

Despite  improvements  in  the  Health  Care 
Financing  Administration's  final  rule  on  the  new 
Medicare  physician  payment  schedule,  the  sys- 
tem still  contains  some  elements  the  AMA 
would  like  to  see  corrected.  Trustee  P.  John 
Seward,  MD,  testified  before  the  Physician  Pay- 
ment Review  Committee.  The  purpose  of  the 
Rockford,  III.,  trustee's  testimony  was  to  address 
issues  that  will  be  included  in  the  committee's 
report  to  Congress.  Dr.  Seward  said  legislation 
will  be  needed  to  make  some  of  the  changes. 
The  Association  is  concerned,  for  example, 
about  HCFA's  elimination  of  payments  for  elec- 
trocardiogram interpretations,  payment  restric- 
tions for  assistants  at  surgery,  and  payment 
reductions  imposed  on  physicians  who  are  new 
to  practice.  The  AMA  and  national  medical 
specialty  societies  are  developing  a process  of 
assigning  relative  values  to  new  or  revised  Cur- 
rent Procedural  Terminology,  or  CPT,  codes. 
The  second  meeting  of  the  AMA/Specialty  So- 
ciety Relative  Value  Scale  Updating  Commit- 
tee, which  includes  23  societies,  will  be  held  in 
February. 

★ ★ ★ 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 
Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  AfTlUate,  Inc. 

Mary  Janes,  Executive  Director 
2730  South  1 14th  St.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centermial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90th  St.,  #6,  Omaha.  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105*2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave..  #230,  Omaha.  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120N.69lh  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whiited,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omalia,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198-2166 

Nebraska  Chapter  • American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  N.  1 17th,  OmaJia,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  18lh  St.,  Columbus.  NE  68601 
Nebraska  ('hapter- American  ('ollcgc  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  lilkhom,  NIi  68022 
Nebraska  (Chapter  • American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  (jovemor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  C'hapler  - American  College  of  .Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #263,  Omaha,  NIi  68114 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St..  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lmcoln,  NE  68509 


Nebraska  Dietetic  Association 

Susan  Conradl,  M.A.,  R.D.,  C.N. 

6054  Franklin,  Omaha,  NE  68104 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7,  Lmcoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pal  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lmcoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
94 1 O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  685 10 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  #1200,  Lmcoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56lh  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologist 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Domia  Slaina,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincobi  General  Hospital 
2200  SouOi  16lh  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Heavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha.  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  As.socialion 
Michael  Kroeger,  M.D.,  President 
nils.  90lh  St..  Omalia.  NE  681 14 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St..  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha,  NE  681 14 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor.  State  Office  Building 
301  Centennial  Mali  So.,  Lincoln,  NE  68509 
I hc  Poison  Center 
Childrens  Hospital 
8.301  Dodge  St.,  Omaha.  NE  681 14 
(402)  390-5555  or  800-955-91 19 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M l).,  Chancellor 
UNM(’  - 600  S.  42nd  St..  Omalia,  NE  68198 
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Bei'gtiii  Mercy 


abait  the  latest 

in  chronic  wound  care. 

Now  there  is  hope  for  chronic  wounds  that  won't  heal.  The  Bergan  Merq’  ^’ound  Care  Center  invites 
Omaha  area  physicians  on  .March  5,  1992  to  meet  the  surgeon  who  pioneered  the  new  growth  factor 
technology  for  healing  wounds,  David  Knighton,  .VI. D.,  F,.\.C.S.,  is  Associate  Professor  of  Surgery  and 
Director  of  Vi'ound  Healing  and  Reparative  Medicine  for  the  Uni\  ersit)’  of  .Minnesota  Hospital. 

Dr.  Knighton,  a leading  physician  in  growth  factor  technology,  will  be  discussing  “The  Clinical 
Challenge  Regarding  Wound  Repair.”  This  will  include  comprehensive  wound  management,  treating 
diabetic  lower  e.xtremitv’  ulcers  and  venous  stasis  ulcers. 

A 6 p.m.  social  time  will  be  followed  by  dinner  at  6:30  p.m.  Dr,  Knighton's  presentation  will  begin  at 
7 p.m.,  with  an  opportunity  for  questions. 

Dr.  Knighton's  presentation  is  a service  of  the  new  Bergan  Merq  Wound  Care  Center,  the  first  and 
only  center  of  its  kind  in  greater  Omaha.  To  make  your  reservation,  please  call  398-5500. 


.March  5, 1992 

Dinner  and  Dr.  Knighton,  6-8  p.m. 
6th  Floor,  Bergan  Mercy  Medical  Center 
7500  .Mercy  Road,  Omaha,  NE 


A 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 

2011  South  75th  Street 
Omaha.  NE  68124 
(402)  398-5500 


ONLY  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  DUODENAL  ULCER  DOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage 
Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  weekJ 

ACID  I!ST!D.  PATIENT  PROVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories 


See  accompanying  page  for  prescribing  information 
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AXID 

nizatidine  capsules 


iv  ! 

lUi 


Brief  Summary  Consult  the  package  insert  for 
complete  prescribing  Information 
Indications  and  Usage:  i Active  duodenal  ukxr- 
tor  up  to  8 weeks  of  treatment  at  a dosage  of  300  mg 
h.s.  Of  150  mg  b i d Most  parents  heal  within  4 weeks 

2 Maintenance  therapy  ~ for  healed  duodenal  ulcer 
patients  at  a dosage  of  1 50  mg  h s.  at  bedtime  The 
consequences  ot  therapy  with  Axid  lor  longer  than  1 
year  are  not  known 

3 Gastroesophageal  reflux  disease  (GERDi-toi  up 
to  12  weeks  of  treatment  of  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  of  150  mg  b i d 
Contraindication  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  in  this  class  ot  compounds  has 
been  observed.  Hj-receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history 
of  hypersensitivity  to  other  H?-receptor  antagonists 

Precautions;  General- 1 Symptomatic  response  to  ni2alidine  therapy  does  not  preclude  the  presence 
of  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  fes/s -False-posibve  tests  »ur  urobilinogen  with  Mulhstix*  may  occur  during  therapy 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophylline,  chlordiazepoxide.  lorazepam, 
tidocaine.  phenytom.  and  warfarin  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system,  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 
very  high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine, 
150  mg  b.i.d . was  administered  concurrently 

Caranogenesis.  Mutagenesis  Impairment  of  fertility -A  2-year  oral  carcinogenicity  study  m rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect  There  was  a dose-related  increase  m the  density  of  enterochromaffm-like  (ECU  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  m mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  fiver  were  increased  in  the  high-dose  males  as  compared  with 
placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  m hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups. The  rate  of  hepatic  caronoma  m the  high-dose 
animals  viras  within  the  historical  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30^^)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

in  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-feratogenic  Effects -F^nancy  Category  C-Oral  reproduction  studies  in  rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement 
coarc^tion  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are.  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizabdine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine 
should  be  used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
in  human  milk  in  proportion  to  plasma  concentrations.  Because  ot  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Dse-ifety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients -HeaUng  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposihon  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Worldwide,  controlled  ciimcal  tnals  included  over  6,000  patients  given  nizatidine  m 
studies  of  varying  durations.  Placebo-controlled  tnals  in  the  United  States  and  (^nada  included  over  2,600  pabents 
given  nizabdine  and  over  1,700  given  placebo.  Among  the  adverse  events  in  these  placebo-controlled  tnals,  only 
anemia  (0.2%  vs  0%)  and  urbcana  (0.5%  vs  0.1%)  were  significantly  more  common  m the  nizabdine  group  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  stabsbcally  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information). 

A variety  of  less  common  events  were  also  reported;  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizabdine. 

^epabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  pabents.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  m 
SGOT  or  SGPT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  incidence  of  elevated  liver  enzymes 
overall  and  eievabons  of  up  to  3 bmes  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  pabents.  All  abnormalibK  were  reversible  after  disconbnuabon  of  Axid.  Since  market  introducbon. 
hepabtis  and  jaundice  have  been  reported.  Rare  cases  of  cholestabc  or  mixed  hepatocellular  and  cholestatic 
injury  witti  jaundice  have  been  reported  with  reversal  of  the  abnormalibes  after  disconbnuabon  of  Axid. 

Cardiovascular-\n  clinical  pharmacology  studies,  short  episodes  of  asymptomabc  ventncular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported, 

Endocrine-C\m\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anb- 
androgenic  activity  due  to  nizabdine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  pabents  on  nizabdine  and  those  on  placebo,  Gynecomasba  has  been  reported  rarely. 

Wemafo/ogrc- Anemia  was  reported  significanby  more  frequenby  in  nizabdine  than  in  placebo-treated 
pabents.  Fata!  thrombocytopenia  was  reported  in  a pabent  treated  with  nizabdine  and  another  Hg-receptor 
antagonist.  This  pabent  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Ur^caha  was  reported  significanby  more  frequently  in  nizatidine-  than  in  placebo-treated 
pabents.  Rash  and  exfoliabve  dermatibs  were  also  reported. 

Hypersensithrrty-As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
admimstrabon  have  been  reported.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm.  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Ofhe/’-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia.  fever,  and 
nausea  related  to  nizabdine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  acbvated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  of 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distnbubon.  nizabdine  is  not  expected  to  be  efficienby  removed  from  the  body  by  this  method. 
PV  2093  AMP  [101591] 

Additional  information  available  to  the  profession  on  request 
I Eli  Lilly  and  Company 
Indianapolis,  Indiana 
^ 46285 


NATIONAL  ORGANIZATIONS 


Ainericun  Acudcmy  of  Fuinily  I’hysiciiiii.s 

8880  Ward  Parkw.iy,  KaiLS.iS  City,  MO  041 14 
American  Academy  of  I’edialrics 

James  1'.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P O.  Box  927 
Elk  Grove  Village,  II.  60009-0927 
American  Academy  of  Physician  Assislanls 
E.  Lyiui  May,  E.xecutive  Vice  Presidetit 
9.S0  N Washitigtoii  Street,  Alexatidria,  VA  22314 
American  Acaiiemy  of  Ophlhalinolot^v 

Bnice  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  Sati  I'rancisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorric,  Jr.,  Ph  D.,  Executive  Director 
Box  61991 1,  Dallas,  TX  75261-991 1 
American  College  of  I.egal  Medicine 
Thomas  W Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen.  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  II  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  ('ollege  of  Physicians 

Jolui  R Ball,  M D.,  J.D.,  Exec  Vice  President 
Independetice  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
Joint  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Restoii,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M D.,  Director 
55  East  Erie  St.,  Chicago,  IL  6061 1 
American  Diabetes  Association,  Inc. 

Jolm  11.  Graham  IV,  Chicl  Executive  Olficcr 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  llafner.  Exec.  Vice  F'resident 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 
Richard  J.  Davidson,  President 

Capitol  Place,  Bldg.  K3,50  F Street,  N.W.,  ffl  100,  Wasliingtoti,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1 101  Vennont  N W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

G James  Gallagher,  Executive  Director 
1 120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  CFRE  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thehna  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 
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TOLL  FREE  — 1-800-423-USAF 
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Let 

your 

patients 

know 

they 

can  eat 

beef... 


3-oz  cooked  serving 
of  beef  top  loin 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.*  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.- 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood. 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 
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Station,  Tex:  Meats  and  Muscle  Biology  Section.  Department  of  Animal  Science. 
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3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  E.xpert  Panel  on  the  Detec- 
tion, Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington,  DC: 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 
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For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


Congratulations.  You’ve  taken  that  diffi-  repeat  substance  abuse  cases.  Our  people 
cult  first  step.  are  seasoned  health  professionals,  with 

You’ve  made  the  decision  to  get  help  for  training  and  experience  second  to  none, 
a drinking  or  drug  abuse  problem.  Now  At  West  Pines,  we’re  dedicated  not  just 
what?  to  ending  addiction  but  to  giving  you  a 

Where  can  you  go  for  the  specialized  care  fresh  start  on  a new  life, 
you  need?  Where  can  you  find  people  with  Call  1-  800-779  - 2701. 
the  knowledge  and  expertise  to  help?  West  Pines  services  are  covered  by  many 

The  Answer  Is  West  Pines.  types  of  health  insurance.  And,  of  course. 

West  Pines  is  a premier  hospital  and  they’re  completely  confidential, 
treatment  center  in  Denver,  Colorado.  Call  today  for  information.  West  Pines 
Our  chemical  dependency  programs  is  ready  to  help  your  life  take  a turn  for 
have  provided  effective  treatment  for  even  the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany-  , 
ing  printed  reference  materials  • two  hours  Category  1 credit  for  every  one-hour  program 
toward  the  AMA’s  Physician’s  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boards  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology— 7’oprcs  in  Pain  Management 

□ Emergency  Medicine— Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— Blood  Pressure 

□ *Gastroenterology—  Gl  Board  Review 

□ General  Surgery—  Critical  Issues  in  Intensive  Care 

□ Internal  Medicine—  Treating  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— Antibiotic  Update 

□ Ophthalmology— .Vmcr  Ideas  in  Glaucoma 
Q *Orthopaedics— tfejDain'n9  the  Hand  and  Wrist 

□ Otolaryngology— Focns  on  the  Sinuses 

□ Pediatrics— An  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry— A/onz/estations  and  Management  of  Anxiety 

□ *Urology— Prostate  Cancer:  A Progress  Report 

* Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I’m  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  l-8(M)/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 


If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 


I 


Audio-Digest  Foundation’ 

A Son  Pmfii  Subsidiary  of  the  Cal{fomia  Medirat  Association 

1577  East  Chexy  Chase  Drive 
Glendale,  California  91206 


American  Medical  Association-Sponsored 

HIV  Insurance  Plan 


Co-sponsored  by: 

Nebraska  Medical 
Association 


• Coverage  available  for  Students,  Residents  and 
Physicians 

• Rates  and  renewal  guaranteed  for  five  years 

• Rates  not  based  on  geographic  location,  specialty 
or  sex 

• Underwritten  by  Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska 

For  more  information  including  costs  and 
limitations,  write: 

AMA  Insurance  Agency,  Inc. 

200  North  LaSalle  Street,  Suite  400 
Chicago,  Illinois  60601 

or  call  toll-free:  1-800-458-5736 

Coverage  may  not  be  available  in  all  states  and  may 
be  subject  to  certain  enrollment  deadlines. 

AMA  Insurance  Agency,  Inc. 

A Subsidiary  of  the  American  Medical  Association 


“A  multi-billion  dollar 
company  protects  my 
professional 
reputation.” 


I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 

My  insurer  spares  no  expense  in 
protecting  and  defending  my 
reputation.  Their  claim  representative 
understands  my  profession  and  is 
available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
1-800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 
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St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates, Saint  Paul,  Minnesota  55102 


EDITORIAL 


RONALD  L.  ASHER,  M.D. 
internal  Medicine.  North  Platte,  NE 


American  education  is  under  attack.  The 
product  of  our  schools  seems  to  be  worse  than 
ever  before  in  spite  of  higher  requirements  for 
graduation,  a higher  percentage  of  graduation, 
and  a larger  number  advancing  to  college.  Busi- 
ness laments  the  lack  of  skills  of  the  graduating 
class.  The  gap  between  the  skills  possessed  and 
the  skills  needed  is  widening. 

The  historic  response  to  these  problems  has 
been  to  increase  the  requirements  for  the  teach- 
ers and  the  students.  In  this  era  of  international 
competition,  boldness  and  innovation  are 
needed,  I am  a member  of  a school  board  now 
dealing  with  these  concerns. 

The  new  word  in  education  is  restructuring. 
In  the  past  schools  have  been  judged  by  the 
number  of  books,  computers,  and  courses.  Now 
the  emphasis  is  on  demonstrating  that  students 
can  perform  the  skills  needed  in  the  21st  cen- 
tury. Knowing  how  to  work  a computer  net- 
work is  more  important  than  knowing  the  square 
of  the  hypotenuse.  Restructuring  includes  iden- 
tifying what  skills  students  need  in  order  to 
function  in  the  adult  world,  objectively  measur- 
ing students  growth,  and  defining  how  best  to 
help  students  achieve.  In  1912,  biology  was 
taught  before  chemistry  and  physics,  merely 
because  of  alphabetical  order.  Why  should  we 
cling  to  our  grandparent's  curriculum  when 
applied  physics  and  similar  technical  courses 
are  more  appropriate? 

The  need  for  technical  training  is  more  impor- 
tant. The  auto  mechanic  needs  to  know  how  to 
perform  a computer  diagnostic  test  and  how  to 
search  for  a part  through  a microfiche  system  or 
CDROM.  These  are  not  high  tech  jobs  requiring 
college  degrees  but  basic  jobs  open  to  high 
school  graduates  if  they  are  literate  in  these 
basic  skills.  Will  business  be  forced  to  hire 
Japanese  or  German  students  to  maintain  the 
computer  diagnostic  equipment  because  our 
schools  have  not  kept  pace  with  the  needs  of 
the  work  place? 


Change  is  difficult.  It  is  not  without  risk.  Rigid 
regulation  stifles  innovation.  The  staff,  adminis- 
tration, school  board  and  community  must 
choose  the  goals  of  our  schools  and  are  ac- 
countable for  the  results.  Ideally  each  student 
has  an  individual  education  plan.  This  is  as 
important  for  the  special  student  as  it  is  for  the 
gifted  and  average  student.  All  students  can  and 
must  learn  at  higher  levels.  Although  the  general 
curriculum  will  be  common  for  all  students,  the 
style,  speed,  and  range  will  vary  depending  on 
each  student's  needs.  It  makes  sense  to  acceler- 
ate the  math  curriculum  for  the  math  whiz.  It 
also  makes  sense  to  keep  this  child  among  his  or 
her  peers  for  a common  knowledge  base  and 
normal  emotional  and  social  development.  Each 
student's  individual  learning  needs  can  be  ob- 
jectively identified.  Curriculum  and  instruction 
to  accomplish  this  can  be  carried  out  and  as- 
sessed. 

The  measurement  of  learning  has  often  been 
based  on  the  results  of  standardized  tests.  Many 
students  don't  perform  well  on  such  tests  and 
many  of  the  skills  needed  to  be  successful  as 
adults  are  not  measured  by  these  tests.  One  of 
the  goals  of  restructuring  is  the  development  of 
multiple  ways  of  measuring  learning.  If  commu- 
nication skills  are  important,  then  an  assessment 
of  the  ability  to  write,  speak,  or  demonstrate  is 
needed. 

In  1980,  the  U.S.  had  the  highest  average 
salary  in  the  world.  In  1990  the  average  salary 
rank  is  12th.  In  the  year  2000,  it  may  be  25th. 
This  affects  on  our  standard  of  living  and  our 
ability  to  compete  in  the  world  market.  The 
challenge  for  school  boards  and  communities  is 
to  choose  what  to  keep  of  our  education  system 
and  what  to  change.  It  is  important  not  to  focus 
on  the  narrowly  technical  because  we  want  our 
schools  to  promote  the  development  of  gradu- 
ates who  are  emotionally  stable,  ethical  and 
well  rounded.  We  need  graduates  who  are 
prepared  to  be  good  citizens  as  well  as  good 
workers. 
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ORIGINAL  ARTICLE 

Effect  of  Exercise  Level  on  the  Diagnostic  Accuracy 
of  Thallium-201  SPECT  Scintigraphy 

•DAVID  C.  MEYERS,  M.D.  JORDAN  H.  HANKINS,  M.D.  DAVID  M.  KELLER,  B.S.  ROBERT  C.  BACIN,  Ph.D. 

Departments  of  Internal  Medicine  Department  of  Radiology  Medical  Student  Department  of  Preventive 

and  Preventive  and  Societal  Medicine  Bishop  Clarkson  Memorial  Hospital  University  of  Nebraska  Medical  Center  and  Societal  Medicine 

University  of  Nebraska  Medical  Center  University  of  Nebraska  Medical  Center 


ABSTRACT 

The  sensitivity  of  electrocardiographic  ST  analysis  for  detecting  coronary  artery  disease  is  markedly  decreased  in  patients  unable 
to  exercise  vigorously.  To  determine  the  diagnositc  accuracy  of  Thallium-201  SPECT  scintigraphy  at  various  exercise  levels,  we 
evaluated  1 79  patients  without  evidence  of  prior  myocardial  infarction  or  other  confounding  factors  who  performed  symptom- 
limited  exercise  with  Thallium-201  SPECT  scintigraphy.  Sensitivity  decreased  from  89%  in  those  patients  achieving  > 85%  of 
maximal  heart  rate  to  63%  in  those  achieving  < 65%.  Like  ST  segment  analysis,  Thallium  201  SPECT  scintigraphy  has  decreased 
diagnostic  yield  at  low  levels  of  exertion. 


The  temporal  sequence  of  myo- 
cardial ischemia,  termed  the 
"ischemiccascade",  is  thought 
to  be  initiated  by  alterations  in  blood  flow  or 
increased  myocardial  oxygen  demand,  or  both, 
sequentially  followed  by  dysfunction  of  the 
myocardium,  electrocardiographic  ST  abnor- 
malities, and  finally  angina  pectoris.  This  has  led 
several  investigators  to  compare  the  relation- 
ship between  levels  of  exertion  and  clinical 
indicators  of  ischemia.^'^  These  studies  demon- 
strated the  superiority  of  scintigraphy  over  ST 
analysis  at  various  levels  of  exertion  - including 
at  low  levels  which  produced  heart  rates  less 
than  60%  of  maximum  predicted  for  age.  While 
the  diagnostic  accuracy  of  ST  analysis  decreases 
markedly  at  low  exertion,  the  changes  in  accu- 
racy seen  with  Thallium  201  (TI-201)  scintigraphy 
are  yet  unclear.  We  evaluated  the  scintigrams 
of  1 79  patients  with  angiographically  docu- 
mented normal  or  abnormal  coronary  arteries 
who  performed  symptom-limited  exercise 
scintigraphy  to  determine  the  effect  of  levels  of 
exertion  on  the  diagnostic  accuracy  of  TI-201 
scintigraphy. 

METHODS 

Patient  population:  1 79  patients,  [113  males 
and  66  females,  60+10  years  of  age  (+  1 SD)  ] 
without  electrocardiographic  evidence  of  myo- 
cardial infarction,  history  of  coronary  bypass 
grafts,  or  factors  known  to  alter  the  ST-seg- 
ment,"*  had  exercise  testing  in  conjunction  with 
TI-201  SPECT  imaging  performed  within  3 
months  of  coronary  angiography.  Sixty-three 
patients  had  >50%  luminal  diameter  narrowing 
of  one  vessel  while  34  had  2-vessel  and  21  had 
3-vessel  coronary  artery  disease.  Sixty-one  pa- 
tients had  no  critical  coronary  stenosis.  Cardiac 
medications  were  not  routinely  discontinued 
prior  to  exercise. 


ExerciseTesting:AII  patients  underwent  symp- 
tom-limited exercise.  The  Bruce  treadmill  proto- 
col was  used  in  78  (44%)  patients  and  a station- 
ary semi-erect  bicycle  ergometer  with  workloads 
increased  in  25  Watt  increments  at  3 minute 
intervals  was  used  in  101  (56%)  patients.  Heart 
rate  and  arterial  blood  pressure  by  cuff  were 
measured  at  1 minute  intervals  and  pressure 
rate  product  (PRP)  was  determined  at  peak 
exercise.  Exercise  was  terminated  when  fa- 
tigue, claudication,  angina,  dyspnea, 
hypotension  or  severe  ventricular  arrhythmias 
occurred. 

Thallium  lmaging:TI-201  [3.5  mCi  (1 30mBq)] 
was  injected  intravenously  at  the  peak  of  symp- 
tom-limited exercise  with  exercise  continued 
for  an  additional  45-60  seconds.  Imaging  was 
initiated  between  1 0 and  1 5 minutes  post  exer- 
cise. Data  acquisition  was  in  a 1 80  sampling  arc. 
Twenty-five  second  acquisitions  for  64  images 
were  performed.  Patient  positioning  was  su- 
pine with  elevation  of  the  left  arm.  Gamma 
scintillation  camera  acquisition  was  performed 
on  the  1 67  keV  gamma  photo-peaks  and  on  the 
69  to  83  keV  mercury  characteristic  x-ray  photo- 
peak. Non-uniformity  correction  and  smooth- 
ing filtration  was  performed  on  computer  ac- 
quired data  prior  to  image  reconstruction. 
Tomographic  reconstructed  images  were  then 
generated  in  short  axis,  vertical  long  axis,  and 
horizontal  long  axis  planes  of  the  heart.  The 
same  scintigraphic  imaging  sequence  was  re- 
peated 4 hours  after  completion  of  exercise, 
interpretation  was  done  by  a single  investigator 
blinded  to  the  angiographic  results. 


'Address  correspondence  and  reprint  requests  to  David  G. 
Meyers,  M.D.,  Section  of  Cardiology,  University  of  Nebraska 
Medical  Center,  600  S.  42nd  St.,  Omaha,  NE  68198-2265. 
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Data  Analysis:  Patients  were  classified  ac- 
cording to  the  peak  level  of  exertion  achieved  as 
follows:  Croup  1 ->  85%  maximum  predicted 
heart  rate  (MPHR)  and/or  PRP  >25,000;  Croup 
II  - MPHR  65  - 84%  and/or  a PRP  20,000  to 
24,999;  and  Croup  III  - MPHR  < 65%  and  PRP 
< 20,000.  The  distribution  of  patient  character- 
istics across  these  groups  were  compared  using 
analysis  of  variance  for  continuous  variables, 
and  the  Pearson  chi-square  test  for  discrete 
variables.  For  all  analyses,  the  sensitivity,  speci- 
ficity and  diagnostic  accuracy  of  TI-201 
scintigraphy  were  estimated  using  angiography 
as  the  gold  standard,  and  were  defined  as: 
Sensitivity  = true  positive/(true  positive  + false 
negative);  Specificity  = true  negative/  (true  nega- 
tive + false  positive);  Diagnostic  Accuracy  = 
(true  positive  + true  negative)/total.  Pairwise 
comparisons  of  the  sensitivities,  specificities 
and  diagnostic  accuracies  were  performed  us- 
ing the  two  sample  test  for  binomial  propor- 
tions. No  adjustment  was  made  for  multiple 
comparisons,  since  these  comparisons  moti- 
vated the  study  design.  Stepwise  logistic  regres- 
sion was  used  to  determine  whether  a clinically 
useful  model  could  be  developed  to  predict 
group  membership  as  a function  of  specified 
variables  of  interest.  For  these  analyses,  all  p- 
values  < .05  were  considered  to  be  statistically 
significant. 

Results: 

As  shown  in  Table  1,  no  statistically  signifi- 
cant differences  were  observed  in  the  distribu- 
tion of  gender,  use  of  calcium  antagonist  and 
nitrates  across  exercise  levels.  In  addition,  the 
pattern  of  TI-201  scintigraphic  effects  were  simi- 
lar across  the  three  exercise  levels.  The  patients 
comprising  Group  III  (lowest  exercise  level) 
were  older  (p<0.01),  had  more  extensive  coro- 
nary artery  disease  (p<0.01 ),  were  more  likely  to 
have  been  exercised  on  a treadmill  (p  < 0.02), 
and  had  more  exercise-induced  left  ventricular 
dysfunction  as  manifested  by  increased  lung 
uptake  of  TI-201  (p<0.05).  As  expected,  these 
Group  III  patients  exercised  both  for  a shorter 
duration  and  at  a lower  workload  (p<  0.01 ). 

Exercise  subgroup-specific  estimates  of  the 
sensitivities,  specificities  and  diagnostic  accura- 
cies of  TI-201  scintigraphy  as  compared  with 
coronary  angiography,  can  be  found  in  Table  2. 
As  can  be  seen  from  this  table,  the  sensitivity, 
specificity  and  diagnostic  accuracy  of  TI-201 
scintigraphy  decreases  as  the  level  of  maximum 
exertion  decreases.  However,  as  can  be  seen  in 
Table  3,  pairwise  comparisons  across  subgroups 


TABLE  1 

PATIENT  CHARACTERISTICS 


Group  1 

Group  II 

Group  III 

P-Value 

N 

76 

74 

29 

Age  (years)* 

57+11 

60+11 

64+9 

<0.01 

Age  > 65  Years) 

17(23%) 

27  (36%) 

18(62%) 

<0.01 

Sex  (male/female) 

47/29 

44/30 

19/10 

NS 

Beta  Blockers 

10(3%) 

17(23%) 

9(31%) 

NS 

Calcium  Antagonists 

32  (42%) 

31  (42%) 

12  41%) 

NS 

Nitrates 

7 (9%) 

7 (9%) 

7 (24%) 

NS 

Coronary  Artery  Disease: 

0-vessel 

38  (49%) 

21  (28%) 

2 (7%) 

1 -vessel 

19(25%) 

32  (44%) 

12(41%) 

<0.01 

2-vessel 

12(16%) 

14(19%) 

8 (28%) 

3-vessel 

7(10%) 

7 (9%) 

7 (24%) 

Treadmill/bicycle  (Patients)  43/33 

29/45 

7/22 

<0.02 

Treadmill: 

Duration  (seconds)* 

552+391 

441+165 

348+176 

<0.01 

Workload  (METS)* 

9.3+2.6 

9.0+3.2 

7.5+2.3 

<0.01 

Bicycle: 

Duration  (seconds)* 

526+187 

300+149 

302+113 

<0.01 

Workload  (Watts)* 

73+29 

52+22 

55+15 

<0.01 

TI-201  Pattern: 

Fixed 

7(19%) 

15(38%) 

7 (39%) 

NS 

Reversible 

20  (54%) 

19(47%) 

8 (44%) 

NS 

Both 

10(27%) 

6(15%) 

3(17%) 

NS 

Increased  lung  uptake 

6 (8%) 

12(12%) 

8 (28%) 

<0.05 

Legend:  ‘Reported  values  are  mean  + 1 standard  deviation 


TABLE  2 

DIAGNOSTIC  YIELD  OF  TI-201  SCINTIGRAPHY  BY  EXERCISE  LEVEL 


N 

Sensitivity 

Specificity 

Diagnostic 

Accuracy 

Overall 

179 

.737 

.869 

.783 

(.658,  .816) 

(.784,  .954) 

(.722,  .842) 

Exercise  Level  1 

76 

.895% 

.921% 

.908% 

(.797,  .993) 

(.835,1.00) 

(.866-.950) 

2 

74 

.679% 

.810% 

.716% 

(.671,. 687) 

(.796,  .824) 

(.650,  .782) 

3 

29 

.630% 

.500% 

.621% 

(613,  .647) 

(.255,  .745) 

(.550, 692) 

Legend:  Reported  values  are  point  estimates  with  95%  confidence  intervals  ( ). 


TABLE  3 

PAIRWISE  COMPARISON  OF  THE  SENSITIVITIES,  SPECIFICITIES 
AND  DIAGNOSTIC  ACCURACIES  OFTL-201  SCINTIGRAPHY 
BY  EXERCISE  SUBGROUP 


Sensitivity 

Exercise  Levels: 

Specificity 

Diagnostic  Accuracy 

1 vs.  2 <.05 

NS 

<.01 

1 vs.  2 <.05 

NS 

<.01 

2 vs.  3 NS 

NS 

NS 

Legend:  p-values  based  on  the  two 

sample  test  of  binomial  proportions 

indicate  that  the  largest  difference  in  sensitivity 
and  diagnostic  accuracy  occurs  between  sub- 
groups 1 and  2,  while  no  statistically  significant 
differences  in  specificity  could  be  observed 
across  the  three  subgroups.  Since  these  were  all 
comparisons  of  interest  in  designing  the  study, 
no  adjustment  was  made  for  multiple  compari- 
sons. 
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Stepwise  logistic  regression  was  used  to  de- 
termine whether  a clinically  useful  model  could 
be  developed  to  predict  exercise  group  mem- 
bership (Group  I or  the  combined  Groups  II  and 
Group  III)  as  a function  of  age,  sex  and  cardiac 
medication  use.  Of  these  patient  characteris- 
tics, only  age  (classified  as  < 65  years  or  > 65 
years,  p-value=0.003)  was  found  to  be  signifi- 
cantly associated  with  group  membership,  where 
the  odds  of  being  in  the  combined  group  was 
2.69  times  greater  for  patients  65  and  older  than 
for  the  younger  patient  group. 

Discussion 

It  is  well  known  that  TI-201  scintigraphy  is 
more  sensitive  than  ST  segment  analysis  when 
patients  are  exercised  to  at  least  85%  of  maxi- 
mum heart  rate  or  age.^  At  exercise  levels 
below  85%,  the  sensitivity  of  ST  analysis  be- 
comes prohibitively  low -60%  in  one^  and  47% 
in  another  study.^  It  might  be  speculated,  in 
view  of  the  very  early  occurrence  of  myocardial 
blood  flow  changes  in  the  ischemic  cascade, 
that  TI-201  scintigraphy  would  maintain  its  su- 
perior sensitivity  even  at  low  levels  of  exertion. 
Results  have  been  disparate.  The  two  moderate 
sized  studies  by  Esquivel®  and  Travin^  classified 
patients  similarly  to  the  present  study.  They 
found  the  sensitivity  of  scintigraphy  to  be  89% 
at  high  levels  of  exercise  and  80-89%  with  low 
exertion  (pNS)  . Heller  and  associates®  exer- 
cised 9 patients  to  maximum  tolerated  exertion 
and  later  to  70%  of  that  maximum  level.  Sensi- 
tivities were  100%  and  89%  respectively,  a 
statistically  non-significant  trend.  In  a large 
symptom-limited  study  by  Iskandrian  and  co- 
workers^,  sensitivity  decreased  from  86%  (in 
patients  with  ST  changes  suggesting  ischemia  or 
those  achieving  at  least  85%  of  maximum  heart 
rate)  to  67%  in  patients  exercising  to  lower 
levels  of  exertion  (p<  0.002).  Our  results  sup- 
port those  of  Iskandrian  and  suggest,  in  patients 
who  have  critical  coronary  stenosis  but  who  are 
unable  to  exercise  vigorously,  that  TI-201 
scintigraphy  fails  to  detect  many  myocardial 
blood  flow  abnormalities.  Indeed,  it  is  likely  that 
flow  changes  do  not  occur  at  minimal  or  mod- 
erate exercise  in  most  coronary  patients.  The 
surprisingly  high  sensitivity  of  scintigraphy  at 
low  levels  of  exertion  in  some  studies  might  be 
due  to  the  inclusion  of  patients  with  prior  myo- 
cardial infarction  and  resultant  fixed  (non-exer- 
cise induced)  scintigraphic  defects.  These  pa- 
tients were  excluded  in  both  the  study  by 
Iskandrian^  and  the  present  study. 

When  using  a symptom-limited  exercise  pro- 


tocol, T ravin  and  coworkers^  found  that  93%  of 
patients  who  achieved  less  than  70%  of  maxi- 
mum heart  rate  were  taking  beta-blocking  drugs 
as  compared  to  only  33%  of  patients  who 
achieved  at  least  85%  of  maximum.  Our  results 
show  a similar  trend.  Beta-blocker  use  may 
identify  those  patients  who  will  not  achieve 
target  exercise  levels,  and  thus  will  have  pro- 
hibitively low  sensitivity  with  ST  analysis.  Age  > 
65  years  appears  also  to  predict  low  exertion. 

Data  from  the  present  study  and  others 
suggest  that  the  diagnostic  accuracy  of  TI-201 
SPECT  scintigraphy  is  superior  to  ST  segment 
analysis  at  all  levels  of  exertion.  Yet,  in  patients 
> 65  years  of  age  agents  - patients  likely  not  to 
achieve  desired  levels  of  exertion  - physicians 
may  wish  a greater  diagnostic  yield  than  can  be 
achieved  by  even  exercise  TI-201  SPECT 
scintigraphy.  Recently  developed  pharma- 
cologic "stress"  techniques  may  offer  an  alter- 
native approach. 
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COMMENT 

Since  the  advent  of  the  popular  Master's 
"two-step"  exercise  testing  and  subsequent  im- 
proved conventional  exercise  electrocardio- 
graphy on  the  treadmill,  improved  technology 
and  subsequent  clinical  investigation  have  al- 
lowed exercise  nuclear  techniques  to  become 
widely  utilized  in  routine  evaluation  in  a patient 
with  coronary  artery  disease. 

Exercise  electrocardiographic  stress  testing 
alone  is  a reasonable  means  of  defining  the 
presence  of  absence  of  coronary  artery  disease; 
however,  it  has  only  a 60%  sensitivity  and  a 90% 
specificity.  In  addition  the  40%  false  negative 
frequently  leads  to  major  clinical  dilemmas  and 
the  10-15%  false  positive  rate  makes  it  hazard- 
ous to  use  as  a screening  procedure. 

In  the  late  1970's,  exercise  nuclear  proce- 
dures to  assess  myocardial  perfusion  and  to 
assess  ventricular  function  were  developed  and 
improved  in  the  1 980's  with  technology  includ- 
ing computerized  tomographic  images. 

Dr.  Meyers  and  colleagues  point  out  one  of 
the  additional  limitations  of  exercise  stress  test- 
ing with  and  without  nuclear  techniques  in 
patients  who  are  unable  to  exercise  to  greater 
than  70%  of  their  maximum  heart  rate,  because 


of  medications  such  as  beta  blockers,  physical 
limitations,  or  age. 

Recently  developed  pharmacological  "stress 
test"  with  intravenous  or  oral  Dipyridamole  or 
intravenous  Adenosine  coupled  with  thallium 
scintigraphy  in  these  patients  may  well  improve 
detection  of  coronary  artery  disease  and  iden- 
tify patients  at  risk  for  adverse  cardiovascular 
events.  To  date,  there  is  no  available  data  in  the 
literature  comparing  these  two  techniques  and 
intravenous  Adenosine  is  not  yet  approved  by 
the  FDA  for  use  in  pharmacological  stress  test- 
ing. 

Exercise  two-dimensional  echocardiography 
is  also  highly  sensitive  and  specific  for  evaluat- 
ing the  presence  severity  and  prognosis  of 
coronary  artery  disease  and  increased  sensitiv- 
ity and  specificity  of  routine  stress  testing. 

Pharmacological  stress  echocardiography 
with  Dobutamine  is  an  additional  method  of 
"pharmacological"  stress  testing  in  patients  un- 
able to  exercise  on  a treadmill,  however,  would 
be  afflicted  by  similar  inability  in  patients  unable 
to  achieve  at  least  70%  or,  in  some  author's 
opinion,  85%  of  the  age  predicted  maximum. 

William  M.  Vosik,  M.D. 
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INTRODUCTION 

The  shortage  and  maldistribution 
of  primary  care  physicians  in 
Nebraska  is  well  docu- 
mented.’ With  183.5  physicians  per  100,000 
population,  Nebraska  is  14%  below  the  na- 
tional average  of  2 1 4.^  The  discrepancy  is  even 
greater  between  metropolitan  and  non- 
metropolitan locations  in  Nebraska;  Douglas 
County  has  407.5,  and  all  other  counties  have 
103.2  physicians,  of  all  specialties,  per  100,000 
population.^  For  primary  care  physicians  only, 
the  rate  per  100,000  population  is  173.6  in 
Douglas  County,  and  57.1  in  all  other  counties. 
This  discrepancy  has  led  to  an  increased  empha- 
sis on  training  and  retaining  primary  care  physi- 
cians. Currently  49.3%  of  physicians  practicing 
in  Nebraska  trained  at  UNMC  and  1 6.2%  trained 
at  Creighton.^  The  shortage  and  maldistribution 
of  primary  care  physicians  in  the  state  has  been 
well  publicized.  A recent  Omaha  World-Herald 
article  stated  that  the  "state's  greatest  need  is  for 
doctors  who  are  family  practitioners,  internists, 
pediatricians  and  obstetrician-gynecologists  . . . 
especially  in  the  rural  areas."  ^ 

Less  widely  recognized  is  the  shortage  and 
maldistribution  of  board  certified  emergency 
physicians  (EPs)  in  the  state.  Emergency  depart- 
ments (EDs)  as  we  know  them  today,  staffed 
with  full-time  physicians,  originated  in  the  early 
1 960's  in  Virginia.'*  The  first  full-time  group  ED 
coverage  in  Nebraska  began  in  Omaha  in  1 967. 
Since  then  thefield  has  undergone  phenomenal 
growth  and  has  developed  a specific  knowl- 
edge base  and  training  requirements.  In  1970, 
the  first  residency  program  was  established  at 
the  University  of  Cincinnati.  In  1 979,  the  Ameri- 
can Board  of  Medical  Specialties  (ABMS)  granted 
conjoint/modified  board  status  to  the  American 
Board  of  Emergency  Medicine  (ABEM).  In 
1980,  the  first  board  certifying  examination 
requiring  both  written  and  oral  tests  began.  In 
1988,  the  practice  option  (grandfather  clause) 
for  qualifying  to  sit  for  the  board  certifying 
examination  ended,  leaving  residency  training 


in  emergency  medicine  (EM)  as  the  only  path- 
way to  board  certification.  In  1 989,  the  ABEM 
was  made  a primary  board  by  ABMS,  making 
emergency  medicine  the  23rd  recognized  pri- 
mary specialty. 

Nationally,  there  are  23,000  practicing  EPs. 
As  of  December,  1990,  9,391  were  board  cer- 
tified. There  are  currently  85  approved  EM 
residency  programs,  which  have  about  1,700 
residents  in  training  and  which  graduate  about 
500  EPs  per  year.  The  American  Hospital 
Association  has  estimated  that  the  average  phy- 
sician attrition  rate  is  2-3%  per  year,  meaning 
that  about  600  EPs  leave  the  specialty  each 
year.  These  forces  have  led  to  the  manpower 
shortage  of  certified  EPs  predicted  by  the  Gradu- 
ate Medical  Education  Advisory  Committee 
(1980)  and  the  Council  of  Graduation  Medical 
Education  (1  988). 

Given  such  trends,  we  felt  the  manpower 
needs  of  EM  in  Nebraska  needed  to  be  evalu- 
ated. The  purpose  of  our  study  was  to  deter- 
mine how  emergency  departments  in  Nebraska 
are  staffed  and  utilized. 

METHODS 

A mail  survey  was  sent  to  administrators  of 
emergency  services  in  89  Nebraska  hospitals 
during  the  winter  months  of  1990.  Hospitals 
were  excluded  if  they  were  federal,  psychiatric 
or  geriatric  facilities.  Two  additional  mailings 
were  sent  to  those  who  did  not  respond,  and 
follow-up  telephone  calls  were  made  to  those 
who  did  not  reply  and  those  whose  responses 
needed  clarification.  Among  the  questions  asked 
were: 

1)  Does  your  department  provide  24-hour, 
7-day-a-week  emergency  department- 
based  physician  coverage? 

‘Address  correspondence  and  reprint  requests  to;  Robert  I . 
Muelletnan,  M.D.,  University  of  Nebraska  Medical  Center, 
Section  of  Emergency  Medicine,  600  South  42nd  Street, 
Omah.t,  Nebraska  68198-1 150,  Telephone:  (402)  559-5414, 
FAX:  (402)  559-8333. 
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2)  Does  your  hospital  provide  any  emer- 
gency department-based  physician  cov- 
erage and  if  so  how  many  hours  per 
week? 

3)  What  is  the  total  number  of  full-time  phy- 
sicians needed  to  fully  staff  the  emer- 
gency department? 

4)  How  many  full-time  physicians  do  you 
currently  have? 

5)  Of  the  full-time  physicians,  how  many  are 
board  certified,  or  in  the  process  of  be- 
coming board  certified,  in  emergency 
medicine? 

6)  Of  the  physicians  not  certified  in  emer- 
gency medicine,  how  many  are  certified 
in  other  specialties? 

7)  Do  you  ever  hire  moonlighters? 

8)  Do  you  contract  with  any  corporate  emer- 
gency medicine  groups  to  provide  physi- 
cian coverage? 

Population  statistics  were  based  on  1990 
census  figures.  Numbers  of  emergency  visits 
were  obtained  from  the  State  of  Nebraska  De- 
partment of  Health  Hospital  Statistical  Report 
for  1988.  The  ASMS  provided  data  on  the 
number  of  physicians  board  certified  in  emer- 
gency medicine  who  graduated  from  Nebraska 
medical  schools.  The  dean's  office  at  each  of 
the  Nebraska  medical  schools  provided  the 
number  of  graduating  students  that  matched  in 
emergency  medicine  residencies  from  1985- 
1991. 

The  ED  visits  and  population  numbers  were 
placed  into  three  categories:  1)  counties  with 
no  ED  access,  2)  counties  with  access  to  EDs 


that  had  no  hospital-based  EP  coverage  only  on 
weekends,  and  3)  counties  with  at  least  one 
hospital  with  full-time  EP  coverage  24  hours  a 
day,  7 days  a week.  Physician  staffing  and  needs 
were  tabulated  on  a statewide  basis,  as  well  by 
metropolitan  (Douglas,  Sarpy,  Lancaster)  coun- 
ties and  non-metropolitan  categories. 

Results 

The  response  rate  was  88  out  of  89  (99%) 
hospitals.  Fifty-five  responded  by  mail  and  33 
by  phone  follow-up.  There  were  292,835  ED 
visits  in  Nebraska  during  1988.  Nebraska's 
population  was  1,578,385  in  1990,  and  the 
state  has  93  counties. 

Twenty-six  (28%)  counties,  with  a total  popu- 
lation of  98,839  (6.3%)  had  no  acute  hospital 
with  ED  access  in  the  county.  Fifty-seven  (61  %) 
counties,  with  a population  of  495,1 93  (31 .4%) 
and  48,978  ED  visits,  had  access  to  EDs  with  no 
or  weekend  only  hospital-based  EP  coverage. 
Ten  (11%)  counties,  with  a population  of 
984,353  (62.3%)  and  243,857  visits,  had  access 
to  EDs  with  full-time  in-house  EP  coverage. 
(Figures  1 &2) 

The  19  hospitals  (11  metropolitan,  8 non- 
metropolitan) in  10  counties  (3  metropolitan,  7 
non-metropolitan)  with  full-time  in-house  EP 
coverage  were  staffed  by  66  physicians  (49 
metropolitan,  1 7 non-metropolitan)  (Fig  3). 
Twenty-three  (35%)  were  board  certified  in  EM, 
and  only  8 of  those  had  been  trained  in  EM 
residencies  trained.  Of  the  rest,  1 5 (23%)  were 
board  certified  in  family  practice,  6 (9%)  in 
internal  medicine,  and  4 (6%)  pediatrics.  Eigh- 
teen (27%)  did  not  identify  certification. 


FIGURE  1 

Type  of  Emergency  Department  (ED)  Access  by  County 
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The  survey  showed  that  a total  of  87  physi- 
cians were  needed  to  fully  staff  the  EDs,  leaving 
a shortage  of  2 1 full-time  physicians  (8  in  metro- 
politan areas,  13  non-metropolitan)  (Fig  4). 
Apparently  the  shortfall  of  21  physicians  was 
made  up  by  "moonlighters"  of  unknown  quali- 
fications, since  12  of  the  19  fully  covered  EDs 
used  part-time  help.  Thirteen  hospitals  with  full 
or  weekend  coverage  utilized  national  corpora- 
tions to  provided  staffing  needs. 

There  was  evidence  of  increased  interest  in 
EM  by  students  in  the  state's  medical  schools.  In 
the  past  7 years,  38  students  from  UNMC  and 
Creighton  have  gone  into  EM  residency  pro- 
grams; 18  are  still  in  training.  Of  the  20  who 
have  completed  training,  only  3 have  returned 
to  Nebraska  to  practice.  According  to  ABMS, 
1 1 8 graduates  of  Nebraska  medical  schools  are 
currently  board  certified  (either  by  practice 
option  or  residency  training)  in  EM.  The  state 
has  only  23  board  certified  EPs,  so  most  of  the 
Nebraska  medical  school  graduates  that  be- 
came board  certified  EPs  are  practicing  else- 
where. 


order  of  frequency,  for  emergency  physicians: 
1 ) residency  training  in  emergency  medicine;  2) 
training  and  experience  necessary  to  take  the 
Emergency  Medicine  board  certification  exami- 
nation; 3)  residency  training  in  a related  spe- 
cialty; and  4)  experience  in,  and  full  time  com- 
mitment to.  Emergency  Medicine."^ 

In  Nebraska,  at  the  time  of  the  survey,  8 
(1 2%)  of  the  physicians  staffing  EDs  met  the  first 
qualification  criterion,  23  (35%)  met  the  sec- 
ond, 48  (73%)  metthe  third,  and  presumably  66 
(100%)  met  the  fourth.  With  the  addition  of  the 
perceived  need  of  21  EPs  to  the  43  practicing 
EPs  not  board  certified  in  emergency  medicine, 
then  the  state  is  short  64  emergency  medicine 
board  certified  EPs. 

Given  the  current  availability  of  EPs,  it  would 
take  decades  to  overcome  this  shortage  if  the 
current  net  outflow  of  Nebraska  medical  school 

FIGURE  3 

Number  of  Full  Time  In-Flouse  Coverage 
ED'S  and  Volume  By  Location 


Discussion 

The  qualifications  of  the  physicians  evaluat- 
ing and  treating  nearly  a quarter  million  emer- 
gency patients  annually  in  Nebraska  should  be 
evaluated.  The  American  College  of  Emergency 
Physicians  has  adopted  the  following  position 
with  respect  to  ED  physician  staffing:  "It  is  ideal 
for  all  physicians  working  in  emergency  depart- 
ments to  be  board-certified  in  Emergency  Medi- 
cine. Until  that  goal  is  realized,  however,  the 
following  are  recommended  qualifications,  in 


FIGURE  2 

Counties,  Population  and  ED  Volume 
By  Type  of  ED  Access 
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FIGURE  4 

Number  of  Practicing  Emergency  Physicians  (EP) 
Percieved  Need  By  Location 
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graduates  that  train  in  emergency  medicine 
continues.  One  obvious  solution  would  be  to 
develop  a residency  program  in  emergency 
medicine  in  Nebraska,  since  one  important 
determinant  of  where  physicians  practice  is 
where  they  train.  A recent  survey  of  EM  resi- 
dency trained  physicians  indicate  that  nearly 
half  were  in  practice  in  the  state  where  they 
completed  residency.^  Currently  almost  50  of 
the  127  U.S.  medical  schools  have  established 
emergency  medicine  residency  programs.  With 
the  national  shortage  of  EPs,  many  more  medi- 
cal schools  are  in  the  process  of  applying  for 
approval  for  EM  residency  programs.  Currently 
the  programs  closest  to  Nebraska  are  based  in 
Kansas  City,  Minneapolis,  Denver,  and  Chi- 
cago. Many  programs  are  based  in  the  inner  city 
and  may  not  adequately  address  the  unique 
needs  of  full-time  EPs  practicing  in  non-metro- 
politan communities.  No  residency  program 
currently  emphasizes  training  EPs  for  non- 
metropolitan community  practice.  Perhaps  it  is 
time  for  the  State  of  Nebraska  to  review  the 
number  of  graduate  medical  education  posi- 
tions it  currently  funds  to  determine  if  an  in- 
crease is  needed  to  allow  for  the  development 
of  an  emergency  medicine  residency  program 
in  the  state. 

Providing  adequate  emergency  health  care 
in  a mostly  rural  state  is  challenging.  Only  62% 
of  the  population  lives  in  counties  with  full-time, 
24-hour-coverage  EDs.  One  indicator  of  the 
need  for  improvement  in  emergency  care,  is  the 
fact  that  during  1984-1988,  the  unintentional 
injury  death  rate  for  counties  with  fewer  than 
10,000  people  was  54%  higher  than  in  the 
metropolitan  Douglas,  Sarpy  and  Lancastercoun- 
ties,  even  though  death  rates  for  cancer,  heart 
disease,  stroke,  and  pneumonia  were  lower  in 
the  non-metropolitan  communities.^This  would 
suggest  that  emergency  care  may  be  compro- 
mised in  rural  Nebraska. 

It  has  been  difficult  to  attract  board  certified 
EPs  to  work  in  Nebraska.  Because  the  current 
numbers  of  EM  residency-trained  physicians 
graduating  each  year  does  not  exceed  the  na- 
tional attrition  rate,  these  graduating  residents 
have  several  practice  opportunities  from  which 
to  choose,  usually  in  large  cities  with  higher 
salaries.  Even  mid-sized  cities  like  Omaha  and 
Lincoln  are  having  difficulty  attracting  Nebraska 
medical  graduates  who  train  in  emergency 
medicine,  once  they  have  left  the  state. 

The  stated  shortage  of  EPs  may  actually  be 
underestimated,  since  many  of  the  hospitals 


need  only  weekend  coverage  and  are  unable  to 
support  full-time  EPs  alone.  In  the  future,  ar- 
rangements could  possibly  be  made  with  a 
group  of  full-time  EPs  in  a nearby  community  to 
provide  weekend  coverage  for  those  hospitals. 
This  would  eliminate  the  need  for  unsupervised 
residents  or  unqualified  physicians  to  provide 
emergency  care  on  weekends,  thereby  reduc- 
ing the  likelihood  of  a "Libby  Zion"  type  case.® 

Even  if  the  state  were  fully  staffed  with  quali- 
fied EP's,  there  would  still  be  a problem  for 
people  in  counties  with  no  hospital  access  or 
access  to  EDs  that  could  not  provide  full-time 
hospital-based  EP  coverage.  Since  this  will 
always  be  the  situation  in  many  counties,  it 
might  be  important  for  the  primary  care  residen- 
cies that  are  training  physicians  to  practice  in 
rural  communities  to  increase  the  amount  of 
supervised  experience  in  emergency  medicine 
in  their  curriculums.  The  preventable  injury 
deaths  in  rural  areas  might  be  reduced  by 
improvement  of  pre-hospital  care  and  develop- 
ment of  a formal  trauma  care  system  in  the  state. 
Since  committed  EPs  are  the  professionals  usu- 
ally most  involved  in  these  two  areas,  any  means 
to  increase  the  number  of  qualified  full-time  EPs 
in  the  state  would  improve  these  conditions. 

Conclusion 

Nebraska  has  both  a shortage  and  maldis- 
tribution of  emergency  physicians.  Because  there 
is  a net  outflow  of  EPs  graduated  from  Nebraska's 
medical  schools,  one  solution  would  be  to 
develop  a residency  program  in  the  state  with 
emphasis  on  training  for  the  unique  needs  of 
practice  in  non-metropolitan  communities. 
Because  many  counties  have  no  hospital  emer- 
gency department  access,  pre-hospital  care  and 
trauma  systems  should  be  improved. 
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INFANT  home  apnea  monitoring 
to  prevent  Sudden  Infant 
Death  Syndrome  has  been 
widely  used  since  the  early  1 980's  with  publica- 
tions by  Kelly  and  Shannon,  and  a widely  seen 
1981  report  on  the  CBS  "60  Minutes"  program. 
The  subject  is  controversial  but  the  use  of  home 
apnea  monitors  has  grown  substantially.  Con- 
troversy concerning  the  etiology  of  Sudden 
Infant  Death  Syndrome,  its  relationship  to  ap- 
nea, periodic  breathing,  and  a wide  variety  of 
other  clinical  associations  and  historical  factors 
continues  to  leave  doubt  in  the  minds  of  the 
primary  clinician  about  whom  to  monitor,  when 
to  monitor,  how  long  to  monitor  and  when  to 
discontinue  monitoring.  There  is  a lag  between 
research  and  standard  of  practice. 

Until  the  etiology  of  Sudden  Infant  Death 
Syndrome  is  clearly  established  and  the  mecha- 
nism of  death  no  longer  is  speculation  and/or  a 
controlled  large  scale  clinical  trail  of  monitoring 
infants  at  risk  is  carried  out,  practitioners  will  still 
need  some  guidelines  that  reflect  an  appropri- 
ate local  or  national  standard  about  whom, 
where,  why  and  how  to  monitor  infants  at  risk 
for  apnea  or  Sudden  Infant  Death  Syndrome. 
We  will  attempt  to  provide  a rational  basis  for 
home  monitoring  in  the  patient  population  we 
serve  at  the  University  of  Nebraska  Medical 
Center  and  Creighton  University  School  of 
Medicine. 

The  definition  of  Sudden  Infant  Death  Syn- 
drome is  the  death  of  an  infant  under  1 year  of 
age  whom  by  autopsy  examination,  scene  in- 
vestigation and  case  review  has  no  discernable 
cause  of  death.  There  were  5476  SIDS  deaths  in 
the  United  States  in  1 988. This  figure  is  probably 
an  underestimate.  The  SIDS  rate  for  all  races 
infants  is  1.37  per  1000  live  births,  1.20  in  the 
whites,  and  2.26  in  blacks.  The  peak  age  of 
death  is  between  3 and  4 months  with  a range 
of  0 to  8 months  with  the  majority  having 
occurred  by  the  sixth  month  of  age.  Eleven 
percent  of  all  neonatal  deaths  are  Sudden  Infant 
Death  Syndrome.  There  is  a higher  rate  of 


intrauterine  growth  retardation  and  post-natal 
growth  retardation  in  infants  at  risk.  Deaths 
occur  more  often  in  infants  of  very  young 
mothers.  Usually  the  infant  is  second-born  or 
later.  There  is  a higher  SIDS  rate  in  infants  of 
smoking  mothers.  If  mothers  smoke  0-9  ciga- 
rettes per  day  the  risk  for  SIDS  is  double  the 
overall  rate.  If  mothers  smoke  greater  than  10 
cigarettes  per  day  the  risk  is  tripled.  Premature 
infants,  infants  of  low  socioeconomic  status, 
infants  who  have  chronic  obstructive  pulmo- 
nary disease  (BPD),  gastro-esophageal  reflux 
(GRE),  tracheostormies  and  infants  born  in  fami- 
lies where  there  has  been  a previous  SIDS  death 
have  a higher  rate  for  Sudden  Infant  Death 
Syndrome.  In  some  socioeconomic/cultural 
groups  the  rate  of  SIDS  is  greater  than  others, 
particularly  in  blacks  and  native  Americans. 
Some  sub-populations  of  native  Americans  how- 
ever do  not  have  a substantially  increased  rate 
for  SIDS.  Hispanic  populations  have  been  shown 
to  have  a decreased  rate  for  SIDS.  Cultural 
factors  may  have  some  bearing.  There  is  also  a 
large  population  of  infants  who  have  been 
successfully  resuscitated  from  apparent  life- 
threatening  events  (ALTE).  These  infants  have  a 
higher  rate  of  SIDS  as  well.  SIDS  occurs  more 
frequently  in  infants  exposed  to  cocaine  in- 
utero. 

There  is  however  a large  group  of  infants  who 
die  from  Sudden  Infant  Death  Syndrome  with- 
out any  pre-determined  associated  risk  factors. 
A risk  factor  is  based  on  a higher  rate  of  associa- 
tion rather  than  being  necessarily  present  in 
each  and  every  individual  occurrence. 

Infants  who  are  born  in  families  where  there 
has  been  a previous  SIDS  death  and  in  infants 
who  have  been  clinically  studied  but  who  sub- 
sequently died  from  SIDS,  have  shown  a higher 
incidence  of  periodic  breathing  and  apnea  than 
normal  infants.  There  is  a high  percentage  of 
periodic  breathing  in  many  premature  infants 
under  44  weeks  post-conceptual  age.  Apnea  of 
prematurity  itself  does  not  seem  to  predispose 
to  SIDS,  but  there  is  a higher  rate  of  SIDS  in 
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former  premature  infants.  Some  reports  of  peri- 
odic breathing  rates  in  prematures  show  that  it 
occurs  up  to  8-1 0%  sleep  time  as  opposed  up  to 
2.5%  in  term  healthy  infants.  The  siblings  of 
SIDS  infants  have  up  to  5.5%  periodic  breathing 
during  sleep.  Short  apnea  (less  than  20  seconds) 
in  infants  can  occur  normally  up  to  1 % of  sleep 
time  but  beyond  that  it  is  considered  abnormal. 

The  mechanism  of  death  in  SIDS  appears  to 
be  apnea  (a  cessation  of  respiratory  effort) 
however  this  has  not  been  definitively  proven. 
Associated  findings  include  one  report  by  Gil- 
bert showing  that  there  is  a higher  rate  of 
retention  of  fetal  hemoglobin  in  infants  who 
subsequently  die  of  SIDS.  This  suggests  chronic 
hypoxia.  There  may  be  some  association  of 
CNS  infection  with  cytomegalovirus  in  infants 
who  die  of  SIDS.  Some  SIDS  patients,  after 
scene  evaluation  and  case  review,  have  been 
determined  to  have  died  from  child  abuse  or 
neglect.  Prone  positioning  may  contribute  to 
obstructive  and/or  mixed  apnea.  Prone  posi- 
tioning during  sleep  may  contribute  to  SIDS. 

The  magnitude  of  the  associated  risk  factors, 
the  differences  in  groups  at  risk,  new  risks  being 
added  to  the  populations  such  as  maternal 
cocaine  use  during  pregnancy,  and  an  increas- 
ing neonatal  survival  rate  of  former  premature 
infants  may  have  contributed  to  the  lack  of 
reduction  in  SIDS  rates  by  the  use  of  home 
apnea  monitoring.  In  addition,  lack  of  parental 
compliance  with  the  use  of  home  monitoring, 
or  the  lack  of  understanding  by  the  parents  of 
cardiopulmonary  resuscitation  or  failure  to  be 
able  to  adequately  perform  CPR  may  have 
contributed  to  the  fact  that  SIDS  rates  have  not 
been  significantly  reduced. 

The  controversial  reports  about  the  etiology 
and  mechanisms  of  SIDS  have  created  confu- 
sion for  the  practicing  physician.  Despite  the 
fact  that  there  has  been  a national  consensus 
report  on  the  use  of  home  apnea  monitors, 
many  questions  have  been  left  unanswered. 
This  is  particularly  true  with  siblings  of  SIDS 
victims. 

We  have  developed  our  criteria  monitoring 
based  on  our  experience  with  the  population  at 
risk,  the  results  of  our  own  studies  of  patients 
and  our  continued  review  of  the  medical  litera- 
ture. 

Whom  to  Monitor 

All  infants  born  in  families  where  there  has 
been  prior  SIDS  death  are  monitored.  Infants 
who  are  on  oxygen  for  chronic  obstructive 


pulmonary  disease  (BPD)  or  who  have 
tracheostomies  in  place  are  monitored.  Prema- 
ture infants  who  have  apnea  or  require  contin- 
ued therapy  with  xanthines  to  prevent  apnea  or 
reduce  periodic  breathing  at  the  time  of  dis- 
charge are  monitored.  We  monitor  all  infants 
who  have  apnea  associated  with  gastroesopha- 
geal reflux.  We  also  monitor  all  infants  born  to 
mothers  who  have  clinically  or  historically  proven 
use  of  cocaine  or  heroine  during  the  latter 
stages  of  pregnancy.  We  also  monitor  all  infants 
who  have  an  apparent  life-threatening  event 
thatiseitherhistorically  or  clinically  documented. 

When  to  Monitor 

We  initiate  all  home  monitoring  at  the  time 
the  patient  is  determined  to  be  at  risk  either 
from  the  history  or  after  the  result  of  an  abnor- 
mal respiratory  study  for  age.  Pneumocar- 
diograms and/or  polysomnograms  of  5 channel 
modified  polysomnograms  may  be  done  to 
document  an  abnormality  in  respiratory  con- 
trol. However  the  pneumocardiogram  is  a 
screening  test  only  and  is  not  always  diagnostic. 
It  does  not  have  the  ability  to  detect  episodes  of 
obstructive  apnea. 

How  Long  to  Monitor 

All  monitoring  in  our  patients  is  carried  out 
from  the  time  of  diagnosis  of  risk  until  that  risk 
has  substantially  diminished.  Since  the  majority 
of  SIDS  deaths  occur  between  birth  and  6 
months  of  age  with  a peak  at  3-4  months,  we 
monitor  until  all  infants  are  at  least  6 months  of 
age.  In  addition,  we  have  established  based  on 
clinical  experience  and  the  literature  that  the 
following  criteria  must  be  met  as  well  before 
home  monitoring  is  discontinued. 

First,  there  is  no  direct  association  between 
the  disease  pertussis  or  pertussis  vaccination 
and  SIDS.  However  in  a significant  portion  of 
our  patient  population  who  had  pneumocar- 
diograms done  at  the  time  a DPT  was  adminis- 
tered we  found  periodic  breathing  and  apnea 
density  to  increase  for  several  days  post  immu- 
nization. We  and  others  have  also  found  that 
respiratory  infection,  fever  and  other  childhood 
illnesses  that  cause  physiologic  stress  can  in- 
crease periodic  breathing  and  short  apnea.  As  a 
result,  all  infants  are  not  discontinued  from 
monitoring  until  they  have  received  all  three 
DPT's.  Despite  the  fact  that  the  pneumocar- 
diogram is  a screening  device,  it  is  reproducible 
from  day  to  day  in  the  same  patient  under  the 
same  environmental  conditions.  We  have  a 
pneumocardiogram  done  at  the  time  of  the 
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stress  of  DPT,  when  the  infant  is  no  longer  being 
treated  with  xanthines,  to  determine  the  re- 
sponse to  stress.  If  the  result  is  normal  and  a 
subsequent  pneumocardiogram  is  normal,  home 
monitoring  is  discontinued.  We  also  want  to  see 
that  our  infants  have  demonstrated  that  they  do 
not  have  apnea.  We  require  that  they  be  signifi- 
cant alarm-free  for  at  least  3 months.  That  is,  if 
there  has  been  no  alarmed  event  requiring  any 
form  of  resuscitative  or  stimulative  effort.  In 
addition  we  want  to  see  them  alarm-free  from 
any  true  alarms  for  at  least  2 months. 

As  a result  of  these  criteria  and  the  need  to 
discontinued  xanthines  in  the  premature  infants 
and  other  infants  treated  for  excessive  short 
apnea  or  periodic  breathing,  the  average  dura- 
tion of  home  apnea  monitoring  is  6.5  months  in 
our  patients. 

There  are  some  infants  who  have  persistent 
respiratory  abnormalities  beyond  6 V2  months  of 
age.  These  infants  have  the  potential  of  having 
an  apneic  event  that  may  indeed  be  life  threat- 
ening. Continued  home  monitoring  will  be  nec- 
essary until  the  absence  of  events  or  polysom- 
nography demonstrates  that  the  children  are  no 
longer  at  risk.  Some  infants  will  have  persistent 
periodic  breathing  in  excess  of  normal  does  not 
cause  desaturation  and  does  not  lead  to  epi- 
sodes of  apnea.  If  it  can  be  demonstrated  that 
the  periodic  breathing  is  of  no  clinical  conse- 
quence and  the  patient  does  not  desaturate, 
then  home  monitoring  can  be  discontinued. 

Home  monitoring  of  infants  at  risk  for  Sud- 
den infant  Death  Syndrome  should  be  carried 
out  from  the  time  the  risk  is  determined  until 
they  reach  beyond  6 months  of  age  and  have 
demonstrated  normal  respiratory  control.  In 
addition,  they  should  be  monitored  until  all 
three  DPT's  have  been  complete.  Infants  are 
determined  to  be  at  risk  based  on  historical  risk 
factors  and  demonstrated  respiratory  abnor- 
malities and/or  clinical  occurrence  of  apneic 
events.  In  all  instances  home  monitoring  should 
be  carried  out  for  the  duration  that  SIDS  is  a 
substantial  risk  to  that  infant.  However  parents 
have  the  right  to  refuse  home  monitoring.  They 
need  to  understand  the  risks  involved. 

Home  monitoring  is  not  without  its  risk  and 
benefits.  It  has  not  been  shown  in  a controlled 
trial  to  be  efficacious  in  reducing  Sudden  Infant 
Death  Syndrome.  Monitors  have  limitations  in 
their  ability  to  respond  to  true  events.  They  use 
transthoracic  impedance  to  determine  chest 
movement  and  respiratory  effort.  This  is  an 


imperfect  technology.  In  addition,  equipment 
can  fail.  Thirty  to  forty  percent  of  parents  are 
noncompliant  with  monitoring.  Home  monitor- 
ing is  moderately  expensive  averaging  $300  per 
month. 

The  parent  needs  to  determine  that  home 
monitoring  is  or  isn't  a reliable  option  if  the  risk/ 
benefit  ratio  is  relatively  small,  and  the  cost  is 
high.  The  parents  must  be  willing  to  accept  the 
psychological  and  physical  burden  of  home 
apnea  monitors. 

Summary 

Home  apnea  monitoring  is  highly  controver- 
sial. A system  for  determining  which  infants  are 
at  risk,  who  to  monitor,  how  long  to  monitor  and 
when  to  discontinue  home  monitors  has  been 
presented.  This  view  is  based  on  our  clinical 
experience  and  review  of  the  literature. 
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AMA  NEWS  NOTES 


The  AMA  is  supporting  Oregon's  application 
for  a waiver  from  federal  Medicaid  regulations. 
The  state  legislature  plans  to  replace  the  federal 
program  with  a more  comprehensive  system. 
All  state  residents  whose  incomes  are  below  the 
poverty  level  would  be  eligible.  The  Oregon 
Medical  Assn,  requested  AMA  assistance  in 
securing  the  federal  waiver  so  that  the  state 
could  proceed  with  the  demonstration  project. 
The  AMA  responded  to  the  state  association's 
request  by  facilitating  meetings  with  officials  in 
Congress  and  the  administration. 

* ★ ★ 


The  Advisory  Council  on  Social  Security 
presented  its  final  report  to  the  Secretary  of 
Health  and  Human  Services.  The  council,  which 
brought  together  private-sector  representatives 
to  examine  Americans'  access  to  the  health 
system,  did  not  agree  on  a plan  for  assuring 
access  to  care,  controlling  costs  or  improving 
quality.  Instead,  it  recommended  that  the  United 
States  test  alternative  financing  methods.  In  a 
statement,  AMATrustee  Lonnie  R.  Bristow,  MD, 
applauded  the  panel's  proposal  to  create  a 
health  insurance  program  for  children  who  are 
not  covered  by  a parent's  plan.  He  also  sup- 
ported the  recommendation  to  establish  school- 
based  clinics  for  children.  The  proposals  to 
study  employer-mandated  health  insurance  and 
to  expand  Medicaid  are  consistent  with  the 
AMA's  Health  Access  America  plan.  Dr.  Bristow 
added,  however,  that  the  AMA  was  disappointed 
by  the  panel's  failure  to  reach  a consensus.  "The 
experiments  will  take  five  to  10  years  to  com- 
plete," he  said.  "In  the  meantime,  millions  of 
uninsured  Americans  continue  to  wait  for  a 
solution  to  their  current  needs." 

* ★ ★ 


Approximately  10%  of  physicians  in  the 
United  States  have  ownership  interests  in  health 
care  facilities  such  as  clinical  laboratories,  diag- 
nostic imaging  centers,  and  physical  therapy 
and  rehabilitation  centers.  To  address  potential 
conflicts  of  interest,  the  AMA  Council  on  Ethical 
and  Judicial  Affairs  has  strengthened  its  opinion 
on  self-referral.  Citing  anecdotes  of  excessive 
profit  and  overutilization,  the  council  estab- 
lished stricter  guidelines  that  are  more  consis- 
tent with  the  AMA.'s  emphasis  on  professional- 
ism. In  general,  physicians  may  self-refer  if  they 
are  treating  patients  or  providing  service  at  the 
facility.  Self-referral  may  also  take  place  when 
physicians  can  demonstrate  (1)  there  is  no 
alternative  facility  in  the  community  and  (2) 
they  were  the  only  ones  who  could  provide  the 
financial  backing  to  set  up  the  facility.  Council 
Chairperson  Oscar  W.  Clarke,  MD,  presented 
the  report. 

★ ★ ★ 


Some  physicians  have  second  thoughts  about 
participating  in  airborne  mercy  missions  be- 
cause their  life,  accident,  health  and  disability 
insurance  will  not  cover  them  during  emer- 
gency flights.  Most  life  insurance  policies  and 
some  accident,  health  and  disability  insurance 
policies  have  a standard  clause  excluding  ben- 
efits for  incidents  occurring  aboard  non-sched- 
uled  flights.  Responding  to  Resolution  144(A- 
91),  the  AMA  Council  on  Legislation  prepared 
a model  state  bill  that  would  declare  an  excep- 
tion to  the  exclusion  of  benefits  for  medical  care 
providers  on  emergency  flights.  Police  and  fire 
fighters  already  have  the  exception  that  physi- 
cians are  now  asking  for. 

★ ★ ★ 
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PRESIDENT'S  PAGE 


"False  Identity" 

PERRY  T.  WILLIAMS,  M.D. 


You  can't  believe  what  some  people  will  do 
with  our  documents.  Unless  something  is  done 
soon,  the  "open  access"  to  birth  and  death 
certificates  will  cause  a problem  similar  to  a 
deluge  after  opening  up  the  floodgates  of  a 
dam. 

Until  last  year,  these  certificates  at  the  De- 
partment of  Health  were  protected  from  unnec- 
essary snooping.  But  the  recent  interpretation 
of  law  by  the  Attorney  General's  office  made 
these  documents  a mattef.;  of  public  record 
which  can  be  reviewed  by  anyone.  Prior  to  that 
time,  it  was  necessary  to  meet  certain  require- 
ments in  order  to  view  these  documents.  Mere 
looking  was  not  permitted,  while  persons  with 
proper  need  or  cause  were  allowed  to  study 
them. 

There  are  various  legitimate  reasons  to  have 
access  to  Health  Department  documents  and 
these  include  historical  search  or  study,  geneal- 
ogy search,  family  interests,  estate  purposes, 
and,  at  times,  news  and  press  reporters.  Some- 
times there  are  very  definite  needs  to  issue 
copies  of  the  documents,  i.e.,  when  someone 
has  lost  an  original.  No  question  about  it,  we 
citizens  have  occasion  to  view  and  replace 
copies  of  our  documents.  No  one  should  con- 
test that  normal  function. 

But  a major  problem  arises  when  flagrant 
abuse  of  this  system  by  improper  or  criminal 
elements  enter  the  picture  under  the  current 
open  access  interpretation  of  the  law.  And,  we 
are  informed  by  law  enforcement  departments 
that  it  is  happening  currently  in  a very  significant 
number  of  cases. 

By  manipulating  our  system  at  the  Records 
Division  of  the  Bureau  of  Vital  Statistics  of  the 
Nebraska  Department  of  Health,  an  unscrupu- 
lous person  can  obtain  enough  information  and 
certified  copies  to  enable  that  individual  to 


Perry  T.  Williams,  M.D. 


establish  a new  false  identity.  That  identity  then 
endows  him/her  to  produce  significant  havoc 
by  obtaining  a false  driver's  license,  credit  cards, 
various  documents  and  employment,  to  name  a 
few  of  the  complications. 

The  Department  of  Health  and  various  law 
enforcement  people  are  attempting  to  protect 
us  from  that  happenstance.  It  may  be  necessary 
to  change  that  particular  statute  or  at  least  its 
regulations.  We  have  been  actively  participat- 
ing in  that  study  and  will  continue  to  do  so  for 
several  reasons,  not  the  least  of  which  is  that 
physicians  view  these  documents  as  an  exten- 
sion of  the  medical  record  and  as  such,  should 
enjoy  some  degree  of  privacy  and  confidentiality. 

We  will  support  reasonable  and  fair  solutions 
to  safeguard  these  certificates  more  than  they 
are  currently  being  protected  by  our  state  law 
and  its  interpretation.  A correction  should  not 
be  too  difficult,  but  we  will  follow  closely  what 
our  current  session  of  the  Unicameral  does  in 
this  matter  over  the  next  few  weeks. 
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AUXILIARY 

"And  So  We  Continue  . . 

DONNA  STONE,  PRESIDENT 
NMA  Auxiliary 


As  we  begin  1 992  we  are  reminded  that  the 
time  for  accomplishing  our  goals  for  the  auxil- 
iary year  is  moving  forward  quickly. 

By  the  time  you  read  this  our  Legislative  Day 
featuringa  health  checkforsenatorsand spouses 
plus  a luncheon  will  be  over;  a report  of  the 
events  will  be  included  next  month.  It  does 
remind  me  however  — do  you  know  the  legisla- 
tor from  your  district?  More  to  the  point,  does 
he  know  you?  We  can't  stress  enough  how 
important  it  is  to  be  "in  touch"  and  aware  of 
legislation  that  affects  us  all.  Help  to  make  a 
difference! 

I would  hope  that  one  way  or  another  you  are 
all  involved  in  health  projects  in  your  communi- 
ties. Health  education  will  always  be  a major 
focus  for  our  auxiliary  and  the  best  part  of  all  is 
— your  auxiliary  size  has  nothing  to  do  with  your 
success  in  this  area.  As  a member  of  the  auxiliary 
you  have  access  to  tons  of  information  to  help 
in  countless  health  education  areas.  Make  your 
presence  known  and  felt  in  your  community  — 
you  will  be  glad  you  did  and  so  will  your 
spouses.  (Image-making  is  another  important 
role  for  us.) 

If  you  believe  that  this  organization  is  much, 
much  more  than  social  fluff  then  you  will  also 
believe  that  your  membership  is  vital  to  its  well- 
being. Over  800  of  you  believed  it  last  year  and 
we  hope  that  more  than  900  of  you  share  the 
same  beliefs  this  year.  We  need  you  and  your 
energy,  expertise  and  time,  but  if  you  are  unable 
to  participate  in  these  ways,  please  consider 
paying  your  dues  to  help  us  carry  on.  (Deadline 
for  national  delegate  determination  is  March 
1 st.) 

I just  completed  a very  comprehensive  sur- 
vey form  prepared  by  the  AMA  Vice  President 


for  Strategic  Planning  and  Information,  regard- 
ing the  name  study  being  undertaken  by  the 
AMA  Auxiliary  Long  Range  Planning  Commit- 
tee. Many  members  feel  that  the  term  "auxiliary" 
no  longer  describes  the  many  functions  per- 
formed by  the  organization  or  reflects  the  diver- 
sity of  our  membership.  To  many  it  creates  an 
image  of  subservience  to,  rather  than  a partner- 
ship with  the  American  Medical  Association. 
Should  we  have  a tag  line  that  states  that  health 
education  is  our  primary  function?  Should  we 
have  our  relationship  with  the  AMA  designated 
in  our  title?  Do  we  want  to  be  better  known  as 
a separate  entity?  Would  we  attract  more  male 
spouses?  Younger  members?  It  just  proves  that 
the  answer  to  "What's  in  a name?"  is  "Plenty!" 
The  survey  also  posed  many  questions  regard- 
ing the  direction  our  organization  should  take  in 
the  coming  years.  The  Long  Range  Planning 
Committee  has  its  work  cut  out  for  it!  (A  round 
of  applause  is  in  order  here.) 

This  month  Mona  Damico  has  included  an 
important  paragraph  for  all  of  you: 

"l  will  be  contacting  auxilians  across  the  state  to  com- 
plete the  NMAA  state  board,  committees  and  special 
appointments  for  1992-1993. 

I realize  that  auxilians  are  busy  members  of  their  respec- 
tive communities,  thus  I am  making  a concerted  effort  to 
involve  more  auxilians  this  year  in  order  to  minimize 
individual  commitments  and  "burn  ouL" 

Please  join  me  in  making  this  a successful  year  for 
NMAA  by  joining  the  NMAA  team." 

Mona  Damico,  President-Elect  NMAA. 

As  you  can  see,  the  Nebraska  Medical  Asso- 
ciation Auxiliary  is  here  to  stay.  Crow  with  us! 
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WELCOME  NEW  MEMBERS 


Neil  L.  Sergei,  M.D. 

401  E.  Gold  Coast  Rd.,  #102 
Papillion,  NE  68128 

Lennie  Deaver,  M.D. 

Box  508 

Cambridge,  NE  69022 

John  C.  Grove,  M.D.  (reinstated) 
McCook  Clinic,  1301  East  H St. 
McCook,  NE  69001 

Bernard  W.  Douglas,  M.D. 

P.O.  Box  317 
Holdrege,  NE  68949 

Steve  Boyer,  M.D. 

807  N.  Ash  St. 

Gordon,  NE  69343 

Margaret  Cavanaugh-Boyer,  M.D. 
807  N.  Ash  St. 

Gordon,  NE  69343 

Theresa  S.  Hatcher,  D.O. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

MARCH  5-6-7, 1 992  — Basic  Laparoscopy  Course 
— Boys  Town  and  Creighton  University. 

MARCH  7,  1992  — Autologous  Transfusions: 
New  Perspectives  — Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

MARCH  26-27-28,  1992  — Advanced  Lap- 
aroscopy Course  — Creighton  University, 
Omaha,  NE. 

APRIL  3-4,  1992  — Gastrointestinal  Motility 
Disorders  in  Children  and  the  Role  of  Intesti- 
nal Transplantation  — Red  Lion  Hotel,  Omaha, 
NE. 

APRIL  10, 1992  — CurrentConceptsinThe  Care 
ofVentilator  Dependent  Patients  — Nebraska 
Center  for  Continuing  Education,  University 
of  Nebraska  - Lincoln,  Lincoln,  NE. 

APRIL  29,  1 992  — Distinguished  Lecture  Series 
— Samuel  Z.  Goldhaber,  M.D.  — Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MAY  20, 1 992  — Distinguished  Lecture  Series  — 
TO  BE  ANNOUNCED. 

MAY  22-24, 1 992  — Family  Medicine  Update  — 
Lake  Okoboji,  lA. 

MAY  28-3 1 , 1 992  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  — Criss  II  — 
Creighton  University,  Omaha,  NE. 

JUNE  4-5-6,  1992  — Advanced  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

JUNE  6,  1992  — 10th  Annual  Maurice  Grier 
Symposium  — Student  Center,  Creighton 
University,  Omaha,  NE. 

JUNE  18,  1 992  — TBA  — Distinguished  Lecture 
Series  — Thomas  Brady,  M.D.  — Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 


JUNE  19-20,  1992  — TBA  — Neuroimaging 
Conference  — Center  for  Mental  Health, 
Omaha,  NE. 

AUGUST  1 3-1 4-1 5,  1 992  — Basic  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

SEPTEMBER  17-18-19,  1992  - Advanced 
Laparoscopy  Course  — Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1992  — Fifth  Annual  Digestive 
Diseases  Symposium  — University  of  Ne- 
braska, Lincoln,  NE. 

NOVEMBER  19-21,  1992  — Update  in 
Ultrasonography  and  Day  with  the 
Perinatologists  — Marriott  Hotel,  Omaha,  NE. 

DECEMBER  17-18-19,  1992  - Advanced 
Laparoscopy  Course  — Creighton  University, 
Omaha,  NE. 

fhe  contact  person  for  these  courses  is  Sally  C.  O'Neill 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 
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COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


MAYO  FOUNDATION 

MARCH  29-APRIL  1,  1992  — Management 
Strategies  in  Complex  Congenital  Heart  Dis- 
ease, Phoenix,  Arizona,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

APRIL  24-26,  1992  — 1st  Annual  Mayo  Clinic 
Conference  on  Advances  in  Clinical  Anesthe- 
siology, Amelia  Island  Plantation,  Amelia  Is- 
land, Florida,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  toll  Free  800-323-2688. 

AUGUST  20-22,  1992  — Operative  Gynecol- 
ogy: 3rd  Annual  Live  Televideo  Conference, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

MARCH  21,  1992  — Risk  Factor  Modification, 
Saturday,  8:00-1 2:00  noon,  Omaha  Marriott, 
Omaha,  Nebraska. 

MARCH  23  - APRIL  3,  1992  — Family  Practice 
Review,  Monday  through  Saturday  and  Mon- 
day through  Friday,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center. 

MARCH  27,  1992  — Common  Infectious  Dis- 
ease Problems  in  Primary  Care:  Focus  on  the 
Pediatric  Patient,  Friday,  2:00-6:00  p.m., 
Omaha  Marriott,  Omaha,  Nebraska. 


APRIL  1 0, 1 992  — Smoking  Cessation:  Practical 
Aspects  and  New  Developments,  Friday, 
12:00-5:00  p.m.,  Omaha  Marriott,  Omaha, 
Nebraska. 

APRIL  27  - MAY  8,  1992  — Family  Practice 
Review,  Monday  through  Saturday  and  Mon- 
day through  Friday,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center. 

MAY  1,  1992  — Common  Infectious  Disease 
Problems  in  Primary  Care:  Focus  on  the 
Pediatric  Patient,  Friday,  2:00-6:00  p.m., 
Omaha  Marriott,  Omaha,  Nebraska. 

JUNE  4-5,  1 992  — 41  st  Annual  Ob-Gyn  Confer- 
ence "Common  Office  Gynecological  Prob- 
lems" (in  conjunction  with  the  College  World 
Series)  Thursday  afternoon  and  Friday  morn- 
ing, Omaha  Marriott,  Omaha,  Nebraska. 

JUNE  12-13,  1992  — Second  Annual  Lipids 
Conference,  "Lipid  Treatment:  The  Realities 
and  The  Responses",  Friday  and  Saturday, 
Mahoney  State  Park,  Ashland,  Nebraska. 

To  register  or  for  further  information,  please  contact  Marge 
Adey,  Coordinatorof  Continuing  Medical  Education,  University 
of  Nebraska  Medical  Center,  Center  for  Continuing  Education, 
600  South  42nd  Street,  Omaha,  Nebraska  68198-5651.  Tele- 
phone (402)  559-4152,  FAX  (402)  559-5915. 


ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
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(or  Conlinuing  Education,  University  of  Nebraska  Medical 
Center,  GOO  South  4 2nd  Street,  Omaha,  Nebraska  G8198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  Ml) 
ADVANTAC.T:  number  and  ask  for  Continuing  Education 
1 -800-642-1095  Nationwide,  or  use  our  I AX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUALSESSION  — House  of  Delegates,  April 
24-26  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 


FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Lincoln. 


UNIVERSITT  OF  KANSAS 
MEDICAL  CENTER 

MARCH  6, 1 992  — 6th  Annual  Center  on  Aging 
Postgraduate  Symposium  The  Older  Adult, 
Special  Issues:  In  Hospital  and  Out,  The 
University  of  Kansas  Medical  Center, 
Battenfeld  Auditorium,  Rainbow  and  Olathe 
Boulevards,  Kansas  City,  Kansas,  Fees.:  Physi- 
cians $125,  Others  $55,  Credit:  6.0  AMA 
Category  1 Credit  Hours,  6.0  AAFP  Pre- 
scribed Credit  Hours,  7.0  Continuing  Educa- 
tion Contact  Hours  for  Nurses,  6.0  Clock 
Hours  for  Nursing  Home  Administrators,  6.0 
Continuing  Education  Hours  for  Dietitians, 
Contact:  David  Baldwin,  University  of  Kansas 
Medical  Center,  Office  of  Continuing  Educa- 
tion, 3901  Rainbow  Boulevard,  Kansas  City, 
KS  66160-7108,  913-588-4488. 


March  1992  Nebraska  Medical  Journal  43 


AMA  NEWS  NOTES 


The  nationwide  advocacy  and  letter-writing 
campaign  to  reverse  the  16%  cut  in  the  Medi- 
care conversion  factor  is  at  the  top  of  the  list  of 
the  AMA's  1991  achievements  in  the  govern- 
ment affairs  arena.  The  campaign  led  to  a 1 3.2% 
increase  in  the  conversion  factor,  from  $26,873 
proposed  in  June  to  $30,423  in  the  final  rule 
published  in  November.  The  Washington  Of- 
fice reported  some  of  the  year's  other  achieve- 
ments; 

• Health  Access  America  has  positioned  the 
AMA  as  a key  participant  in  the  national  debate 
on  health  system  reform.  Many  of  the  plan's  1 6 
principles  are  represented  in  bills  that  are  pend- 
ing in  the  House  and  Senate. 

• The  AMA  helped  to  defeat  ill-advised  legis- 
lation on  testing  patients  for  human  immuno- 
deficiency virus  and  on  restricting  HIV-positive 
health  care  workers. 

• A second  set  of  Medicare  anti-hassle  bills 
was  introduced  by  Rep.  j.  Roy  Rowland,  MD  (D, 
Ga.),  and  Sen.  Max  Baucus  (D,  Mont.). 


• The  AMA  provided  extensive  input  into  the 
development  of  two  key  professional  liability 
reform  bills.  The  bills  were  introduced  by  Sen. 
Orrin  G.  Hatch  (R,  Utah)  and  Rep.  Nancy  L. 
Johnson  (R,  Conn.). 

• In  response  to  AMA  lobbying,  the  Health 
Care  Financing  Administration  deferred  collec- 
tion of  laboratory  certification  fees  until  physi- 
cians have  an  opportunity  to  review  the  revised 
Clinical  Laboratory  Improvement  Amendments, 
or  CLIA,  standards. 

• The  House  of  Representatives  passed  legis- 
lation that  would  establish  the  AMA's  National 
Credentials  Verification  Service  as  a repository 
for  documenting  international  medical  gradu- 
ates' qualifications  for  licensure. 

• At  the  AMA's  request.  Rep.  EdolphusTowns 
(D,  N.Y.)  introduced  a bill  to  eliminate  discrimi- 
natory Medicare  payment  policies  for  physi- 
cians in  their  first  five  years  of  practice. 


'"/IRE  pu  m HFART  'TRANSPLANT  OR  m UMRlKMSPUm  ? 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  .Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  .services?  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Foreman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMIITEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Itetelsdorf,  M.D Omaha 


Scott  G.  Rose,  M.D Omaha 

Robert  C.  Roaenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

NMA  AD-IIOC  COMMiri  KK  ON  VIOl.KNCK  AND  NKGI.KCT 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F*.  Nabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  F'avelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Dausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Soclion  on  Maternal  and  Fetal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Paimer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AI>HOC  COMMITTEE  ON  ATHIJ5TIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hmicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage.  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 

RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

WilHeim  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 


Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

David  A.  I5igler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  I lartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Laii,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akereon,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Michael  J.  McGahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'HoIleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  TASK  FOIiCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  RcprcHcntativcB 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R,  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  • GYNECOLOGY  Karen  M.  Higgins.  M..D. 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-91 


LINCOLN,  cent 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-91 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
• GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 
CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  ■ Lincoln,  NF, 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver,  M.D.  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Card,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

Kyong  T.  Turk,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-91 


pathology 

medical 

services 


A Nichols  Institute  Affiliate 


SAMUELE.BOON.M  D 
JOHN  H.  CASEY.  M.D. 
DEBORAH  K.  DAVIDSON.  D.O 
MICHAELJ,  DUGGAN,  M.D 
DONALD  A.  DYNEK.M  D 
GEORGE  E.GAMMEL,  M.D 
ORINR  HAYES.  M.D. 
DAVID  L.KUTSCH.MD 
STEFFAN  R.  LACEY.  M D 
MATTHIAS  I,  OKOYE.M  D. 
JOHN  F PORTERFIELD,  M D 
AINAI.SILENIEKS.M.D, 
ROBERT  F,  SHAPIRO.  M D 
DANIELJ. TILL. M.D 
LARRY  D,  TOALSON.  M D 


Plaza  Mall  South;  1919  South 40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053of800(742-7414  6-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Uoyd  E.  Tenney.  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-Invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  • Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-91 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W,  McFADDEN,  JR.,M.O. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,M.D. 
R.K.  KOER0ER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  -O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


SCOTTSBLUFF 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolui  C.  Filkins,  M.D, , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Wliitted,  M.D. 

Jolm  D.  Griffitlis,  M.D. 

Jeffery  J.  Hottinaii,  M.D. 
Michael  A.  Halsted,  M.D. 
Katluyn  E.  Hodges,  M.D. 

11-91 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  ft18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  68122 

(402)  391  -1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

1t-9t 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Marlin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1 SCOTTSBLUFF 
(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


• 1 


• 3 *4  *5 
• 2 *6 


• 9 


10 


• 8 


8.  OGALLALA 

(308)  284-4011 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-391 1 


February  1992 


Nebraska  Medical  Journal 


23-A 


Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  51  5,  Ankeny,  Iowa,  50021 ; 1-800-729-781  3. 

GENERAL  SURGEION  — Join  established  lucra- 
tive pnctice  serving  2 excellent  hospitals  and  2 
county  population  of  35,000.  Peaceful  scenic  city 
of  8,500.  Excellent  housing,  school  system,  shop- 
ping, progressive  medical  staff.  Send  C.V.  to  Jim 
Schneckloth,  4 Sunset  Place,  Charles  City,  Iowa 
50616. 

FAMILY  PRACTICE,  OB-GYN,  INTERNAL  MEDI- 
CINE AND  URGENT  CARE  — Positions  are  avail- 
able in  a variety  of  settings  from  Central  Michigian 
through  Illinois,  Wisconsin,  and  Nebraska,  to  the 
rolling  plains  of  Kansas.  Single  or  multi-specialty 
groups,  or  solo  with  generous  call  coverage,  or 
faculty  FP.  Attractive  guarantees  and  benefits.  For 
more  information  please  contact  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC,  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

ARE  YOU  SEEKING  A POSITION  IN  NEONA- 
TOLOGY, ORTHOPEDICS,  DERMATOLOGY,  AL- 
LERGY, RADIOLOGY,  ONCOLOGY,  NEURO- 
SURGERY OR  RHEUMATOLOGY?  We  have  posi- 
tions available  in  Ohio,  Missouri,  Wisconsin,  and 
Nebraska.  Attractive  guarantees  and  benefit  pack- 
ages. Single  or  multi-specialty  groups.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

PEDIATRICIAN  — Excellent  opportunity  for  pe- 
diatrician to  join  established  multi-s|)ecialty  medical 
clinic  or  38  professionals  (3  pediatricians)  in  a 
quality-of-life  South  Dakota  community;  featuring 
full  service  hospital;  growing  community  and  re- 
gional medical  jiractice;  and  superior  educational 
and  recreational  resources.  Guaranteed  salary  and 
additional  incentives  offered  by  clinic.  Become  part 
of  a well-managed  jirofessional  corporation  which 
provides  a full-range  of  employee  benefits.  On-call 
only  every  4th  weekend.  For  immediate  consider- 
ation, contact  Jim  France,  1-800-666-4041  to  dis- 
cuss your  availability  for  consideration  with  this 
dynamic  organization. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE  — Fine  opportunity  for  grow- 
ing and  lucrative  group  practice.  Progressive  medi- 
cal staff  serves  61  bed  hospital  and  county  popula- 
tion of  19,000.  Peaceful,  scenic  city  of  8,500  with 
excellent  housing,  schools,  shopping,  hunting,  sports, 
wide  range  of  community  and  hospital/health  ser- 
vices. Send  C.V.  to  Jim  Schneckloth,  4 Sunset  Place, 
Charles  City,  Iowa  50616. 

OTOLARYNGOLOGY,  BRAINERD,  MINNE- 
SOTA—Join  22  MD  multispecialty  clinic.  No  capita- 
tion. No  start-up  costs.  Two  hours  from  Minneapo- 
lis. Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  281/828-7105  or  21 8/ 
829-4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

PEDIATRICS,  BRAINERD,  MINNESOTA  - Join 
pediatrician  in  22  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  families. 
Call  collect/write  Curtis  Nielsen,  218/829-7105  or 
2 1 8/829-4901 , P.O.  Box  524,  Brainerd,  MN  56401 . 

FAMILY  PRACTICE  OPPORTUNITY  - For  the 
past  ten  years  my  wife  has  been  saying  "when  you 
retire  . . ."  That  time  has  come.  38-year  solo  family 
practice  with  multi-shared  weekend  call  in  beautiful 
Colorado  Springs.  1991  gross  of  $200,000.  I am 
available  for  2-year  transition  to  increase  practice 
base  and  help  join  HMO's  and  PPO's.  All  aspects  of 
sale  negotiable.  Joseph  S.  Pollard,  M.D.,  1414  N. 
Hancock,  Colorado  Springs,  CO  80903. 

OVERWHELMED  BY  THE  POSSIBILITIES  - You 
need  a good  headhunter!  Someone  to  decipher  the 
pros  and  cons  of:  Practice  opportunities,  salaries, 
contracts,  buy-ins.  We'll  network  and  negotiate  for 
you.  Judi  White,  R.N.,  BSN,  Dunhill  of  South  Lenexa, 
9718  Rosehill  Road,  Lenexa,  KS  66212,  913-599- 
6270,  FAX  913-599-6542. 

OPI  n HALMOLOGIST  — Resident  finishes  in 
July  1992.  Desires  to  join  solo  or  small  group  as 
com|)rehensive  eye  doctor.  Phaco  trained.  Interest 
in  pediatrics.  Low  vision  rehabilitation  skills.  Solid 
medical  retina.  Excellent  patient  relations.  Acad- 
emy committee  member  and  known  nationally 
among  parents  of  the  visually  impaired.  Want  to 
return  to  home  to  Nebraska.  Call  for  letter  and  CV: 
J.  liegner,  M.D.,  (512)  680-7476. 
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Physicians'  Classified  (cont.) 


AVAILABLE  FOR  SALE  — General  Surgery,  Hos- 
pital Based  Practice,  Colorado  Springs,  Colorado. 
25  East  Jackson,  Suite  305,  Colorado  Springs, 
Colorado  80908,  (719)  636-0075,  FAX:  (719)  636- 
0070.  Sale  includes  Penrose  Hospital  office  lease, 
equipment,  patient  records,  managed  care  con- 
tacts and  referral  base. 

KANSAS  — Live  and  work  close  to  Wichita. 
Unlimited  potential  affiliating  with  two  very  well- 
established  and  highly  respected  family  physicians 
in  their  busy  practice.  A full  range  of  family  practice 
cases  including  obstetrics  is  available.  An  attractive, 
two-year  NET  income  guarantee  of  $120,000  per 
year  plus  benefit  package  and  productivity  incen- 
tives will  be  provided.  For  further  information,  con- 
tact Bob  Suleski,  1-800-338-7107. 

ORTHOPEDIC  SURGEONS  - Needed  for  sev- 
eral midwest  practices.  Choose  from  solo  with 
shared  call  and  medical  draw  of  60,00, 2-way  call  in 
family  community  with  medical  draw  of  160,000, 
partnership  in  water-front  community  with  out- 
standing potential,  or  group  with  4-way  call  just  45 
minutes  from  metro  area.  Interest  in  sports  medi- 
cine a plus  for  several  of  these  opportunities.  For 
more  information,  mail  CV  or  call  BILL  SHERRIFF  at 
1-800-533-0525,  Sherriff  & Associates,  10983 
Granada  Suite  202,  Overland  Park,  Kansas  662 1 1 . 


PE[)IA [RICIAN  — BC/BE  pediatrician  needed 
for  hospital-sponsored  clinic  in  midwest  metro  loca- 
tion with  medical  draw  of  one  million.  Opportunity 
offers  practice  management,  6-way  call,  negotiable 
guarantee,  and  optional  academics  in  a community 
with  top-rated  public  schools,  colleges,  museums, 
symphony,  water  recreation,  and  first-class  afford- 
able housing.  Potential  first  year  income  of 
$1 50,000+.  For  more  information,  mail  CV  or  call 
BARB  INSELMAN  at  1-800-533-0525,  Sherriff  & 
Associates,  10983  Granada  Suite  202,  Overland 
Park,  Kansas  6621 1 . 

GENERAL  SURGERY  — join  two  BC  surgeons. 
F’erform  surgeries  at  state-of-the-art  hospital  with 
mobile  MRi,  CT  and  laproscopy,  or  a new  fully- 
equipped  minor  surgery  facility,  both  within  5 blocks 
of  clinic.  Opportunity  offers  paid  malpractice,  full 
benefits,  productivity,  partnership,  lucrative  poten- 
tial, and  negotiable  first-year  guarantee.  Interest  in 
vascular  a plus.  Community  of  30,000  has  lovely 
affordable  housing  and  top-rated  public  schools. 
For  more  information,  mail  CV  or  call  BARB 
INSELMAN  at  1-800-533-0525,  Sherriff  & Associ- 
ates, 10983  Granada  Suite  202,  Overland  Park, 
Kansas  6621 1 . 

INTRODUCING’ PREFERRED  SEARCH  - For 
your  physician  needs.  FULL  RETAINED  SERVICES  — 
for  one  small  retainer.  PERSONAL  SERVICE  dedi- 
cated to  your  specific  position.  ACCOUNTABIL- 
ITY! For  information  call:  Judi  White,  R.N.,  BSN, 
Dunhill  of  South  Lenexa,  971 8 Rosehill  Road,  Lenexa, 
KS  66215,  913-599-6270. 


February  1992  Nebraska  Medical  Journal 


25-A 


SUSTAiNfO  PEL£AS£CAPl£TS 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  initial  starting  dosage  of  120  mg/day  may  be  warranted  in  some  patients 
(eg,  the  elderly,  patients  of  small  stature). 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Seyere  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitiyity  to  yerapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPVI/  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients,  AV  block  may  occur  (2nd-  and 
3rd-degree,  0,8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents,  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use 
Rifampin  may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7  3%).  dizziness  (3  3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1, 9%),  CHF,  pulmonary  edema  (18%),  fatigue  (1,7%),  dyspnea  (1  4%), 
bradycardia:  HR  < 50/min  (14%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0,8%),  rash 
(1,2%),  flushing  (0  6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1,0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain,  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence, 
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G D Searle  & Co 
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4901  Searle  Parkway 
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One  Out  Of  Every  Three 
Americans  Have  Problems  Sleeping 


^ Sleep.  It  restores  the  body 
and  refreshes  the  mind. 

Everyone  needs  it.  Yet  for 
millions  of  Americans,  sleep  is  elusive. 

For  people  with  sleep  disorders  the 
idea  of  a good  night’s  sleep  is  nothing 
more  than  a dream. 

The  Sleep  Center,  affiliated  with 
Richard  Young  and  Methodist  Hospi- 
tals, utilizes  state-of-the-art  diagnostic 
testing  to  help  people  who  suffer  from 
chronic  sleep  problems.  The  Sleep 
Center,  located  at  2566  St.  Mary’s  Avenue  in  the  Park  East 
Medical  Building,  is  Omaha’s  first  accredited  sleep  disorders 
facility.  A variety  of  painless,  non-invasive  sleep  studies  are 
conducted  — by  board  certified  sleep  technologists  working 
under  the  direction  of  physicians  specializing  in  sleep  disor- 
ders, pulmonary  medicine,  and  clinical  neurophysiology  — 
in  a setting  that  is  more  like  a hotel  room  than  a high-tech 
diagnostic  sleep  laboratory 

What  is  Involved  with  a Test  at 
The  Sleep  Center? 

Sleep  disorders  can  affect  a person’s  health  and,  in  some  cases, 
may  even  be  life  threatening.  Through  an  evaluation  at  The 
Sleep  Center,  a patient’s  sleep  problems  can  be  assessed  and 
test  results  sent  to  the  referring  physician  who  recommends 
treatment  based  on  that  information. 

Once  a physician  decides  that  a sleep  test  is  needed,  the  patient 
enters  The  Sleep  Center,  usually  for  an  overnight  stay.  During 
the  stay,  that  patient  resides  in  a comfortable,  private  room 
where  polysomnographic  recordings  arc  performed.  A 
technologist  tnonitors  equipment  from  an  adjoining  room 
and  is  there  to  respond  to  the  patient’s  needs  throughout 
the  testing  process. 

Once  the  test  is  completed  a sleep  stage  analysis  is  performed, 
interrelations  between  autonomic  functions  and  sleep  states 
are  e.xamined  anti  overall  sleep  t[uality  is  assessed.  These 


results,  along  wth  treatment  recom- 
mendations, are  then  sent  to  the  refer- 
ring physician. 

Physicians  may  choose  from  a variety 
of  painless,  non-invasive  diagnostic 
tests  including: 

All-Night  Polysomnograms  used 

to  evaluate  a number  of  sleep  disorders 
such  as  sleep  apnea,  insomnia  and 
parasomnias  and  periodic  limb  move- 
ment disorder. 

All-Night  Electroencephalo- 
gram used  to  evaluate  epilepsy,  especially  those  suspected  of 
possible  nocturnal  seizures. 

Multiple  Sleep  Latency  Test  used  to  evaluate 
narcolepsy  and  other  disorders  producing  excessive  day- 
time somnolence. 

Standard  Testing  Includes; 

• Electroencephalogram  (EEG),  which  measures  braiti  wa\c 
activity 

• Elcctrooculogram  (EOG),  which  records  eye  movements 
during  sleep 

• Electromyogram  (EMG),  which  tracks  tnusclc  tnovements 

• Electrocardiogram  (EKG),  which  motiitors  heart  rate  atid 
activity 

• Respirograms,  which  monitors  breathing 

• Oximetry',  which  indicates  the  levels  of  oxygen  in  the  blood 

If  one  of  your  patients,  isn’t  getting  a good  night’s  sleep,  call 
The  .Sleep  Center  at  (402)  342-9291.  A certified  sleep  tech- 
nologist will  answer  your  questions.  Monday  through  Friday 
from  8 a.m.  to  4:30  p.m. 

THE  SLEEP  CENTER 

2566  St  Maty's  Avenue  • Park  F.ast  Meilieal  Buikling 
Omaha,  NL  68105  • (402)  342-0291 

MmOOGT 

RICHARD  YOUNG  METHODIC 

HOSPITAL 


How  many  of 
your  patients  are  not 
getting  a good 
night's  sieep? 


A salesman’s  primary  concern  is  to  sell.  That's  precisely  and  preventing  problems  for  their  clients.  Their  success 

why  we  don't  employ  any.  Our  general  agents  make  no  isn’t  measured  by  how  well  they  sell.  But  by  how  well 

commission,  and  work  exclusively  for  us.  So  they  spend  they  serve.  For  a different  approach  to  professional 

less  time  selling,  and  more  time  advising,  informing  liability,  call  your  Medical  Protective  general  agent  today. 


fa; t Hti A c,  ^ aty c wcj< fc/.w 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154  • (402)  334-9689 


STEREOTACTIC 

RADIOSURGERY 

AT  Clarkson  hospital 


STEREOTACTIC  RADIOSllCERY 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 
^ HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Plan  to  Attend 

THE  INAUGURAL  BANQUET 

The  Installation  of  Darroll  J.  Loschen,  M.D. 
as  President  of  the  Nebraska  Medical  Association 

Darroll  J.  Loschen,  M.D. 

All  physicians  and  spouses  are  cordially  invited  to  attend.  Following  the  dinner  and 
ceremony,  enjoy  Mr.  Wally  Seiler's  presentation  of  "An  Evening  With  Mark 
Twain,"  a light-hearted  program  based  on  the  famous  author's  best-loved 


6:00  p.m.  — Reception  (cash  bar) 
7:00  p.m.  — Banquet  - $27.50 


Saturday,  April  25,  1992 
Omaha  Marriott  Hotel 


writings. 


Wally  Seiler  as  Mark  Twain 


AMA  NEWS  NOTES 

1992  is  gearing  up  to  be  a highly  political 
year.  It  presents  a major  challenge  for  AMA 
efforts  in  the  legislative  arena,  according  to  a 
report  of  the  Council  on  Legislation.  Health  care 
is  expected  to  be  the  No.  1 issue  on  the  nation's 
political  agenda.  The  presidential  election,  com- 
bined with  the  redistribution  of  seats  in  the 
House  of  Representatives  and  state  legislatures, 
gives  the  medical  profession  an  unusual  oppor- 
tunity to  participate  in  the  decision-making  pro- 
cess. A major  focus  of  the  Association's  activi- 
ties will  be  access  to  health  insurance.  More 
than  30  million  Americans  do  not  have  cover- 
age. Unless  access  can  be  provided  through  the 
private  sector,  advocates  of  national  health 
insurance  will  press  for  a centralized,  federally 
operated  health  care  system.  The  council  iden- 
tified additional  legislative  priorities:  cost  con- 
trol, Medicare  and  Medicaid,  physician  reim- 
bursement for  services,  public  health,  medical 
education,  professional  liability  and  biomedical 
research. 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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You  deserve  the  backing  of  a financially 
stable  insurance  company  v^ith  more 
than  $ 1 2 billion  in  assets. 

"Ybur  reputation  deserves  a 
strong  defense/* 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
SelectThe  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representingThe  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 

ismui 


‘*You  work  hard  to  earn  your 
professional 
reputation.” 


mW 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 


COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1991 

f rPOCHE^  ^ 

< PRESIDENTS  > 
\ ACHIEVEMENT/ 
\ AWARD  / 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  healthcare. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Kurt  K.  Koch 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
Resource  Library 
for  patient 
information 
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ME 


ROCHE 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 
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Let 

your 

patients 

know 

they 

can  eat 

beef... 


N 

3-oz  cooked  serving 
of  beef  top  loin 


...as 

well 

as 

fish. 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  21%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.*  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.- 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^"* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 
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Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 
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For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


PHYSICIAN/STUDENT  LUNCHEON 

SCIENTIFIC  SESSIONS  COMMITTEE 

AND 

NMA  MEDICAL  STUDENT  CHAPTER 

— Present  — 

"The  Impact  of  AIDS  on  Health  Care  Workers" 

The  Scientific  Sessions  Committee  invites  you  to  join  members  of  the  NMA  Medical 
Student  Chapter  for  an  update  on  how  HIV  is  affecting  our  health  care  system.  Physician 
members  are  urged  to  purchase  an  additional  ticket  to  sponsor  a medical  student's 
attendance  at  this  important  luncheon.  Students  will  be  matched  with  physicians  from  their 
home  town  or  area  of  the  state  when  possible. 

12:00  noon  - Luncheon  $11.50 

Saturday,  April  25,  1992 
Omaha  Marriott  Hotel 
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M.D.,  Blair.  Comities:  Boone,  Burt,  Colfax, 
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M.D.,  Seward.  Counties:  Butler,  Hamilton, 
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ner, Box  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  .Scotts  Bluff,  Sioux. 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St,  Lincoln,  NE 
68516,  (402)  421-1600. 
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ONiy  ONE  H, -ANTAGONIST  HEALS  REFLOX  ESOPHAGITIS 
AT  OOOOENAL  OLCER  DOSAGE.  ONIY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage 
Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  weekJ 

ACID  lESIED.  PATIENT  PROVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information  <i99i,  Elililly  and  company 
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AXID 

nizatidine  capsules 

Bnel  Summary  Consult  the  package  insert  lor 
complete  prescribing  Inlormatlon 
Indications  and  Usage  t Active  duodenal  ulcer - 
Kk  up  to  8 weeks  ol  tiealmenl  al  a dosage  ol  300  mg 
n s or  tSO  mg  b I d Most  patients  heal  wilhm  4 weeks 

2 Maintenance  therapv  - lor  healed  duodenal  ulcer 
patients  at  a dosage  ol  1 50  mg  h s at  bedtime  The 
consequences  ot  therapy  with  Axid  lor  longer  than  I 
year  are  not  known 

3 Gastroesophageal  relhu  disease  rCfflOl-tor  up 
to  12  weeks  ol  treatment  ol  endoscopically  diagnosed 
esophagibs  including  erosive  and  ulcerative  esophagihs. 
and  associated  heartburn  at  a dosage  ol  ISO  mg  b i d 
Contraindication  Known  hypersensihvity  to  the  drug 
Because  cross  sensihvily  in  this  class  ot  compounds  has 
been  observed.  H,  receptor  antagonisis.  including  Axid. 
should  not  be  administered  to  patients  with  a history 
ot  hypersensitivily  to  other  H,-receptor  antagonists 
Precautions:  General-  \ Symptomatic  response  to  nqatidine  therapy  does  not  preclude  the  presence 
ol  gasbic  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insutticiency 

3 In  patients  with  normal  renal  function  and  uncomplicaled  hepatic  dysfunction,  the  disposition  of 
nqatidine  is  similar  to  that  m normal  sub|ects 

Laboratory  tests  - False-positive  tests  iur  urobilinogen  with  Multistix ' may  occur  during  therapy 
Drug  Interactions -No  interacbons  have  been  observed  with  theophylline,  chlordianpoxide.  loraaepam. 
iHlocaine.  phenytoin.  and  warlarin  Axid  does  not  inhibit  the  cytochrome  P-450  eruyme  system,  therelorc. 
drug  interactions  mediated  by  inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 
very  high  doses  (3.900  mg)  ol  aspirin  daily,  increased  serum  salicytale  levels  were  seen  when  nuatidine. 
150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility -A  2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mgrkg/day  [about  80  bmes  the  recommended  daily  therapeutic  dosei  showed  no  evidence 
ol  a catanogenic  ettect  There  was  a dose-relaled  inaease  m the  density  ol  enterochromatlm  like  lECLl  cells 
in  the  gasttic  oxynbc  mucosa  In  a 2-year  study  m mice,  there  was  no  evidence  ol  a caranogenic  eltecl  in  male 
mice,  although  hyperplasbc  nodules  ol  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo  Female  mice  given  the  high  dose  ol  Axid  (2.000  mg/kgjday.  about  UO  bmes  the  human  dosei  showed 
marginally  stabstically  sigmticanl  increases  m hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  olhei  dose  groups  The  rate  ol  hectic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  conbol  limits  seen  lor  the  sbam  ot  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30n«)  weight  decremenl  as  compared 
wibi  concurrent  conbols  and  evidence  ol  mild  liver  injury  (bansaminase  etevabonsl  The  occurrence  ol  a marginal 
bnding  al  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatoloxic  dose  with  no  evidence  ot  a 
caronogenic  ettect  in  rats,  male  mice  and  temale  mice  (given  up  to  360  mg/kgtday.  about  60  bmes  the  human 
dose),  and  a negabve  mutagenioty  babery  are  not  considered  evidence  ot  a caranogenic  potential  lor  Axid 
Axid  was  not  mutagenic  in  a battery  ol  tests  perlormed  to  evaluate  its  potential  genebc  toxicity,  including 
bacterial  mutabon  tests,  unscheduled  ONA  synthesis,  sister  chromabd  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 
In  a 2-generation.  pennataJ  and  postnatal  terhlity  study  in  rats,  doses  ol  nuabdine  up  to  650  mg/kg/day 
produced  no  adverse  etiects  on  bie  reproducbve  pertormance  ol  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Cttects- Pregnancy  Category  C-Dtai  reproduction  studies  in  rats  al  doses  up 
to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits  al  doses  up  to  55  bmes  the  human  dose  revealed  no 
evidence  ol  impaired  terhlity  or  teratogenic  ettect  but  al  a dose  equivalent  to  300  times  the  human  dose, 
heated  rabbits  had  aborbons.  decreased  number  ol  Inre  teluses.  and  depressed  letal  weights.  On  mbavenous 
adminisbabon  to  pregnant  New  Zealand  While  rabbits  nqabdine  at  20  mg/kg  produced  cardiac  enlargement 
coarctation  ot  the  aorhc  arch,  and  cutaneous  edema  in  t lehrs  and  at  50  mg/kg.  il  produced  ventricular 
anomaly,  distended  abdomen,  spina  bilida  hydrocephaly,  and  enlarged  heart  in  1 tetus  There  are.  however, 
no  adequate  and  well-conbolled  studies  in  pregnant  women  It  is  also  not  known  whether  ntzahdine  can 
cause  letal  harm  when  administered  to  a pregnant  woman  or  can  alfeci  reproduction  capacity  Nitabdine 
should  be  used  during  pregnancy  only  it  the  potential  beneht  jusbhes  the  potential  risk  to  the  tetus 
Nursing  Mothers -Studies  in  lactabng  women  have  shown  that  O t’c  ol  an  oral  dose  is  secreted 
in  human  milk  in  proporhon  to  plasma  conccnbations  Because  ol  growth  depression  in  pups  reared 
by  heated  lactabng  rats  a decision  should  be  made  whether  to  disconbnue  nursing  or  the  drug,  taking 
into  account  the  importance  ol  the  drug  to  the  mobier 
Pedatnc  l/se-Saiety  and  eltecbveness  in  children  have  not  been  established 
Use  in  Bderly  f^trents- Healing  rates  in  elderly  pabents  were  similar  to  biose  in  younger  age  groups 
as  were  the  rates  ot  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
lactor  in  the  disposibon  ol  mrabdine  Elderly  pabents  may  have  reduced  renal  tuncbon. 

Adverse  Reactions:  Worldwide,  conbolled  clinical  bials  included  over  6.000  pabents  given  nirabdine  in 
studies  ol  varying  durabons  Placebo-conbotled  bials  in  the  United  States  and  Canada  included  over  2.600  pabents 
given  nizatidine  and  over  1 .700  given  placebo  Among  the  adverse  events  in  these  placebo-conbolied  bials.  only 
anemia  (0.2‘hi  vs  OH)  and  urbcana  (0.5H  vs  0.1%)  were  srgniticantly  more  common  in  the  nizabdine  group.  01 
the  adverse  events  that  occurred  at  a bequency  ot  1%  or  more,  biere  was  no  stabsbcally  signihcant  ditterence 
between  Axid  and  placebo  in  the  inadence  ot  any  ot  these  events  (see  package  insert  lor  complete  intormabon). 

A variety  ot  less  common  events  were  also  reported;  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine 

Hepatic-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in 
SCOT  or  SGPT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  incidence  ol  elevated  liver  enzymes 
overall  and  etevabons  ol  up  to  3 bmes  the  upper  limit  ol  normal,  however,  did  not  significanby  difter  bom  that 
in  placebo  pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  ot  Axid.  Since  market  inboducbon. 
hepabtis  and  jaundice  have  been  reported  Rare  cases  ol  choleslabc  or  mixed  hepatocellular  and  cholestabc 
injury  with  jaundice  have  been  reported  with  reversal  ol  the  abnormalibes  after  disconbnuabon  ol  Axid 
Cardrovascutar-ln  clinical  pharmacology  studies,  short  episodes  ol  asymptomabc  venbicular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 unbeated  subjects. 

C/VS- Rare  cases  ol  reversible  mental  contusion  have  been  reported. 

Endocnne-Clinical  pharmacology  studies  and  conbolled  clinical  bials  showed  no  evidence  ol  anb- 
androgenic  acbinty  due  to  nizabdine.  Impotence  and  decreased  libido  were  reported  with  similar  bequency 
by  patients  on  nizabdine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely 
Hematologic -Anemia  was  reported  significantly  more  bequendy  in  nizabdine  than  in  placebo-beated 
pabents.  Fatal  thrombocytopenia  was  reported  in  a patient  beated  with  nizabdine  and  another  H,-receptor 
antagonist  This  pabent  had  previously  experienced  thrombocytopenia  while  taking  other  drugs  Rare  cases 
ot  thrombocytopenic  purpura  have  b^n  reported. 

Inregumenia/- Urbcana  was  reported  significanby  more  bequenby  in  nizabdine-  than  in  placebo-beated 
pabents.  Rash  and  extoliabve  dermabbs  were  also  reported. 

Hypersensitivity -As  with  obier  H2-receptor  antagonists  rare  cases  ot  anaphylaxis  following  nizabdine 
adminisbabon  have  been  reported.  Rare  episodes  of  hypersensihvity  reacbons  (eg.  bronchospasm.  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia  fever,  and 
nausea  related  to  nizabdine  have  been  reported 

Ovenlosage:  Overdoses  of  Axid  have  been  reported  rarely.  It  overdosage  occurs,  acbvated  charcoal, 
emesis  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supporhve  therapy.  The  ability  of 
hemodiafysis  to  remove  nizabdine  bom  bie  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  disbibubon.  nizabdine  is  not  expected  to  be  efficiently  removed  bom  bie  body  by  thrs  mebiod. 
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Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis.  Indiana 
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AMA  NEWS  NOTES 

The  Council  on  Legislation  has  prepared 
draft  federal  legislation  that  would  provide  due 
process  protections  for  physicians  delivering 
Medicare  services.  The  House  of  Delegates 
mandated  the  legislation  to  protect  physicians 
when  a peer  review  organization  assesses  qual- 
ity intervention  plan,  or  QIP,  points  against 
them.  At  its  recent  meeting,  the  council  re- 
viewed language  that  would  require  a PRO  to 
conduct  a hearing  before  it  initiated  corrective 
action.  At  an  earlier  meeting,  the  council  drafted 
legislation  addressing  PROs'  methods  of  taking 
action  against  resident  physicians. 

■k  * * 

Infants  and  children  living  with  smokers 
have  an  increased  risk  of  respiratory  infection 
and  cancer.  The  AMA  is  calling  on  Congress  to 
require  that  cigarette  packages  and  advertise- 
ments carry  a warning  about  how  passive  smoke 
can  damage  children  in  the  smoker's  home. 
Responding  to  a resolution  that  the  House  of 
Delegates  adopted  at  the  Interim  Meeting,  the 
Council  on  Legislation  proposed  a measure  to 
amend  the  Federal  Cigarette  Labeling  and  Ad- 
vertising Act  to: 

• Mandate  the  warning  about  smoking's 
effect  on  infants  and  children. 

• Increase  the  size  of  warning  labels  to  at 
least  25%  of  the  package  front.  Print  advertise- 
ments and  outdoor  billboards  would  have  to 
devote  a quarter  of  the  space  to  warning  labels. 

• Surround  the  warning  with  a black  border. 

In  earlier  action,  the  AMA  proposed  a bill  that 
would  require  cigarette  manufacturers  to  warn 
that  "smoking  is  addictive  and  may  result  in 
death." 

★ * ★ 

Some  physicians  feel  that  they  did  not  have 
all  the  information  they  needed  in  December 
1 991  when  the  Health  Care  Financing  Adminis- 
tration required  them  to  decide  whether  to 
participate  in  the  Medicare  program.  As  stated 
in  a Board  of  Trustees  report,  physicians  were 
forced  to  make  the  decision  based  on  limited 
information.  The  AMA  will  seek  a second  deci- 
sion period  to  permit  physicians  to  reconsider. 
The  Council  on  Legislation  has  drafted  a model 
bill  to  accomplish  the  objective.  The  AMA  pro- 
posal would  amend  the  Social  Security  Act  to 
allow  a second  decision  period  between  June  1 
and  July  1,  1992. 

★ * ★ 
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AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  e.xperience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Categor\- 1 credit  for  ever\-  one-hour  program 
toward  the  AMA’s  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology—  Topics  in  Pain  Management 

□ Emergency  Medicine— Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— ///^/!  Blood  Pressure 

□ *Gastroenterology—(?/ 5oard  Review 

□ General  Surgery— Chfica/  Issues  in  Intensive  Care 

□ Internal  Medicine—  Treating  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— Update 

□ Ophthalmology— A'e«'f>r/c/pas  Glaucoma 

□ *Orthopaedics— /JcjDflfnwg  the  Hand  and  Wrist 

□ Otolaryngology— /bc?zs  on  the  Sinuses 

□ Pediatrics— .4 « Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry— .l/aHi/f'i'ta/foKS  and  Management  of  Anxiety 

□ *Urology— /'rosfatp  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  Is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 


. 


AtBDic, 


'CVE 


.V. 


Audio-Digest  Foundation’ 

A Son  -Profit  Subsidiary  of  the  Calfomta  Medical  Association 

1.577  Ea.st  Che\y  Chase  Drive 
Glendale,  California  91206 


Imagine  Office  Management 


At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon<  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warnliq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,  3 
How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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EDITORIAL 


AIDS  & The  Physician 


PKADIP  K.  MISTKY,  M.l). 
Norfolk,  Nebraska 


There  are  an  estimated  1 million  Americans 
carrying  the  AIDS  virus  and  the  number  is 
steadily  increasing.  In  the  recent  past  there  has 
been  massive  publicity  about  the  apparent  trans- 
mission of  the  virus  to  five  patients  in  the  office 
of  an  infected  Florida  dentist.  So  far  this  has 
been  the  only  incident  where  a health  care 
worker  is  said  to  have  transmitted  the  virus  to 
the  patient.  This  publicity  was  accentuated  sev- 
eral times  when  one  of  the  patients,  Kimberly 
Bergalis  (who  died  recently),  at  a congressional 
hearing  urged  for  mandatory  testing  and  to  take 
measures  to  protect  the  patients  from  infected 
health  professionals.  However,  it  it  not  clear 
how  the  virus  was  transmitted  and  the  only 
explanation  that  has  been  suggested  was  inad- 
equate disinfection  of  the  instruments. 

The  case  of  Kimberly  Bergalis  has  aroused 
anger  and  fear  among  the  members  of  the 
public.  Dr.  H.  Denman  Scott,  Executive  Vice 
President  of  Health  and  Public  Policy  for  the 
American  College  of  Physicians  says  that  the 
public  is  unwilling  to  believe  that  the  risk  of 
infection  lies  elsewhere.  An  article  in  the  New 
England  Journal  of  Medicine  in  September  of 
1 991  reported  that  the  risk  of  getting  AIDS  from 
a doctor  during  surgery  is  one  in  21  million  per 
hour  of  surgery,  which  is  the  same  chance  a 
person  will  have  a fatal  accident  on  the  way  to 
the  hospital. 

The  Florida  dentist  case  has  produced  hyste- 
ria to  an  extent  where  patients  and  physicians 
eye  one  another  with  suspicion.  Terrified  pa- 
tients have  even  filed  lawsuits  against  HIV  posi- 
tive physicians  although  the  patients  themselves 
are  disease-free. 

This  emotional  uproar  prompted  the  AMA  to 
issue  policy  statements.  The  Center  for  Disease 
Control  (CDC)  has  issued  guidelines  that  calls 
for  voluntary  testing  of  physicians  who  perform 
"exposure  prone"  procedures.  Those  who  are 
HIV  positive  are  recommended  to  refrain  from 
performing  "high  risk"  procedures  and  disclose 
their  serostatus  to  their  patients.  The  definition 


of  "exposure  prone  procedures"  has  been  ques- 
tioned by  many  of  the  Speciality  Societies.  Their 
argument  was  that  a procedure  cannot  be  de- 
fined as  "exposure  prone"  where  there  has  been 
no  evidence  of  HIV  transmission  from  a doctor 
to  a patient.  The  fact  remains  that  transmission 
of  HIV  from  provider  to  patient  in  a hospital 
setting  is  a purely  hypothetical  event.  The  Ameri- 
can Dental  Association  has  said  that  the  "expo- 
sure prone"  term  has  been  developed  in  re- 
sponse to  public  hysteria  and  political  pressure. 

The  American  College  of  Surgeons  (ACS) 
noted  that  despite  testing  of  thousands  of  pa- 
tients of  HIV  infected  surgeons,  no  evidence  of 
transmission  has  been  found.  The  risk  of  trans- 
mission is  so  low  that  routine  testing  and  limiting 
work  is  not  justified.  The  ACS  believes  that 
unless  there  is  clear  cut  evidence  of  significant 
risk  of  transmission  of  HIV,  the  infected  surgeon 
may  continue  to  practice  and  even  perform 
invasive  procedures.  The  regulations  based  on 
CDC  guidelines  are  not  based  on  scientific  data 
and  are  not  cost  effective.  Besides  this,  empha- 
sis on  testing  can  also  lead  to  a false  sense  of 
security.  The  tests  are  not  always  accurate  and 
a person  who  tests  negative  now  may  be  posi- 
tive a few  months  later. 

The  question  thus  remains  - what  happens  to 
the  HIV  infected  physician  after  his  status  is 
known?  His  practice  would  disappear  as  none 
would  agree  to  be  operated  by  an  infected 
surgeon  despite  the  fact  that  there  is  no  docu- 
mentation of  doctor  to  patient  transmission. 
The  case  of  an  ER  physician  in  New  York,  who 
was  asked  to  resign  once  it  was  known  that  he 
was  HIV  infected,  brings  this  question  to 
everyone's  mind.  We  know  that  Trauma  Cen- 
ters have  a high  risk  of  physicians  being  infected 
by  patients  and  the  minute  he  is  infected,  he 
becomes  unemployable.  Society  has  asked  the 
physicians  to  accept  the  risk  of  becoming  in- 
fected because  "we  are  professionals  and  it  is 
our  job",  but  if  we  should  become  infected  we 
are  easily  expendable!!  Is  it  fair  then  to  ask  the 
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physician  to  undergo  mandatory  testing  for  HIV 
without  being  able  to  demand  the  same  of  the 
patients? 

The  answer  lies  in  physicians  being  able  to 
assure  the  patients  that  the  risk  of  contacting 
AIDS  in  the  health  care  setting  is  negligible  and 
to  explain  to  them  that  the  real  danger  of 
transmission  is  through  unprotected  sex  and 


intravenous  drug  abuse.  Physicians  should  also 
comply  with  universal  precautions  and  learn  the 
infection  control  techniques  to  protect  their 
patients  and  themselves.  The  only  way  to  deal 
with  the  patient's  anxiety  is  through  quiet  one  to 
one  conversation  and  not  public  debate!  Only 
after  the  emotional  furor  has  died  down,  will  the 
medical  community  be  able  to  attend  to  the  real 
battle  - the  one  against  the  deadly  virus! 
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LETTER  TO  EDITOR 


EDITOR'S  NOTE 

The  following  is  a copy  of  a letter  sent  to  our  members  of  Nebraska's  Congressional  delegation. 


2755  S.  9th  Street 
Omaha,  NE  68108 
February  13, 1992 


TO:  Senator  James  Exon 

Rep.  Peter  Hoagland 
Senator  Bob  Kerry 

Gentlemen: 

1 . )  Nebraska  has  a shortage  of  primary  care  physicians. 

2. )  I am  a primary  care  physician. 

3. )  I am  LEAVING  Nebraska. 

I am  currently  in  my  third  and  last  year  of  Pediatrics  Residency  here  in  Omaha.  I received  by  bachelor's  degree  from  a state 
school  and  I am  a 1 989  graduate  from  the  University  of  Nebraska  College  of  Medicine.  When  I began  medical  school  in  1 985, 
my  parents  combined  income  was  just  over  $21 ,000. 1 could  NOT  have  attended  college  OR  medical  school  without  student 
loans. 

Income  tax  reform  in  the  mid-1980's  took  away  interest-deductions  related  to  student  loans.  The  Omnibus  bill,  passed  in 
late  1989  took  away  student  loan  deferment  that  would  have  allowed  deferral  until  I finished  residency  and  only  currently 
allows  deferral  for  two  years.  (As  you  know,  the  shortest  residency  programs  are  three  years  in  length. 

Currently  Congress  is  considering  (or  already  has  considered)  several  more  bills  that  relate  to  student  loans.  Senators,  I 
urge  you  to  vote  against  S.  1 1 50,  a bill  that  will  take  away  even  more  of  the  current  minimal  deferment  of  student  loans.  Please 
contact  the  leadership  of  the  Senate  Labor  and  Human  Resources  Committee  and  its  education  subcommittee  regarding 
your  thoughts.  Rep.  Hoagland,  please  examine  closely  H.R.  3553.  You  need  to  support  student  loan  deferment  for  a 
minimum  of  three  years.  And,  Congressmen,  please  clamp  down  on  schools,  such  as  some  trade  schools,  that  abuse 
student  loan  rules  — even  though  I realize  that  these  types  of  data  are  difficult  to  separate. 

I did  not  go  into  medicine  to  become  extremely  wealthy.  Pediatrics,  like  most  primary  care  specialties,  is  on  the  lowest  end 
of  the  physician  salary  range.  I am  not  leaving  the  state  just  because  the  salary  was  better  elsewhere.  I did  not  take  the 
highest  salary  available.  BUT,  even  with  many  openings  for  pediatricians  in  the  State  of  Nebraska,  my  first  year's  salary  will 
be  $10,000  to  $15,000  more  than  the  offers  I received  or  heard  about  in  Nebraska. 

Last  year  I made  just  over  $27,000  before  taxes.  I averaged  75-80  hours  per  week  AT  THE  HOSPITAL.  I am  not  paid 
overtime  so  my  salary  averaged  about  $6. 25/hour.  I also  gave  8%  of  my  salary  to  charitable  organizations  — even  though 
I couldn't  use  these  donations  as  income  tax  deductions.) 

MY  FINAL  POINTS:  I AM  leaving  the  state  of  Nebraska.  Salary  WAS  one  of  the  top  five  reasons  for  leaving  — because 
my  loan  repayments  will  be  nearly  $700/month.  AN D,  that  doesn't  yet  take  into  account  the  fact  that  CONGRESS  is  currently 
considering  making  student  loan  repayment  even  more  of  a burden  for  a physician  in  training  who  might  consider  primary 
care  in  an  under-served  area.  I am  leaving  Nebraska  so  I won't  be  around  for  the  next  election  here  — but  my  friends  and 
some  classmates  will  be.  I don't  know  how  many  other  physicians  have  left  the  state,  but  I doubt  that  they  all  wrote  you  a 
letter. 

When  your  constituents  ask  you  what  YOU  have  done  to  help  turn  around  the  shortage  of  primary  care  physicians  in  the 
State  of  Nebraska,  I hope  that  you  will  be  able  to  say  that  you  voted  in  favor  of  bills  that  will  help  young  physicians  so  they 
will  stay  in  the  state. 


Sincerely, 

Jay  J.  Hinkhouse,  M.D. 

cc:  The  Nebraska  Medical  Association  and  Editor,  Nebraska  Medical  Journal 

The  Nebraska  Chapter  of  the  American  Academy  of  Pediatrics  and  the  Editor  of  The  Nebraska  Pediatrician 
The  UNMC  House  Officers  Association 

The  American  Medical  Assn.,  Dept,  of  Resident  Physician  Services  and  Editor  of  the  American  Medical  News. 
Financial  Aid  Dept.,  UNMC 
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ORIGINAL  ARTICLE 


Comments  on  Functional  Endoscopic  Sinus  Surgery 

jOHN  H.  FRITSCH,  M.D.,  F.A.C.S.  MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.A.C.S.  CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 

•Great  Plains  Ear.  Nose  and  Throat, 

Head  and  Neck  Surgery  Institute,  P.C. 

630  North  Cotner  Boulevard,  Lincoln,  Nebraska  68505 


Sinusitis  is  such  a common  dis- 
ease that  its  treatment  has  al- 
ways been  a focus  of  the 
otolaryngologic  community.  Treatment  has 
always  relied  on  intensive  medical  manage- 
ment with  surgery  reserved  for  refractory  cases. 
Recently,  with  the  introduction  of  the  sinus 
endoscopes,  sinus  surgery  has  been  radically 
changed  and  vastly  improved.  With  the 
endoscopic  approach,  it  is  now  possible  to 
precisely  evaluate  and  control  sinus  disease. 
The  result  is  the  restoration  of  normal  physi- 
ological function.’ 

Most  of  the  acute  and  chronic  sinusitis  cases 
respond  well  to  conservative  management.  This 
has  been  especially  true  since  the  advent  of  the 
Cephalosporins  and  Floxacins.  Therefore, 
endoscopic  sinus  surgery  should  only  be  re- 
served for  the  refractory  or  severe  cases  with 
anatomical  obstruction  of  the  sinus  ostia  pre- 
venting normal  drainage.  The  extent  of  the 
disease  is  documented  by  the  positive  findings 
on  CAT  scan  including  coronal  and  axial  views.'’ 

The  sinus  endoscope  is  a version  of  the 
cystoscope  or  nasopharyngoscope  and  comes 
in  several  angled  versions.  The  nasal  mucous 
membrane  is  first  decongested  medically  and  in 
some  instances  a severely  deviated  nasal  sep- 
tum is  corrected  to  enable  adequate  application 
of  the  endoscope.  Thereafter,  the  natural  sinus 
openings  of  the  maxillary,  ethmoid  sinus  com- 
plex, the  frontal  and  sphenoid  sinuses  can  be 
well  visualized  and  cleared  of  diseased  tissue. 

The  first  reports  on  functional  endoscopic 
sinus  surgery  appeared  in  Europe  in  the  late 
1970's.  In  this  country,  functional  endoscopic 
sinus  surgery  has  been  actively  taught  and  ap- 
plied only  during  recent  years. 

In  order  to  understand  the  concept  of 
endoscopic  sinus  surgery,  one  must  first  famil- 
iarize oneself  with  the  normal  physiology  of  the 
paranasal  sinus  and  nasal  mucosa.  The  mucosa 
is  continually  acting  as  a barrier  to  foreign 
elements.’’  It  is  a pseudo-stratified  cilliated  co- 


lumnar epithelium  with  an  underlying  stroma  of 
variable  thickness.  Its  most  important  feature  is 
the  mucociliary  transport  system  discovered  in 
the  1930's  by  Anderson  C.  Hilding  and  con- 
firmed and  demonstrated  recently  with  endo- 
scopic photographs  and  video  films  by 
Messerklinger.  An  important  aspect  is  the  fact 
that  the  mucosa  and  its  ciliary  motion  is  directed 
towards  the  anatomic  (natural)  sinus  ostium  in 
the  middle  or  superior  meatus.  This  creates  a 
self-cleaning  action  for  each  sinus  cavity.  Dur- 
ing functional  endoscopic  sinus  surgery,  neo- 
ostia are  created  at  the  location  of  the  natural 
anatomical  ostia  so  that  this  self-cleansing  ac- 
tion is  enhanced.  "...  good  surgical  results 
demand  an  understanding  of  pathophysiology 
and  surgical  anatomy,  experience  in  diagnosis 
and  surgical  skill". ^Therefore,  the  idea  of  ubi  pus 
ibi  vacuo  does  not  necessarily  hold  true  in  the 
surgical  treatment  of  the  opacified  pus-filled 
sinus  cavity,  if  the  neo-ostium  is  made  at  the 
wrong  location.  To  further  illustrate  this  point, 
we  only  have  to  look  at  the  time  honored 
standard  procedures  such  as  antrostomies  (an- 
tral windows)  or  more  radical  procedures  such 
as  Caldwell  Luc  as  practiced  for  decades. 

In  a standard  antrostomy  or  Caldwell  Luc,  an 
opening  is  made  in  the  inferior  meatus  under 
the  inferior  turbinate  to  release  the  accumu- 
lated pus  in  the  maxillary  sinus.  However,  the 
ciliae  still  attempt  to  transport  any  sinus  debris 
or  pus  toward  the  natural  ostium  high  up  in  the 
middle  meatus.  Since  this  natural  ostium  may 
be  blocked  by  swollen,  inflammatory  mucosa, 
mucous  or  pus  cannot  be  expelled  via  this 
route.  The  self-cleaning  action  of  the  ciliae  is 
thus  only  of  limited  or  negligible  value.  This 
explains  the  fact  that  sinusitis  often  persists 
following  the  old  standard  antrostomy  in  the 
inferior  meatus.  It  has  been  proven  that  even 
severely  chronically  inflamed  hyperplastic  mu- 


'Addross  correspondence  and  reprint  requests  to  Great  F’lains 
f ar,  Nose  and  Throat,  I lead  and  Neck  Surgery  Institute,  P.C.,  630 
North  Cotner  IToulevard,  I incoln,  Nebraska  68505. 
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cosa  in  the  sinus  cavities  can  usually  recover  if 
ventilation  and  drainage  have  been  restored  in 
a physiological  manner/  This  is  exactly  what 
endoscopic  sinus  surgery  is  designed  to  achieve. 
Functional  endoscopic  sinus  surgery  enables 
the  surgeon  for  the  first  time  to  directly  visualize 
and  enlarge  the  natural  openings  of  the  paranasal 
sinuses.  The  pathology  can  be  visualized  intra- 
nasally  for  removal  and  normal  physiology  re- 
stored without  any  external  incisions. 


Schematic  Coronal  View 
of  Paranasal  Sinuses 


To  further  illustrate  this,  one  has  to  realize,  for 
example,  that  the  natural  ostia  of  the  maxillary 
sinuses  vary  a great  deal  in  size.  They  may  be 
pinpoint  or  several  millimeters  in  diameter.  There 
may  be  two  ostia  present.  A very  small  ostium 
can  easily  be  totally  blocked  by  a little  swelling 
of  the  mucosa  due  to  allergy  or  a mild  cold. 
However,  the  blockage  will  cause  a sequential 
formation  of  an  infectious  sinusitis  because  the 
ventilation  and  expulsion  of  the  sinus  contents 
(mucous  and  bacteria)  is  no  longer  possible.  An 
infectious  inflammatory  process  ensues.  There- 
fore, swelling  of  the  sinus  mucosa  results.  It  can 
be  visualized  on  conventional  x-ray  and  is  usu- 
ally termed  by  the  radiologist  as  "mucoperiosteal 
elevations".  This,  then,  represents  a vicious 
circle.  The  sinus  cannot  function  normally  to 
expel  the  mucopus  which  contains  myriads  of 
organisms.  This  increases  the  severity  of  infec- 
tion. 

Endoscopic  sinus  surgery  opens  blocked  natu- 
ral ostia  after  removal  of  the  swollen  polypoid 
mucosa  so  that  the  mucociliary  action  can 
properly  function,  and  sinuses  are  restored  to 
normalcy.  Often,  endoscopic  sinus  surgery 
may  not  be  a radical  procedure,  but  a selective 


method  to  achieve  drainage,  ventilation,  and 
restoration  of  normal  mucociliary  action  and 
flow  of  sinus  secretions.  However,  complete 
exenterations  of  the  sinus  cavities  via  the  intra- 
nasal approach  may  be  done.  Therefore,  the 
functional  endoscopic  sinus  surgery  has  led  to  a 
marked  decline  in  the  traditional  radical  sinus 
procedures  via  the  external  approach. 

Using  the  endoscope  requires  training  and 
practice  prior  to  usage.  Because  of  the  compli- 
cated anatomy  and  the  proximity  of  surround- 
ing vital  structures,  severe  complications  have 
been  reported  in  the  literature  using  the  sinus 
endoscope.  The  direct  visualization  via  the 
endoscope  enables  the  otolaryngologist  to  have 
access  to  the  most  remote  sinus  cavities,  in 
reaching  these  areas,  visualization  is  the  key  to 
help  prevent  morbidity  and  complications.  Hem- 
orrhage sometimes  can  be  severe  and  is  mainly 
caused  by  the  anterior  or  posterior  ethmoid 
arteries.  Hemorrhage  in  the  orbit  has  been 
reported  to  cause  blindness  because  of  the 
compression  effect  on  the  optic  nerve.  A sev- 
ered ethmoid  artery  may  retract  into  the  orbit 
and  thus,  cannot  be  easily  controlled  and  may 
continue  to  bleed.  The  very  thin  lamina 
papyracea  divides  the  orbit  from  the  ethmoid 
sinuses  and  its  violation  may  result  in  vision 
problems  by  damaging  the  medial  rectus  muscle 
or  creating  a hematoma.  However,  the  pathol- 
ogy may  extend  into  the  lamina  papyracea  and 
the  orbit  and  complications  may  very  well  en- 
sue in  the  hands  of  even  the  most  experienced 
operator.  The  optic  nerve  may  be  surrounded 
by  the  posterior  ethmoid  cells  and  sometimes 
its  bony  canal  is  dehiscent.  Violation  of  the 
optic  nerve  in  this  location  has  also  been  re- 
ported and  has  resulted  in  blindness.^  The  fovea 
or  roof  of  the  ethmoid  sinuses  is  the  floor  of  the 
anterior  cerebral  fossa.  Pathology  may  erode 
the  fovea  and  defects  may  exist.  Removal  of  the 
ethmoid  pathology  may  result  in  CSF  rhinorrhea. 
Also,  as  in  any  other  sinus  surgery  where  severe 
infections  exists,  meningitis  or  other  intracranial 
infections  have  been  reported.^ 

However,  because  of  the  vastly  improved 
visualization  via  the  endoscope,  complications 
are  uncommon  in  experienced  hands.  If  indi- 
cated, the  advantages  of  functional  endoscopic 
sinus  surgery  far  outweigh  the  risks.  Severely 
diseased  sinuses  usually  clear  following  adequate 
functional  endoscopic  sinus  surgery.  It  is  very 
gratifying  to  see  patients  with  chronic  sinus 
disease  have  their  complaints  alleviated  follow- 
ing functional  endoscopic  sinus  surgery,  espe- 
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cially  when  they  have  had  the  disease  for  many 
years  and  had  undergone  previous  standard 
sinus  procedures.  This  endoscopic  approach  of 
surgically  treating  sinusitis  is  radically  different 
from  the  conventional  surgical  approach  of 
sinusitis  as  it  had  been  practiced  for  many 
decades. 

We  report  208  consecutive  functional 
endoscopic  sinus  surgery  cases  on  two  or  more 
sinuses  on  patients  of  all  ages  ranging  from  1 4 
years  to  87  years  in  age  done  either  under  local 
or  general  anesthesia.  All  had  intensive  medical 
management  without  improvement.  The  medi- 
cal management  included  long  courses  of  anti- 
biotics in  some  of  the  cases  according  to  culture 
and  sensitivity,  iodided  glyceroles,  deconges- 
tants, lavages,  allergy  management  when  ap- 
propriate, and  steroids.  The  CAT  scan  had  been 
used  to  monitor  disease.  CAT  scan  following 
intensive  conservative  management  was  the 
main  objective  documentation  prior  to  surgery. 
The  CAT  scan  findings  and  persistent  com- 
plaints of  the  patient  with  positive  clinical  find- 
ings of  drainage  and  obstructions  were  the 
indication  for  surgery. 

All  208  patients  had  postoperative  relief  of 
their  complaints.  1.4%  had  an  immediate  post 
operative  infection.  2.4%  had  long  term  recur- 
rent persistent  symptoms  of  varying  degrees. 
3.4%  had  adhesions  which  mainly  occurred 
between  the  middle  turbinate  and  the  lateral 
nasal  wall  due  to  excision  of  part  of  diseased 
middle  turbinates.  1.9%  had  recurrent  attacks 
of  acute  sinusitis.  These  were  easily  controlled 
by  appropriate  antibiotic  therapy  and  daily  irri- 
gations with  normal  saline  solutions  which  were 
done  by  the  patient  at  home. 

Complications  ranged  from  moderate-to-se- 
vere  bleeding  in  3.4%.  However,  none  required 
transfusion.  3.4%  had  periorbital  ecchymosis 
without  resulting  vision  problems.  Cerebro- 
spinal fluid  leak  occurred  in  one  case  during 
surgery  and  was  immediately  repaired  with  no 
sequelae  and  complete  resolution  of  this  patient's 
sinusitis  and  complaints.^  (Table  I) 

SUMMARY 

A brief  comment  on  functional  endoscopic 
sinus  surgery  with  the  result  of  208  cases  were 
presented.  It  was  stressed  that  all  sinus  patients 
must  have  very  intensive  conservative  manage- 
ment, much  longer  than  previously  thought. 
before  functional  endoscopic  sinus  surgery 
should  be  employed.  Functional  endoscopic 
sinus  surgery  is  a vastly  superior  method  of 


TABLE  1 

208  Fess  Cases  Complications 
(age  14  to  age  87) 

Complications  Numbers  Percent  of  Cases 


CSF  Leak  1 0.5% 

Immediate  Postoperative 

Periorbital  Ecchymosis  7 3.4% 

Intraoperative  or  Immediate 

Postoperative  Hemmorhage  7 3.4% 

Immediate  Postoperative  Infection  3 1.4% 

Long  Term  Recurrent 

Persistent  Symptoms  5 2.4% 

Postoperative  Stenosis  and 

Adhesions  of  Neo-ostia  7 3.4% 

Recurrent  Acute  Attacks 

of  Sinusitis  4 1.9% 


surgically  treating  the  paranasal  sinuses.  It  is 
based  on  the  principles  of  reestablishing  normal 
physiology  of  the  sinus  mucosa.  It  affords  an 
excellent  basis  for  removal  of  disease,  establish- 
ing natural  drainage,  aeration  and  restoration  of 
normal  physiology. 
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Comments: 

This  is  an  excellent  article  on  the  modern 
management  of  chronic  sinus  disease.  It  ex- 
plains the  pathophysiology  of  the  disease  and 
stresses  the  fact  that  surgery  is  only  reserved  on 
the  cases  where  medical  management  fails.  It 
should  also  be  stressed  that  in  coming  to  a 
diagnosis,  a nasal  endoscopy  is  an  important 
procedure  in  assessing  the  pathology  in  the 
osteomeatal  complex.  This  article  will  be  of 
interest  to  most  of  the  Nebraska  physicians  who 
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tremely  important.  I commend  the  authors  in 
bringing  the  issue  of  this  common  disease  to 
Nebraska  physicians  and  making  it  extremely 
simple  to  understand.  They  have  stressed,  and 
quite  rightly  so,  that  it  is  important  to  establish 
normal  anatomy  so  that  the  physiology  of  the 
nose  and  sinuses  can  return  to  normal. 

Pradip  K.  Mistry,  M.D. 


ERRATA 

In  the  article  entitled,  "The  Nebraska  Medicaid 
Drug  Utilization  Review  Program",  Nebraska 
Medical  journal,  January,  1992,  the  third  and 
fourth  columns  of  table  IV  should  be  the  rates 
of  hospitalization  with  and  without  a Drug 
Therapy  Problem  respectively: 

Rate  of  Hospitalization 
DTP  No  DTP 

The  fifth  column  should  read: 

Relative  Risk 
DTP 

The  author  apologizes  for  any  confusion  this 
may  have  created. 

Sincerely  Yours, 

Dan  LeGrady,  Pharm.  D 


daily  treat  the  sinus  diseases,  which  is  rather 
prevalent  here  and  would  help  them  to  refer  the 
patient  to  the  Otolaryngologist  when  the  dis- 
ease becomes  a recurrent  problem  in  a particu- 
lar patient.  The  authors  have  had  a good  rate  of 
success  with  minimal  complication  rate  which  is 
rather  gratifying.  As  one  can  see,  the  complica- 
tions of  the  procedure  can  be  serious  and  hence 
a thorough  evaluation  of  the  anatomy  is  ex- 
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ORIGINAL  ARTICLES 


The  Practice  of  Medicine  in  Nebraska  Prior  to  Statehood 


JAMES  K.  RUIGH 


Not  much  is  known  about  the 
practice  of  medicine  in  Ne- 
braska prior  to  1867.  H. 
Winnett  Orr,  M.D.,  long-time  Lincoln  resident 
and  an  early  Nebraska  medical  historian,  was 
frustrated  in  his  attempts  to  document  activities 
relative  to  this  era.  Speaking  to  the  Lancaster 
County  Medical  Society  in  1930,  Doctor  Orr 
lamented,  "In  fifty  or  sixty  years,  we  have  lost 
nearly  all  the  records  on  early  medicine  and 
surgery  in  Nebraska,  and  the  accounts  that  we 
can  obtain,  whether  verbal  or  written,  are  al- 
ready becoming  slightly  vague  and  romantic." 
What  is  known  about  the  era  is  chronicled  in  a 
finite  number  of  resources  which  are  listed  as 
source  materials  at  the  conclusion  of  this  paper. 

What  follows  is  an  attempt  to  provide  some 
background  on  several  early  Nebraska  physi- 
cians of  historical  note,  the  development  of 
organized  medicine  in  the  state  and  the  type  of 
medicine  practiced  in  this  period.  Like  Doctor 
Orr,  the  writer  experienced  difficulty,  particu- 
larly in  locating  information  on  the  type  of 
medicine  practiced  in  Nebraska  during  the  era 
involved.  Suffice  it  to  say  that,  based  on  the 
information  available,  there  is  no  reason  to 
believe  the  practice  was  in  any  way  inferior  to 
that  practiced  in  the  eastern  U.S.  and  that  at 
least  two  medical  advances  were  discovered  by 
Nebraska  physicians  of  the  time. 

The  Physicians 

Excluding  native  American  medicine  men, 
Nebraska  medical  history  can  be  traced  to 
September  26,  1819,  when  U.S.  troops  landed 
approximately  16  miles  north  of  Omaha.  Trav- 
eling the  Missouri  River  by  steamship,  these 
troops  built  Major  Long's  Engineer  Canton- 
ment, the  first  in  a series  of  camps  which  ulti- 
mately became  Fort  Calhoun.  Attached  to 
these  troops  were  at  least  two  and  possibly  four 
medical  officers  - the  first  white  physicians  to 
come  to  Nebraska. 

One  of  the  physicians.  Surgeon  John  Gale,  by 
nature  of  his  later  marriage  to  Ni-ku-mi,  a daugh- 


ter of  the  lowas,  was  a grandfather  of  Susan  La 
Flesche  Picotte,  the  first  native  American  woman 
to  obtain  her  medical  doctorate  degree.  Doctor 
Picotte,  an  early  advocate  of  health  education 
for  children  and  founder  of  the  Walthill,  Ne- 
braska hospital,  was  a significant  member  of  the 
Nebraska  medical  community  until  her  death  in 
1915. 

The  other  physicians  mentioned  in  writings 
concerning  the  troops  in  the  Cantonment  are 
Surgeon  Thomas  Mower  and  Doctor  Presley 
Craig.  Due  to  difficulties  in  travel,  it  is  likely 
Doctor  Mower  did  not  join  the  group  until 
around  November  19,  1819.  Doctors  Mower 
and  Gale  were  instrumental  in  documenting  the 
scurvy  epidemic  which  nearly  wiped  out  the 
regiment  during  the  first  winter  at  the  Canton- 
ment. Of  the  788  troops  stationed  there  in 
January,  1829,  almost  500  fell  prey  to  the  epi- 
demic, the  first  record  of  illness  in  this  state. 
One  hundred  fifty-seven  soldiers  are  known  to 
have  died  during  the  outbreak  at  the  Canton- 
ment, which  was  then  the  most  western  military 
post  in  the  United  States. 

The  writings  of  Doctors  Mower  and  Gale 
regarding  the  epidemic  were  ultimately  pub- 
lished in  1840  by  Doctor  Thomas  Lawson, 
Surgeon  General  of  the  United  States  and  a 
personal  friend  of  Mower,  under  the  title  of 
"Medical  Statistics  on  the  Sickness  and  Mortal- 
ity in  the  Army  of  the  United  States."  The 
reasons  cited  for  the  epidemic  included  exces- 
sive and  long-continued  fatigue,  cold  and  damp- 
ness, and  a faulty  diet.  It  was  speculated  that 
exhalations  arising  from  a nearby  stagnant  body 
of  water  may  also  have  played  a role. 

The  turning  point  in  the  epidemic,  which  first 
crops  up  in  the  company  record  on  January  1 7, 
1820,  occurred  in  early  April  when  fresh  wild 
vegetables  began  to  appear  and  fresh  meat  and 
other  supplies  arrived  from  the  east.  Thus 
ended  the  first  story  of  military  medicine  in 
Nebraska,  bui  physicians  in  Army  service  con- 
tinued to  play  an  active  role  in  the  settlement  of 
the  state. 
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Physicians  began  arriving  in  growing  num- 
bers in  the  territory  from  the  mid  1850's  on, 
settling  in  areas  of  growing  population.  By  May 
11,  1868,  60  physicians  were  practicing  in 
Nebraska  or  approximately  one  per  thousand 
residents.  These  physicians  by  nature  of  their 
education  and  background  were,  generally,  lead- 
ers in  their  chosen  communities.  Several,  how- 
ever, were  active  in  issues  beyond  the  local 
level,  both  in  politics  and  medicine. 

Physicians  in  private  practice  were  instru- 
mental in  moving  the  territory  toward  state- 
hood. Doctor  Enos  Lowe  of  Council  Bluffs, 
Iowa  was  president  of  the  lowa-Nebraska  Ferry 
Co.  which  in  1 853-54  platted  the  site  of  the  city 
of  Omaha.  Doctor  Lowe  took  up  residence  in 
the  city  in  late  1855  and  his  brother  Jesse  was 
the  first  mayor  of  Omaha.  When  the  Civil  War 
broke  out  Lowe  enlisted  as  surgeon  of  the  First 
Nebraska  Infantry  and  later  rose  to  the  rank  of 
Brigadier  General. 

Doctor  George  L.  Miller  was  the  first  physi- 
cian known  to  have  practiced  in  Omaha,  arriv- 
ing in  October  of  1854.  His  first  office  and 
home  was  a windowless  cabin  of  cottonwood 
located  at  approximately  Eleventh  and  Farnam 
Streets.  On  January  16,  1855,  Doctor  Miller 
was  named  the  first  clerk  of  the  territorial  legis- 
lature. He  served  as  president  of  the  territorial 
council  and  was  Omaha  health  officer  in  1 859. 
In  the  same  year,  he  was  appointed  "special 
agent"  of  the  territorial  council  and  was  sent  to 
Washington,  D.C.,  to  obtain  funding  from  the 
Congress  to  reimburse  Omaha  for  the  money 
spent  in  building  the  capitol. 

President  Lincoln  appointed  Doctor  Miller 
subtler  at  Fort  Kearny  in  1861.  In  1864  he 
returned  to  Omaha  and  ran  as  the  Democratic 
candidate  for  Congress,  but  was  defeated.  In 
1 865,  he  retired  from  medical  practice  and  with 
D.  W.  Carpenter  founded  the  Omaha  Herald. 
From  that  point  on.  Doctor  Miller  became  known 
as  a power  in  both  journalism  and  politics.  The 
Herald  merged  with  another  Omaha  paper  in 
1 889  and  became  the  World-Herald,  with  Doc- 
tor Miller  continuing  as  editor  for  27  years.  His 
efforts  on  behalf  of  the  city  were  truly  extraordi- 
nary and  included  the  development  of  the 
Omaha  parks  system  and  a successful  effort  to 
locate  the  Union  Pacific  bridge  across  the  Mis- 
souri in  Omaha.  His  positive  influence  remains 
strong  in  Nebraska's  largest  city  71  years  after 
his  death  in  1 920  at  the  age  of  90. 

1 855  brought  the  arrival  of  several  additional 


physicians  to  the  Omaha  area,  including  Doc- 
tors W.  R.  Thrall  and  James  Seymour,  each  of 
whom  became  leaders  in  the  community. 

Doctor  Thrall  was  elected  to  the  third  session 
of  the  Territorial  Legislature  in  1857  and  was 
named  chairman  of  the  Committee  of  the  Whole 
during  the  capital  removal  fight.  The  History  of 
Omaha,  written  by  Alfred  Sorenson,  describes 
the  fight  occurring  when  Mr.  Decker,  Speaker 
of  the  Legislature,  attempted  to  regain  his  seat 
which  was  being  held  by  Doctor  Thrall. 

"Thrall  refused  to  let  him  have  it.  Decker 
grabbed  for  the  gavel  in  Thrall's  hand.  A. 

J.  Hanscom  (donor  to  the  city  of  Hanscom 
Park)  yelled,  'Hit  him  over  the  head  with  it!' 
Decker  tried  to  push  Thrall  out  of  his  seat. 
Hanscom  pulled  Thrall  back  again.  Others 
then  interfered  to  prevent  Decker  from 
ousting  Thrall  and  a free-for-all  fight,  with 
many  bloody  noses  and  black  eyes  fol- 
lowed. The  Omahans  won.  Doctor  Miller, 
President  of  the  Council,  sided  with  the 
Omaha  faction  by  refusing  to  put  a motion 
to  adjourn  to  Florence." 

Doctor  James  Seymour's  activities  in  the 
Omaha  area  were  notably  political.  Seymour, 
an  intense  advocate  of  the  abolition  of  slavery, 
began  almost  at  once  to  organize  the  Republi- 
can party.  He  was  elected  to  the  Territorial 
Legislature  in  1859  and  again  in  1861,  while 
serving  in  St.  Louis  with  the  Nebraska  Cavalry. 
Followingservicein  the  1 862  legislative  session. 
Doctor  Seymour  was  appointed  Surgeon  of  the 
First  Nebraska  Regiment  by  Governor  Saunders. 
He  was  stricken  with  fever  after  joining  his 
regiment  and  died  in  Helena,  Arkansas  on  Sep- 
tember 7,  1 862. 

Doctor  Gilbert  Monell  arrived  in  Omaha  in 
1857,  after  having  founded  the  Rocky  Moun- 
tain News  in  Denver.  He  immediately  became 
active  in  the  affairs  of  the  city  and  was  elected 
President  of  the  first  Board  of  Education  in 
Omaha.  Monell  was  also  active  in  locating  the 
Union  Pacific  bridge  in  Omaha  and  served  as 
the  first  President  of  the  Nebraska  Medical 
Association.  His  grandson  was  Gilbert  Monell 
Hitchcock,  editor  of  the  World  Herald  and 
Nebraska  Senator,  who  served  as  Chairman  of 
the  Senate  Foreign  Relations  Committee  during 
World  War  I. 

Doctor  James  H.  Peabody,  who  can  arguably 
be  described  as  the  founder  of  the  Nebraska 
Medical  Association,  arrived  in  Omaha  in  July, 
1864,  as  the  Major  in  charge  of  the  Nebraska 
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medical  district.  Peabody,  who  was  born  in 
Washington,  D.C.  on  March  7, 1 833,  had  a long 
and  colorful  career.  He  spent  his  youth  near  the 
President's  mansion  and  was  a friend  of  Presi- 
dent Andrew  Jackson  and  Schuyler  Colfax.  In 
his  early  years  in  the  nation's  capital.  Doctor 
Peabody  served  as  a page  in  the  U.S.  House  of 
Representatives  and  was  a clerk  in  the  U.S. 
Pension  and  Land  Office. 

He  graduated  from  Georgetown  University 
on  March  8,  1860,  with  degrees  in  medicine 
and  dentistry  and  when  the  war  broke  out, 
Peabody  was  placed  in  command  of  the  Marine 
hospital  in  St.  Louis.  Following  the  war,  he  spent 
a year  at  Bellevue  Hospital  in  New  York  City, 
returning  to  Omaha  in  1866. 

Peabody's  practice  extended  to  50  miles 
around  the  city  and  he  had  several  narrow 
escapes  while  traveling  over  poor  roads  and 
bad  bridges  in  foul  weather.  In  March  1 867,  he 
was  nearly  drowned  when  he  was  washed  off  a 
bridge  into  the  Papillion  River  near  Gilmore, 
Nebraska.  A messenger  carrying  medicines  for 
Peabody  was  lost  in  the  same  spot  on  the 
following  day. 

The  last  physician  of  note  to  arrive  in  Omaha 
prior  to  statehood  was  Doctor  Richard  C.  Moore, 
in  1865,  following  service  as  a surgeon  in  the 
Civil  War.  He  served  as  City  Physician  in 
Omaha  and  helped  organize  the  Nebraska 
School  of  Medicine  and  the  Omaha  Medical 
College.  He  later  served  as  President  of  the 
Nebraska  Medical  Association  and  Vice-Presi- 
dent of  the  American  Medical  Association. 

Other  physicians  settled  in  populated  areas 
outside  of  Omaha  prior  to,  or  in  1 867,  and  many 
were  active  in  the  early  affairs  of  the  territory 
and  later  in  the  state.  The  majority  of  these 
physicians  were  located  south  of  the  Omaha 
area,  near  the  Missouri  river,  with  only  a few 
locating  north  and  west  of  the  city. 

Doctor  Robert  R.  Livingston  settled  in 
Plattsmouth  in  October  1859,  following  his 
employment  as  superintendent  of  the  Lake  For- 
est Copper  Mining  Company  near  Houghton, 
Michigan.  In  addition  to  his  professional  duties. 
Doctor  Livingston  assumed  the  editorial  man- 
agement of  the  Platte_ValleYjH^^  Following 
word  that  the  "Star  of  the  West"  had  been  fired 
upon.  Doctor  Livingston  stopped  the  Herald 
presses  and  issued  a printed  call  for  volunteers 
to  defend  the  Union. 

Doctor  Livingston  canvassed  for  volunteers 


and  organized  a company  of  loyal  men  to  serve. 
Following  a convention  to  organize  the  First 
Nebraska  regiment.  Captain  Livingston's  volun- 
teers were  made  Company  A.  During  the  battles 
of  Donelson  and  Shiloh,  his  acts  of  conspicuous 
bravery  led  to  Livingston's  promotion  to  Major, 
followed  by  Lieutenant  Colonel.  In  this  capac- 
ity, he  served  as  the  officer  in  charge  of  the 
District  of  St.  Louis  during  1 863. 

In  1 864,  Doctor  Livingston  and  his  men  were 
transferred  to  Fort  Kearny,  Nebraska,  where 
they  were  active  in  subduing  native  American 
tribes  who  were  harassing  government  and 
immigrant  trains.  In  June  1865,  Livingston  was 
promoted  to  Brevet  Brigadier  General  of  Volun- 
teers and  mustered  out  with  that  rank  in  1 866. 

For  the  first  two  years  of  statehood,  Livingston 
served  as  Surveyor  General  for  Nebraska.  Fol- 
lowing this  service,  he  returned  to  the  practice 
of  his  profession,  but  maintained  an  active 
interest  in  the  affairs  of  his  community  and  state. 
He  served  as  Mayor  of  Plattsmouth  for  three 
years  and  President  of  the  State  Fish  Commis- 
sion. Additionally,  he  was  instrumental  in  the 
activities  leading  to  the  organization  of  the 
Nebraska  Medical  Association. 

Doctor  Amelius  Bowen  settled  in  Nebraska 
City  in  1856,  following  his  work  in  organizing 
the  new  State  of  Kansas.  He  served  as  an 
incorporator  of  the  Omaha  School  for  the  Deaf 
in  1867  and  while  serving  in  the  Nebraska 
Senate  in  1873-74  authored  a bill  which  pro- 
vided for  a state  institution  for  the  blind  in 
Nebraska  city. 

Another  Nebraska  City  pioneer  was  Doctor 
N.  B.  Larsh  who  arrived  in  1 859.  Doctor  Larsh 
served  in  the  Territorial  Legislature  in  1861-62 
and  the  State  Senate  in  1872-73. 

Doctor  Charles  F.  Stewart  settled  in 
Auburn  in  1 857.  Following  service  during  the 
Civil  War  as  a surgeon,  Stewart  was  Superin- 
tendent of  the  State  Hospital  for  the  Insane  for 
four  years  and  was  a member  of  the  State  Board 
of  Health  for  seven  years. 

Doctor  George  Collins  of  Pawnee  City  ar- 
rived in  1866.  He  came  to  the  county  to 
practice  law,  but  abandoned  his  law  practice 
due  to  the  need  for  a physician.  Collins  was 
elected  to  the  Nebraska  Legislature  in  1 870  and 
became  Speaker  of  the  House  in  1 871,  presid- 
ing over  the  impeachment  proceedings  of  Gov- 
ernor Butler.  He  also  served  as  the  chairman  for 
three  Republican  state  conventions. 
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Doctor  Alexander  Bear  came  to  Fremont 
following  the  Civil  War  and  also  lived  in  West 
Point  prior  to  moving  to  Norfolk  in  1872  where 
he  practiced  for  nearly  40  years.  Bear,  the  first 
physician  in  the  Elkhorn  Valley,  was  a prominent 
politician  in  the  area.  He  served  as  Mayor  of 
Norfolk,  in  both  Houses  of  the  Legislature,  as 
President  of  the  Board  of  Education  and,  in 
1875,  although  a Democrat,  was  elected  a 
Regent  of  the  University  of  Nebraska  by  a 
Republican  Legislature. 

Doctor  J.  M.  McKesson  settled  in  Lincoln  in 
1 863  and  in  1870  invented  a predecessor  of  the 
modern  grain  harvester.  Another  Lincolnite, 
Doctor  Wesley  Queen,  served  as  Postmaster  of 
Saltillo  and  was  the  only  Lincoln  citizen  to 
become  a member  of  the  Union  Army  during 
the  Civil  War,  enlisting  in  an  artillery  company  in 
Nebraska  City. 

Following  statehood,  population  centers 
gradually  sprang  up  across  Nebraska  and  mem- 
bers of  the  physician  community  moved  west- 
ward. It  was  the  rule,  rather  than  the  exception, 
that  these  physicians  were  instrumental  in  the 
organization  of  both  the  county  government 
and  the  local  communities  in  which  they  served. 

The  Practice 

As  previously  indicated,  the  resource  materi- 
als reviewed  were  not  filled  with  items  regard- 
ing the  actual  practice  of  medicine  prior  to 
statehood.  Several  items  of  interest  were  lo- 
cated and  they  shall  have  to  suffice  for  our 
purposes  here. 

Of  certainty  is  the  fact  that  the  vast  majority 
of  patients  seen  by  these  early  Nebraska  doc- 
tors were  nearly  indigent  and  often  suffered 
from  malnutrition.  The  life  of  early  settlers  was 
hard  and  they  lived  several  years  in  nearly 
absolute  poverty  as  they  struggled  to  develop 
their  business  or  farm.  Instances  of  physicians 
prescribing  and  then  paying  for  nutritious  food 
for  their  patients  were  common. 

Surgery  was  practiced  in  Nebraska  during 
this  period,  using  the  crude  surgical  equipment 
of  the  time.  Doctor  William  McClellan  per- 
formed one  of  the  first  major  operations  in  the 
Territory,  doing  a resection  of  the  knee  joint  in 
Fontanelle,  Nebraska  in  1857.  It  was  also  re- 
ported that  Doctor  James  Peck,  an  Omaha 
physician  who  arrived  in  1 856,  drove  his  buggy 
115  miles  in  the  dead  of  winter  to  Genoa, 
Nebraska.  He  arrived  half-frozen  and  near 
exhaustion,  but  proceeded  immediately  to  am- 


putate both  the  arms  and  legs  of  a severely 
injured  patient. 

On  a more  light-hearted  note.  Doctor  Peck's 
partner.  Doctor  Alexander  Malcolm,  endeared 
himself  to  the  native  American  population  in  the 
area  when  he  successfully  performed  minor 
surgery  on  the  foot  of  a young  brave.  Chloro- 
form was  used  to  anesthetize  the  man  and  upon 
awakening  he  asked  Malcolm  for  a large  supply 
of  the  sleep  medicine  to  ensure  the  successful 
theft  of  a neighboring  Pawnee  tribe's  horses, 
"When  they  wake  up,  horses  gone!" 

In  the  April  1861,  issue  of  the  American 
journal  of  the  Medical  Sciences.  Doctor  Robert 
Livingston  of  Plattsmouth  published  a paper  on 
"Ether  in  Laryngitis  with  Exudation  of  Lymph." 
The  paper  describes  the  first  use,  so  far  as  is 
known,  of  inhalation  and  internal  administration 
of  ether  resulting  in  recovery  of  the  young 
patient.  Doctor  Livingston  also  was  published 
in  the  American  Medical  Times  of  February 
1 861,  discussing"Diphtheria  and  ItsTreatment." 
The  paper  encouraged  its  readers  to  elect  ear- 
lier in  the  course  of  the  disease  to  utilize  trache- 
otomy in  attempting  to  save  the  patient. 

Doctor  James  Peabody  wrote  in  the  Septem- 
ber 1876  issue  of  the  Philadelphia  Medical  and 
Surgical  lournal  regarding  his  1 6 years  of  expe- 
rience of  treating  diphtheria  with  oil  of  turpen- 
tine. The  article  was  widely  read  in  this  country 
and  abroad,  and  Doctor  Peabody  received  credit 
for  this  new  treatment  which  cut  the  death  rate 
for  the  affliction  from  20-30%  to  less  than  1 0%. 

No  history  of  the  time  would  be  complete 
without  some  reference  to  a scalping.  A fine 
case  was  written  up  in  the  first  proceedings  of 
the  Nebraska  State  Medical  Association  by 
Doctor  Richard  Moore  of  Omaha.  Moore 
treated  a railroad  employee  who  had  been 
ambushed,  shot,  scalped  and  left  for  dead. 
When  the  man  regained  consciousness  and 
found  his  scalp  not  far  away,  he  staggered  back 
to  camp,  placed  his  hair  in  a bucket  full  of  water 
and  traveled  to  Omaha  by  train.  The  scalp 
measured  ten  inches  long  and  five  inches  wide, 
having  been  cut  from  the  center  of  the  head, 
from  forehead  to  neck. 

Although  the  wound  was  terrible,  the  head 
having  been  cut  to  the  bone,  the  patient  made 
a full  recovery  following  a severe  fever.  He  was, 
however,  deeply  disappointed  that  his  scalp 
could  not  be  reattached.  The  scalp  was  stretched 
on  a board,  tanned  and  given  to  the  patient  as 
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a souvenir  at  the  completion  of  his  treatment. 
Prior  to  retiring  to  his  native  England,  the  patient 
gave  the  scalp  to  Doctor  Moore  who  later 
donated  it  to  the  Omaha  Public  Library  Mu- 
seum. 

Organized  Medicine 

On  March  25,  1 855,  the  articles  of  incorpo- 
ration were  approved  for  the  first  Nebraska 
Medical  Society.  The  nine  physicians  listed  as 
incorporators  were  Doctors  George  Miller,  B.  T. 
Shelley,  M.  H.  Clark,  Henry  Bradford,  J.  C. 
Campbell,  Joseph  Venable,  Josiah  Crane,  Samuel 
Wilson,  and  James  Stokes. 

The  Society  was  established  with  an  eye 
toward  preserving  the  practice  of  high-quality 
medicine  in  the  territory.  Candidates  for  mem- 
bership were  required  to  meet  certain  educa- 
tional and  civil  qualifications,  and  no  one  was 
permitted  to  practice  without  first  obtaining 
membership.  The  Society  also  retained  the 
power  to  expel  any  member  who  proved  to  be 
unworthy,  thereby  cutting  off  his  livelihood. 

In  addition  to  the  policingof  its  members,  the 
Society  proposed  to  monitor  the  drug  supply  in 
the  territory.  One  member  was  appointed  to 
serve  as  an  inspector  and  anyone  dispensing 
spurious  medications  was  liable  for  a fine  in  the 
amount  of  four  times  the  value  of  his  stock. 

TheTerritorial  Legislature  approved  a second 
set  of  articles  of  incorporation  for  the  Nebraska 
Medical  Society  on  February  11,1 857.  Appar- 
ently, the  magnitude  of  inspecting  all  medica- 
tions dispensed  in  Nebraska  had  proved  a daunt- 
ing task  and  this  provision  was  removed  from 
the  articles  of  1857.  The  Society  retained  the 
right  to  grant  licenses  to  Nebraska  physicians, 
and  for  appropriate  reasons  to  refuse  or  revoke 
the  license.  The  revised  articles  also  moved  the 
Society  toward  the  more  general  (and  practical) 
goals  of  encouraging  the  elevation  of  educa- 
tional standards,  diffusing  scientific  knowledge 
and  promoting  professional  fellowship. 

Following  attainment  of  statehood,  Nebraska 
physicians  began  working  toward  incorpora- 
tion of  the  Nebraska  State  Medical  Association. 
In  early  1868,  favorable  correspondence  be- 
tween Doctors  James  Peabody  of  Omaha  and 
Robert  Livingston  of  Plattsmouth  led  to  a call  for 
an  organizational  convention.  On  May  11, 
1 868,  1 3 doctors  and  a clergyman  (the  doctors 
didn't  like  the  number  13)  met  at  Doctor 
Peabody's  office  in  Omaha.  Doctor  Livingston 
called  the  meeting  to  order  and  moved  that 


Doctor  Gilbert  Monell  serve  as  convention 
chairman. 

The  following  resolution  was  adopted: 

"Whereas,  Fraternal  association  in  all  de- 
partments of  science  is  ever  productive  of 
the  happiest  results,  and 

"Whereas,  The  promotion  of  medical 
knowledge,  its  human  application,  benign 
influence,  and  exalted  philanthropy,  de- 
mand the  fraternization  of  the  medical 
men  in  Nebraska,  Therefore,  be  it 

"Resolved,  that  in  the  opinion  of  this  con- 
vention, it  is  expedient  and  necessary  that 
a state  medical  society  be  organized  in  the 
State  of  Nebraska." 

Subsequent  action  established  a committee 
to  draft  a suitable  constitution  and  by-laws  and 
directed  a circular  be  distributed  to  Nebraska 
physicians  calling  for  the  establishment  of  county 
medical  societies  and  election  of  delegates. 
These  delegates  met  in  Omaha  on  June  24, 
1868  and  formed  the  Nebraska  State  Medical 
Association.  The  articles  adopted  reiterated  the 
positions  outlined  previously  and  also  instructed 
that  the  Association  strive  to  promote  public 
health  in  the  state. 

The  Nebraska  Medical  Association  is  cel- 
ebrating its  124th  year  in  1992. 
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"Autonomy  and  the  Art  of  Medicine" 


f’EKKY  T.  WILLIAMS,  M.l). 


With  the  ever  increasing  encroachment  from 
various  controlling  bodies  on  the  practice  of 
medicine,  it  behooves  us  all  to  reflect  on  the 
affects  of  this  encroachment  on  the  art  of  medi- 
cine, as  well  as  the  financial  aspects  in  our 
medical  work. 

There  can  be  no  denying  that  this  encroach- 
ment and  interference  is  paramount  in  every 
physician's  mind.  We  have  to  give  so  much 
extra  effort  and  attention  to  the  business  side 
that  our  concentration  is  distracted  from  the 
medical  side.  The  art  of  medicine  resides  purely 
with  the  practice  of  medicine,  but  the  business 
and  administration  affects  our  practices  im- 
mensely. 

Rules  and  regulations  are  necessary  to  assure 
orderly  process  and  we  are  all  aware  there  is 
legitimacy  to  many  of  the  rules  we  follow.  But 
sometimes  arbitrary  or  unrealistic  rules  can  be 
unsatisfactory  and  therefore  become  oppres- 
sive. When  carried  out  to  excess,  this  leads  to  a 
decrease  in  medical  autonomy  and  physicians 
must  maintain  a degree  of  autonomy  to  achieve 
their  best  in  practicing  the  art  of  medicine  for 
their  patients. 

Guidelines  are  one  thing  that  can  and  should 
assist  physicians  in  their  work.  Controls  that 
spell  out  too  much  or  deny  too  much  are 
entirely  a different  matter. 

We  should  all  be  aware  of  that  distinction  and 
hold  the  line  for  autonomy  where  it  is  reason- 
able and  justified.  We  are  not  making  a case  for 
total  unbridled  freedom  or  to  be  irresponsible 
and  wild.  But  we  must  strengthen  our  case  that 
we  believe  a great  degree  of  autonomy  is  nec- 
essary for  the  delivery  of  quality  medicine  where 
the  patients  receive  the  very  best  value. 

After  all,  the  value  received  by  the  patient  is 
the  chief  reason  for  our  existence  as  medical 
men  and  women.  That  criterion  is  sometimes 
forgotten,  especially  by  the  government  bu- 
reaucrats and  corporate  leaders  who  do  not 
care  for  patients  directly,  as  we  do. 


Perry  T.  Williams,  M.O. 


Physicians  are  taking  positive  steps  toward 
assuring  autonomy  by  making  the  public  aware 
of  what  it  means  to  practice  medicine.  One 
method  which  seems  to  be  gaining  popularity  is 
the  so-called  "mini-internship"  for  various  non- 
medical members  of  a community.  They  can  be 
invited  to  accompany  a doctor  for  several  hours 
or  a full  day  in  order  to  see  what  really  goes  on 
in  medical  practice,  notjustwhatis shown  in  the 
media.  By  following  along,  they  get  a better 
understanding  of  what  doctors  are  really  doing 
and  the  problems  we  face  daily.  After  all,  a great 
many  people  have  been  primarily  healthy  and 
not  exposed  to  medical  practice  to  any  signifi- 
cant degree.  Several  places  throughout  the 
country  have  been  experimenting  with  that 
approach  and  report  greater  results  than  antici- 
pated. 

It  might  be  worthwhile  for  some  of  us  to  try 
a project  of  this  type.  It  sounds  like  a good 
project  and  there  is  little  doubt  that  the  public 
could  use  more  insight  and  perspective  on  what 
a physician's  work  is  really  like.  Practicing  the  art 
of  medicine  is  a great  profession  and  we  should 
make  an  extra  effort  to  show  it. 
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AUXILIARY 


DONNA  STONE 
President 


It  is  now  a matter  of  days  until  Spring  . . . 
doesn't  that  sound  encouraging?  So  does  all  the 
news  I hear  from  all  auxilians  about  their  present 
activities  and  those  yet  to  come.  I know  every- 
one continues  to  work  hard  to  make  things 
happen. 

Legislative  Day  1992,  sponsored  by  NMA 
and  NMAA  is  now  a pleasant  memory  shared  by 
about  25  auxilians  and  spouses  along  with  75 
senators,  spouses  and  staff  who  took  part  in  the 
health  screening  and  (in  smaller  numbers)  in  the 
luncheon  thatfollowed.  "Thanks"  go  to  Jill  Elston, 
NMAA  legislative  chairman,  Carolyn  Gregorius 
legislative  chairman  from  the  Lancaster  County 
Medical  Auxiliary,  Bill  Schellpeper,  Jim  Ruigh 
and  all  of  the  NMA  office  staff  for  making  the 
days  events  possible.  As  usual,  it  provided  a 
great  opportunity  to  get  to  know  those  we  have 
elected  to  help  us  become  healthier,  happier, 
more  productive  citizens  and  for  them  to  better 
understand  how  we  can  contribute  to  this  pro- 
cess. It  takes  involvement  to  get  the  job  done 
and  many  auxilians  see  this  as  a TOP  priority.  I 
would  urge  all  of  you  to  write  or  call  the 
UNICAMERAL  INFORMATION  OFFICE,  Room 
359C,  State  Capitol,  Lincoln,  NE  68509;  #(402) 
471-2788  and  ask  to  be  placed  on  their  mailing 
list  to  receive  UNICAMERAL  UPDATE,  the 
legislature's  weekly  newsletter.  There  is  no  charge 
and  it  will  certainly  help  you  to  become  better 
informed.  Those  of  you  already  receiving  copies 
will  support  this  comment. 


Speaking  of  being  supportive.  Doctors  Day  is 
Just  around  the  corner  (March  30)  and  we  urge 
all  auxilians  to  plan  activities  that  show  physi- 
cians how  important  they  are  to  all  of  us  — 
spouses  and  all  the  other  people  whose  lives 
they  touch  day  in  and  day  out.  Acknowledge 
the  commitment  they  have  made.  Choose  any 
one  of  the  many  creative  ways  to  honor  them  as 
they  deserve  to  be  honored. 

By  the  time  you  read  this  we  will  have  pre- 
sented our  midwinter  auxiliary  meeting  in  Lin- 
coln and  many  auxilians  will  have  planned  and 
carried  out  special  projects  involving  women's 
health  issues  and  other  timely  programs.  We 
will  be  reporting  on  these  problems  as  well  as 
giving  you  a preview  of  what  we  have  in  store 
for  you  at  our  annual  April  meeting  in  Omaha 
(April  24-26)  at  the  Mariott  Hotel.  We  have 
some  programs  we  know  will  be  of  interest  to  all 
of  you.  Take  the  plunge,  pencil  in  the  dates  on 
your  calendar  and  come  join  us! 

Donna  Stone,  President 

NMA  Auxiliary 

IMPORTANT  P.S.: 

Now  is  the  time  for  high-gear  action  regarding 
membership.  Person-to-person  contacts  with 
old  and  new  friends  who  have  not  as  yet  joined 
are  VITAL!  Begin  yours  today! 
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SALGTE  TO 

MEDICAL  DOCTORS'  DAY 


V.U>!.a  VUuai 


These  members  of  the  state  board 
of  the 

hebraska  Medical  Association  Auxiliary 
have  contributed  to  the 

American  Medical  Association 
Education  and  Research  foundation 


Colleen  Adam 
Cheri  Anderson 
Carole  Bagby 
Roxanne  Bascom 
Barbara  Bohi 
Linda  Brown 
Sue  Carraher 
Sue  Connolly 
Mona  Damico 
Debbie  Elson 


in  honor  of 

MEDICAL  DOCTORS' 

Cindy  Frank 
Barbara  Gammel 
Cyndi  Hartman 
Helen  Krause 
Bev  Kruger 
Elba  Lau 
Joan  O'Brien 
Maria  O'Donohue 
Desta  Osborne 
Kay  Reed 


DAY 

Carol  Rogers 
Jeanette  Schlichtemeier 
Rita  Seiler 
Sally  Semm 
Donna  Stone 
Jane  Taylor 
Arladeane  Urbauer 
Peg  Welch 
Diane  Weldon 


"/IRE  You  m HEART  TRKNSPLAMT  OR  THE  HAIR  TRANSPL/IUT  ? 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

APRIL  3-4,  1992  — Gastrointestinal  Motility 
Disorders  in  Children  and  the  Role  of  Intesti- 
nal Transplantation,  Red  Lion  Hotel,  Omaha, 
NE. 

APRIL  1 0, 1 992  — Current  Concepts  in  The  Care 
of  Ventilator  Dependent  Patients,  Nebraska 
Center  for  Continuing  Education,  University 
of  Nebraska-Lincoln,  Lincoln,  NE. 

APRIL  29, 1 992  — Distinguished  Lecture  Series, 
Samuel  Z.  Goldhaber,  M.D.,  "Pulmonary 
Embolism",  Boys  Town  National  Research 
Hospital  Auditorium,  Omaha,  NE. 

MAY  20,  1992  — Distinguished  Lecture  Series, 
Pedro  A.  Jose,  M.D.,  Ph.D.,  "Pathogenesis  of 
Salt-Dependent  Hypertension,  Boys  town 
National  Research  Hospital  Auditorium. 
Omaha,  NE. 

MAY  22-24,  1992  — Family  Medicine  Update, 
Village  East  Resort,  Lake  Okoboji,  lA. 

MAY  23,  1992  — Symposium  on  Fluorescein 
Angiography  and  Retinal  Diseases,  Mahoney 
State  Park,  Ashland,  NE. 

MAY  28-3 1 , 1 992  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology,  Criss  II, 
Creighton  University,  Omaha,  NE. 

JUNE  5-6,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

JUNE  6,  1992  — 10th  Annual  Maurice  Crier 
Symposium,  Student  Center,  Creighton  Uni- 
versity, Omaha,  NE. 

JUNE  18,  1992  — TBA,  Distinguished  Lecture 
Series,  Thomas  J.  Brady,  M.D.,  "Functional 
Magnetic  Resonance  Imaging  of  the  Brain", 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

JUNE  1 9-20,  1 992  — TBA,  Clinical  Applications 
of  PET  in  Neurology  and  Psychiatry,  Red  Lion 
Inn,  Omaha,  NE. 


JULY  24-25,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

AUGUST  14-15,  1992  — Basic  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

SEPTEMBER  18-19,  1992  - Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1 992  — Fifth  Annual  Digestive 
Diseases  Symposium,  University  of  Nebraska, 
Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 

Ultrasonography  and  Day  with  the 

Perinatologists,  Marriott  Hotel,  Omaha,  NE. 

DECEMBER  1 8-19,  1992  - Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  68178-0072,  1-800- 
548-CMEDor  1-402-280-1830. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  February  20, 
21,  & 22,  1992,  April  23,  24,  & 25,  1992, 
August  20,  2 1 , & 22, 1 992,  November  5,  6,  & 
7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 

MAYO  FOUNDATION 

APRIL  24-26,  1992  — 1st  Annual  Mayo  Clinic 
Conference  on  Advances  in  Clinical  Anesthe- 
siology, Amelia  Island  Plantation,  Amelia  Is- 
land, Florida,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  toll  Free  800-323-2688. 
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PRACTICE  OF  INTERNAL  MEDICINE  - May 
1 1-15,  1992,  Rochester,  Minnesota. 

AUGUST  20-22,  1992  — Operative  Gynecol- 
ogy: 3rd  Annual  Live  Televideo  Conference, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

UPDATE  IN  CARDIOVASCULAR  DISEASES  - 
November  7-8, 1 992,  Rochester,  Minnesota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

Conlacl:  Roslgraduatc  Courses,  Section  of  Continuing 

Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 

(507)  284-2509  or  Toll  Free  800-523-2G88. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  20-27,  1992  — The  Eleventh  Annual 
Cornhusker  Canadian  Clinical  Conference. 
Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada,  fee  $150.00. 

For  information  contact:  Sharlene  Knippelmeyer,  RN, 

BS,  Education  & Staff  Development,  Lincoln  General  Hos- 
pital, 2300  South  16th  Street,  Lincoln,  NF  68502,  (402) 

473-5638. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

APRIL  1 0, 1 992  — Smoking  Cessation:  Practical 
Aspects  and  New  Developments,  Friday, 
12:00-5:00  p.m.,  Omaha  Marriott,  Omaha, 
Nebraska. 

APRIL  27  - MAY  8,  1992  — Family  Practice 
Review,  Monday  through  Saturday  and  Mon- 
day through  Friday,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center. 

MAY  1,  1992  — Common  Infectious  Disease 
Problems  in  Primary  Care:  Focus  on  the 
Pediatric  Patient,  Friday,  2:00-6:00  p.m., 
Omaha  Marriott,  Omaha,  Nebraska. 

JUNE  4-5,  1 992  — 41  st  Annual  Ob-Gyn  Confer- 
ence "Common  Office  Gynecological  Prob- 
lems" (in  conjunction  with  the  College  World 
Series)  Thursday  afternoon  and  Friday  morn- 
ing, Omaha  Marriott,  Omaha,  Nebraska. 

JUNE  12-13,  1992  — Second  Annual  Lipids 


Conference,  "Lipid  Treatment:  The  Realities 
and  The  Responses",  Friday  and  Saturday, 
Mahoney  State  Park,  Ashland,  Nebraska. 

To  register  or  for  further  information,  please  contact  Marge 
Adey,  Coordinator  of  Continuing  Medical  Education,  University 
of  Nebraska  Medical  Center,  Center  for  Continuing  Education, 
600  South  42nd  Street,  Omaha,  Nebraska  68198-5651.  Tele- 
phone (402)  559-4152,  FAX  (402)  559-5915. 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  Ml) 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 

NEBRASKA  MEDICAL  ASSOCIATION 

ANN  UAL  SESSION  — House  of  Delegates,  April 
24-26,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 0-1 2,  1 992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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AMA  NEWS  NOTES 


The  AMA  announced  the  publication  of  a new 

scientific  journal,  the  Archives  of  Family  Medi- 
cine. Regular  monthly  publication  will  begin  in 
January  1993.  The  Archives  is  the  first  new 
scientific  journal  the  AMA  has  launched  in  65 
years.  It  will  be  distributed  on  a controlled- 
circulation  basis  to  office-and  hospital-based 
physicians  who  designate  themselves  as  prac- 
ticing in  general  medicine  or  family  medicine, 
and  academic  leaders  and  researchers. 

The  AMA  is  Informing  medical  schools  and 
residency  training  programs  about  the  House  of 
Delegates'  position  on  hepatitis  B immuniza- 
tion. The  house  has  adopted  a Board  of  Trustees 
report  recommending  that  medical  students, 
residents  and  other  physicians  be  tested  to 
determine  if  they  have  developed  an  immunity 
to  the  disease.  The  recommendation  applies  to 
all  health  care  workers  who  practice  invasive 
procedures.  Students  and  physicians  should 
take  the  test  one  to  six  months  after  they 
complete  an  immunization  series.  Those  who 
fail  to  respond  with  an  adequate  antibody  level 
need  to  be  offered  a complete  revaccination, 
followed  by  another  test.  If  they  fail  to  respond 
to  the  second  immunization,  they  should  be 
advised  to  consider  a career  that  does  not 

include  invasive  procedures. 

★ ★ ★ 

Both  the  House  and  Senate  bills  to  reauthorize 
the  Higher  Education  Act  (HR  3553  and  S 1 1 50) 
would  eliminate  resident  physicians'  current 
two-year  deferment  for  repaying  medical  school 
loans.  The  Senate  passed  a provision  Feb.  21 
allowing  them  to  "forbear"  repayment  of  the 
principal  and  interest  during  the  length  of  a 


residency.  The  loan,  however,  will  continue  to 
accrue  interest.  In  letters  to  members  of  Con- 
gress, the  AMA  had  urged  adoption  of  substi- 
tute language  that  would  defer  the  accrual  of 
interest  while  the  resident  was  in  training. 


Exposure  to  tobacco  smoke  poses  serious 
risks  to  babies,  AMA  Trustee  Lonnie  R.  Bristow, 
MD,  told  the  Federal  Interagency  Committee 
on  Smoking  and  Health.  Unfortunately,  there 
are  smokers  living  in  40%  of  all  American  homes 
where  babies  are  present.  If  a parents  were 
aware  of  the  harm  that  smoking  inflicts  on 
young  children,  they  would  redouble  their  ef- 
forts to  quit.  Dr.  Bristow  said.  He  also  called  for 
efforts  to  protect  children  from  second-hand 
smoke  in  day  care  centers,  schools  and  health 
care  facilities. 

★ ★ ★ 

The  Dept,  of  Health  and  Human  Services  is 

calling  it  the  most  significant  revision  of  the 
Medicare  physician  payment  system  in  the 
program's  25-year  history.  The  AMA  said  that 
the  final  regulations  for  implementing  the  re- 
source-based relative  value  scale  constitute  an 
improvement  over  the  original  plan.  The  final 
rule  achieves  95%  of  the  AMA's  goal  of  restor- 
ing the  cut  that  was  announced  in  June.  Never- 
theless, fundamental  problems  remain.  "In  the 
coming  months  we  will  continue  to  consult  with 
congressional  leaders.  They  have  assured  us 
that  they  are  still  committed  to  working  with  the 
medical  profession  to  achieve  an  equitable 
implementation  of  the  legislation,"  said  AMA 
Executive  Vice  President  James  S.  Todd,  MD. 

* * * 
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Congratulations.  You’ve  taken  that  diffi- 
cult first  step. 

You’ve  made  the  decision  to  get  help  for 
a drinking  or  drug  abuse  problem.  Now 
what? 

Where  can  you  go  for  the  specialized  care 
you  need?  Where  can  you  find  people  with 
the  knowledge  and  expertise  to  help? 

The  Answer  Is  West  Pines. 

West  Pines  is  a premier  hospital  and 
treatment  center  in  Denver,  Colorado. 

Our  chemical  dependency  programs 
have  provided  effective  treatment  for  even 


repeat  substance  abuse  cases.  Our  people 
are  seasoned  health  professionals,  with 
training  and  experience  second  to  none. 

At  West  Pines,  we’re  dedicated  not  just 
to  ending  addiction  but  to  giving  you  a 
fresh  start  on  a new  life. 

CaU  1-800-779-2701. 

West  Pines  services  are  covered  by  many 
types  of  health  insurance.  And,  of  course, 
they’re  completely  confidential. 

Call  today  for  information.  West  Pines 
is  ready  to  help  your  life  take  a turn  for 
the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 
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Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AIMIOC  COMMiri  EE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Audi  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Leo  Retelsdorf,  M.D Omaha 
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Scott  G.  Rose.  M.U Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verclirame,  M.D Omaha 

NMA  AIVHOC  COMMIITKK  ON  VIOUKNCK  AM)  NKGLKCT 

John  K.  Kiedler,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  I.^wis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  I^avelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Dausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  and  Fetal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D.  Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hmicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Faustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D. Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

Willieun  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R,  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


Rodney  S.  W.  Baaler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Michael  J.  McGahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D. - Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAA^NCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


^ GRAND  iSLANDl 


GRAND  ISLAND 
CLINIC  INC 

308-382-llW 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis.  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D, 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

John  P.  Reilly,  M.D.  SURGERY 

James  V.  Reiss.  M.D. 

11-91 


fliNCOLN,  cont 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-91 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

• SURGERY  OF  TRAUMA 
GENERAL  SURGERY 

• COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 
CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462  ,1.91 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  ■ 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  „ . 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver,  M.D.  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Card,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

Kyong  T.  Turk,  M.D. 


(402)489-6554  or  1-800-MED-LINC 


pathology 

medical 

services 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON.M  0 
JOHNH.CASEY,  M D, 
DEBORAH  K,  DAVIDSON,  D.O 
MICHAELJ.  DUGGAN,  M D, 
DONALDA  DYNEK.M  D, 
GEORGE  E.GAMMEL,  M.D 
ORIN  R,  HAYES.  M D 
DAVID  L.KUTSCH.MD 
STEFFANR  LACEY.  M 0 
MATTHIAS  I.OKOYE,  M.D 
JOHN  F.  PORTERFIELD.  M D 
AINAI.SILENIEKS.M  0, 
ROBERT  F.  SHAPIRO,  M D 
DANIEL  J.  TILL.  M D 
LARRY  0 TOALSON.  M D. 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 6-9i 


22-A  Nebraska  Medical  Journal  March  1992 


PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney,  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  • Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1 -800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-91 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADOEN,  JR.,M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE;  402  731-4145 
WATS:  800  642-1117 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha.  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  681 14 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolui  C.  I-ilkins,  M.D. , Emeritus 
Richard  H.  Meissner.  M.D. 
Everett  C.  Madsoii,  M.D. 

Peter  J.  Whitted,  M D. 

Jolm  D.  GrilTitlis,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  llalsted,  M.D. 
Katliryii  E.  Hodges,  M.D. 

11-91 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Prolessional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391  -1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-91 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:. retina,  vitreous  and  cornea 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1,  SCOTTSBLUFF 
(308)  635-3911 
2 ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)2844011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-91 


March  1992 


Nebraska  Medical  Journal 


23-A 


Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  515,  Ankeny,  Iowa,  50021;  1-800-729-781 3. 

INTRODUCING  PREFERRED  SEARCH  - For 
your  physician  needs.  FULL  RETAINED  SERVICES  — 
for  one  small  retainer.  PERSONAL  SERVICE  dedi- 
cated to  your  specific  position.  ACCOUNTABIL- 
ITY! For  information  call:  Judi  White,  R.N.,  BSN, 
Dunhill  of  South  Lenexa,  9718  Rosehill  Road,  Lenexa, 
KS  66215,  913-599-6270. 

FAMILY  PRACTICE,  OB-GYN,  INTERNAL  MEDI- 
CINE AND  URGENT  CARE  — Positions  are  avail- 
able in  a variety  of  settings  from  Central  Michigian 
through  Illinois,  Wisconsin,  and  Nebraska,  to  the 
rolling  plains  of  Kansas.  Single  or  multi-specialty 
groups,  or  solo  with  generous  call  coverage,  or 
faculty  FP.  Attractive  guarantees  and  benefits.  For 
more  information  please  contact  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC,  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

ARE  YOU  SEEKING  A POSITION  IN  NEONA- 
TOLOGY, ORTHOPEDICS,  DERMATOLOGY,  AL- 
LERGY, RADIOLOGY,  ONCOLOGY,  NEURO- 
SURGERY OR  RHEUMATOLOGY?  We  have  posi- 
tions available  in  Ohio,  Missouri,  Wisconsin,  and 
Nebraska.  Attractive  guarantees  and  benefit  pack- 
ages. Single  or  multi-specialty  groups.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

PEDIAI  RICIAN  — Excellent  opportunity  for  pe- 
diatrician to  join  established  multi-specialty  medical 
clinic  of  38  professionals  (3  pediatricians)  in  a 
(|uality-of  life  South  Dakota  community;  featuring 
full  service  hospital;  growing  community  and  re- 
gional medical  practice;  and  superior  educational 
and  recreational  resources.  Guaranteed  salary  and 
additional  incentives  offered  liy  clinic.  Become  part 
of  a well-managed  professional  corporation  which 
provides  a full-range  of  employee  benefits.  On-call 
only  every  4th  weekend.  For  immediate  consider- 
ation, contact  Jim  France,  1-800-666-4041  to  dis- 
cuss your  availability  for  consideration  with  this 
dynamic  organization. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

OVERWHELMED  BYTHE  POSSIBILITIES  - You 
need  a good  headhunter!  Someone  to  decipher  the 
pros  and  cons  of:  Practice  opportunities,  salaries, 
contracts,  buy-in.  Well  network  and  negotiate  for 
you.  Judi  White,  R.N.,  BSN,  Dunhill  of  South  Lenexa, 
9718  Rosehill  Road,  Lenexa,  KS  66212,  913-599- 
6270,  FAX  913-599-6542,  1-800-489-9333. 

AVAILABLE  FOR  SALE  — General  Surgery,  Hos- 
pital Based  Practice,  Colorado  Springs,  Colorado. 
25  East  Jackson,  Suite  305,  Colorado  Springs,  Colo- 
rado 80907,  (71 9J  636-0075,  FAX:  &719J  636- 
0070.  Sale  includes  Penrose  Elospital  office  lease, 
equipment,  patient  records,  managed  care  con- 
tacts and  referral  base. 

PHYSICIAN  III:  Full  time  and  part  time  primary 
care  physicians  for  the  NE  Department  of  Correc- 
tional Services,  Lincoln.  Responsible  for  clinic  and 
hospital  health  care  delivery  in  near  new  facility 
with  professionally  stimulating  patient  mix.  Con- 
ducts Monday-Friday  sick  call  and  hospital  rounds. 
Unbeatable  call/work  schedule.  Competitive  salary 
and  excellent  state  benefits.  Fully  equipped  clinic, 
skilled  care  hospital  and  outside  referral  sources. 
Full  compliment  of  support  staff  including  physician's 
assistants,  24  hour  nursing  coverage,  laboratory,  x- 
ray,  optometry,  mental  health,  etc.  Salary  nego- 
tiable. Successful  candidate  will  complete  a two 
week  Corrections  Training  Program.  Submit  a NE 
State  Application  form  to  the  Department  of  Cor- 
rectional Services,  801  West  Van  Dorn,  Lincoln,  NE 
68509.  Lor  more  information  call  (402J  479-5637. 
EOE. 

INTRODUCING  PREFERRED  SEARCH  - For 
your  physician  needs.  FULL  RETAINED  SERVICES  — 
for  one  small  retainer.  PERSONAL  SERVICE  dedi- 
cated to  your  specific  position.  ACCOUNTABIL- 
lEY!  For  information  call:  judi  White,  R.N.,  BSN, 
Dunhill  of  South  Lenexa,  971 8 Rosehill  Road,  Lenexa, 
KS  66215,  913-599-6270,  1-800-489-9333. 
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Please,  take  a moment  to 

READ  THIS  AD 

Did  you  know  the  NMA's  Board  of  Directors  has  reveiwed, 
approved  and  endorsed  several  nnember  benefit  services  for  you? 

• Top  quality  goods  and  services  at  very  attractive 
rates,  available  only  to  members  of  the  Nebraska 
Medical  Association. 

• Business  equipment,  financial  services,  insurance 
packages  and  more  - each  designed  with  the  busy 
physician  in  mind. 


Return  this  postcard  to  find  out  more. 
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Drug/Alcohol/ Emotional/Other  Health 
Problems 


^^3 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMIUY 
FOR  A PROFESSIONAL,  FRIEND  o6V  j 
COLLEAGUE  y ^ ^ 


^c. 


Call 


The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


% 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Effective  24-hour  controP 
Single-agent  efficacy 
Well  tolerated" 

No  adverse  effects  on  total 


For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


■ ONCE-DAILY 

larr@[ 


cnuiesieroi,  piasma  glucose 


180  eng 


SU^/|1NED-REIEASE  CAPLET^.  240,mg 


References:  1.  Data  on  file,  Searle.  2.  Edmonds  D,  Wurth  JP,  Baumgart  P,  et  al. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy,  in:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade: 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  S.  Midtbo 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
parameters.  Am  J Cardiol.  1990:66:131-151.  4.  Fagher  B,  Henningsen  N.  Hulth6n  L. 
et  al.  Antihypertensive  and  renal  effects  of  enalapril  and  slow-release  verapamil 
in  essential  hypertension.  EurJ  Clin  Pharmacol.  I990:39(suppi  1):S41-S43. 

5.  Schmieder  RE,  Messerli  FH,  Caravaglla  CE,  et  al.  Cardiovascular  effects  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  MIdtbo  K,  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  In  hypertension.  Anglology.  1988:39:1025-1029. 


monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility.  AV  conduction,  and  repolarization  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  dunng  combined  use 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  piasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women  This  dmg  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nursing 
should  be  discontinued  during  verapamil  use 

Advert*  Raactiont:  Constipation  (7  3%).  dizziness  (3  3%).  nausea  (2  7%).  hypotension  (2  5%). 
headache  (2  2%),  edema  (19%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (17%),  dyspnea  (1.4%), 
bradycardia  HR  < 50/min  (1.4%),  AV  block  total  r,2*,3”  (12%),  2'  and  3”  (08%),  rash 
(1,2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus  The 
following  reactions,  reported  in  10%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain  angina  pectoris,  atrioventncular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria.  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 

4/11/91  •P91CA6277V 


Addrau  m0dK»i  imju/h«s  to: 
G.D.  SosfitSiCo. 

Medics/  A Sciontific 
Infotmation  Dopflmont 
4901  S90ri9  Porkway 
Skokta.  IL  60077 


O^yiO#  C Cj.O.Sa^AGo. 
OCMTiIif  B»5m.a^c4Qo.H.eo690 


•The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 


t Constipation,  which  Is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

tverapamll  should  be  administered  cautiously  to  patients  with  Impaired  renal 
function. 


BRIEF  SUMMARY 

Contraindkationt;  Severe  LV  dysfunction  (see  Warnmgs],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (If  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  Is  present),  atrial  flutter/fibrillatlon  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil 
Warning*:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%),  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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ne  Out  Of  Every  Three 
Americans  Have  Problems  Sleeping 


w 


Sleep.  It  restores  the  body 
and  refreshes  the  mind. 
Everyone  needs  it.  Yet  for 
millions  of  Americans,  sleep  is  elusive. 

For  people  with  sleep  disorders  the 
idea  of  a good  night’s  sleep  is  nothing 
more  than  a dream. 


The  Sleep  Center,  affiliated  with 
Richard  Young  and  Methodist  Hospi- 
tals,  utilizes  state-of-the-art  diagnostic 
testing  to  help  people  who  suffer  from 
chronic  sleep  problems.  The  Sleep 
Center,  located  at  2566  St.  Mar>'’s  Avenue  in  the  Park  East 
Medical  Building,  is  Omaha’s  first  accredited  sleep  disorders 
facility.  A variety  of  painless,  non-invasive  sleep  studies  are 
conducted  — by  board  certified  sleep  technologists  working 
under  the  direction  of  physicians  specializing  in  sleep  disor- 
ders, pulmonary  medicine,  and  clinical  neurophysiology  — 
in  a setting  that  is  more  like  a hotel  room  than  a high-tech 
diagnostic  sleep  laboratory'. 

What  is  Involved  with  a Test  at 
The  Sleep  Center? 

Sleep  disorders  can  affect  a person’s  health  and,  in  some  cases, 
may  even  be  life  threatening.  Through  an  evaluation  at  The 
Sleep  Center,  a patient’s  sleep  problems  can  be  assessed  and 
test  results  sent  to  the  referring  physician  who  recommends 
treatment  based  on  that  information. 


How  many  of 
your  patients  are  not 
getting  a good 
night's  sieep? 


results,  along  with  treatment  recom- 
mendations, are  then  sent  to  the  refer- 
ring physician. 

Physicians  may  choose  from  a variety 
of  painless,  non-invasive  diagnostic 
tests  including: 

All-Night  Polysomnograms  used 

to  evaluate  a number  of  sleep  disorders 
such  as  sleep  apnea,  insomnia  and 
parasomnias  and  periodic  limb  mo\’e- 
ment  disorder. 

All-Night  Electroencephalo- 
gram used  to  evaluate  epilepsy,  especially  those  suspected  of 
possible  nocturnal  seizures. 

MULTIPLE  Sleep  Latency  Test  used  to  evaluate 
narcolepsy  and  other  disorders  producing  excessise  day- 
time somnolence. 

Standard  Testing  Includes: 

• Electroencephalogram  (EEC),  which  measures  brain  wa\e 
activity 

• Electrooculogram  (ECXi),  which  records  eye  movements 
during  sleep 

• Electromyogram  (EMG),  which  tracks  muscle  movements 

• Electrocardiogram  (EKG),  which  monitors  heart  rate  and 
activity 

• Respirograms,  wiiich  monitors  breathing 

• Oximetry,  which  indicates  the  levels  of  o.xygen  in  the  blood 


Once  a physician  decides  that  a sleep  test  is  needed,  the  patient 
enters  The  Sleep  Center,  usually  for  an  overnight  stay.  During 
the  stay,  that  patient  resides  in  a comfortable,  private  room 
where  polysomnographic  recordings  are  performed.  A 
technologist  monitors  equipment  from  an  adjoining  room 
and  is  there  to  respond  to  the  patient’s  needs  throughout 
the  testing  process. 

Once  the  test  is  completed  a sleep  stage  analysis  is  performed, 
interrelations  between  autonomic  functions  and  sleep  states 
arc  examined  and  overall  sleep  quality  is  assessed.  These 


If  one  of  your  patients,  isn’t  getting  a gorxl  night's  sleep,  call 
The  Sleep  Center  at  (402)  342-9291.  A certified  sleep  tech- 
nologist will  answer  y our  questions,  Monday  through  Friday 
from  8 a,m.  to  4:30  p.m. 

THE  SLEEP  CENTER 

25^tl  St.  Mary’s  Avenue  • Park  East  Medical  Building 
Omaha.  NE  08105  • (402)  342-d291 
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RICHARD  YOUNG  METHODfeT 

HOSPITAL 


You  deserve  the  backing  of  a financially 
stable  insurance  company  with  more 
than  $ 1 2 billion  in  assets. 

**Your  reputation  deserves  a 
strong  defense.** 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representingThe  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 

isnui 


‘‘You  work  hard  to  earn  your 
professional 
reputation.” 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 
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ENDOCURIETHERAPY 


AT  Clarkson  hospital 


STEREOTACTIC  ENDOClRlETHEm 

Endocuriefherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950. 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues.  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital 


CLARKSON 
HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Plan  to  Attend 

THE  INAUGURAL  BANQUET 

The  Installation  of  Darroll  J.  Loschen,  M.D. 
as  President  of  the  Nebraska  Medical  Association 

Darroll  J.  Loschen,  M.D. 

All  physicians  and  spouses  are  cordially  invited  to  attend.  Following  the  dinner  and 
ceremony,  enjoy  Mr.  Wally  Seiler's  presentation  of  "An  Evening  With  Mark 
Twain,"  a light-hearted  program  based  on  the  famous  author's  best-loved 


6:00  p.m.  — Reception  (cash  bar) 
7:00  p.m.  — Banquet  - $27.50 


Saturday,  April  25,  1992 
Omaha  Marriott  Hotel 


writings. 


Wally  Seiler  as  Mark  Twain 


AMA  NEWS  NOTES 

Congress  reviews  White  House  plan 

AMA  Executive  Vice  President  James  S.  Todd, 
M.D.  appeared  before  the  House  Ways  and 
Means  Committee  to  present  the  medical 
profession's  view  on  President  Bush's  health 
care  system  reform  proposal.  Many  elements  of 
the  administration  plan  concur  with  the  AMA's 
own  proposal,  Dr.  Todd  said,  but  it  does  not  go 
far  enough  to  make  sure  that  every  citizen  will 
have  access  to  care.  The  AMA  disagrees  with 
provisions  that  would  place  limits  on  Medicaid 
and  Medicare  funding.  It  also  disagrees  with  the 
president's  reliance  on  managed  care.  The  AMA 
does  not  oppose  managed  care,  but  believes  it 
should  be  only  one  of  several  options  that 
patients  can  choose.  The  Association  is  con- 
vinced that  the  best  way  to  ensure  access  is  to 
build  on  the  existing  employment-based  sys- 
tem, he  said. 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Jolui  II  Graham  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
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Richard  J Davidson,  President 
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American  Medical  Association 

Janies  S.  Todd,  M.D.,  Exec.  Vice  President 
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The  ACCUPRIL 
Single-Agent  Commitment™ 

Parke-Davis  is  confident  that  for  many  of  your  hypertensive 
patients  ACCUPRIL  will  achieve  the  decrease  in  blood  pressure 
you  expect. 

If,  in  your  medical  judgment,  your  patient  requires  a diuretic  in 
addition  to  ACCUPRIL  at  any  time  during  ACCUPRIL  therapy, 
Parke-Davis  will  refund  your  patient’s  cost  of  the  diuretic.*^ 


ONCE-A-DAYt 

'-‘Rill 

quinapril  HCI  tablets  10, 20, 40  mg 


? DOSAGE  AND  ADMINISTRATION  section  of  prescribing  information. 

after  an  adequate  trial  of  ACCUPRIL  alone,  based  on  your  medical  judgment  as  the  prescribing  physician,  you  determine  that  your  patient  requires  the  addition  of  a diuretic. 
J-Davis  will  refund  to  the  patient  his/her  cost  for  the  diuretic  pre.scription  less  any  amount  reimbursed  or  paid  for  by  an  HMO.  insurance  company,  or  any  other  plan  or  program, 

non;  details,  ask  your  Parke-Davis  Representative  or  call  l-8(K)-955-3077. 

some  patients,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  may 
arranted. 

UPRIL  is  available  in  10.  20.  and  40  mg  tablets.  Usual  initial  starting  dosage  is  10  mg  once  daily. 

LTRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

>e  see  brief  summary  of  prescribing  information  on  following  page. 

PARKE-DAVIS 


191  Warner-Lambert  Company 


Accupril®  (Quinapril  Hydrochloride  Tablets) 


Accupril®  (Quinapril  Hydrochloride  Tablets) 


Before  prescribing,  please  see  full  prescribing  information.  A brief  summary  follows. 

INDICATIONS  AND  USAGE 

ACCUPRIL  is  indicated  for  the  treatment  of  hypertension.  II  may  be  used  alone  or  in  combination  with  thiaaide  diuretics. 

In  using  ACCUPRIL.  consideration  should  be  given  to  the  fact  that  another  angiotensin-converting  enzyme  (ACE)  inhibitor,  cap- 
topril.  has  caused  agranulocytosis,  particularly  in  patients  with  renal  impairment  or  collagen  vascular  disease.  Available  data 
are  insufficient  to  show  that  ACCUPRIL  does  not  have  a similar  risk  (see  WARNINGS). 

CONTRAINDICATIONS 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema 
related  to  previous  treatment  with  an  ACE  inhibitor. 

WARNINGS 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and  larynx  has  been  reported  in  patients  treated  with 
ACE  inhibitors  and  has  been  seen  in  0.t%  of  patients  receiving  ACCUPRIL  Angioedema  associated  with  laryngeal  edema  can 
be  fatal.  If  laryngeal  stridor  or  angioedema  of  the  face,  tongue,  or  glottis  occurs,  treatment  with  ACCUPRIL  should  be  discon- 
tinued immediately,  the  patient  treated  in  accordance  with  accepted  medical  care,  and  carefully  observed  until  the  swelling 
disappears.  In  instances  where  swelling  is  confined  to  the  face  and  lips,  the  condition  generally  resolves  without  treatment: 
antihistamines  may  be  useful  in  relieving  symptoms. 

Where  there  is  involvement  of  the  tohgue.  glottis,  or  larynx  likely  to  cause  airway  obstruction,  emergency  therapy  including, 
but  not  limited  to.  subcutaneous  epinephrine  solution  t:1000  (0.3  to  0.5  mL)  should  be  promptly  administered  (see  ADVERSE 
REACTIONS). 

Hypotension:  Symptomatic  hypotension  was  rarely  seen  in  uncomplicated  hypertensive  patients  treated  with  ACCUPRIL  but. 
as  with  other  A(;E  inhibitors,  it  is  a possible  consequence  of  therapy  in  salt/volume  depleted  patients,  such  as  those  previously 
treated  with  diuretics  or  dietary  salt  restriction  or  who  are  on  dialysis  (see  PRECAUTIONS,  DRUG  INTERACTIONS,  and 
ADVERSE  REACTIONS).  In  controlled  studies,  syncope  was  observed  in  0.4%  of  patients  (N  = 3203):  this  incidence  was 
similar  to  that  observed  for  captopril  (l%)  and  enalapril  (0.8%). 

In  patients  with  concomitant  congestive  heart  failure,  with  or  without  associated  renal  insufficiency.  ACE  inhibitor  therapy  may 
cause  excessive  hypotension,  which  may  be  associated  with  oliguria  or  azotemia  and.  rarely,  with  acute  renal  failure  and  death. 
In  such  patients.  ACCUPRIL  therapy  should  be  started  at  the  recommended  dose  under  close  medical  supervision.  These 
patients  should  be  followed  closely  for  the  first  2 weeks  of  treatment  and  whenever  the  dosage  of  antihypertensive  medication 
IS  increased  (see  DOSAGE  AND  ADMINISTRATION). 

If  symptomatic  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and.  If  necessary,  normal  saline  may 
be  administered  intravenously.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses:  however,  iower 
doses  of  ACCUPRIL  or  reduced  concomitant  diuretic  therapy  should  be  considered. 

Neutropenia/Agranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  marrow 
depression  rarefy  in  patients  with  uncomplicated  hypertension,  but  more  frequently  in  patients  with  renal  impairment,  espe- 
cially if  fhey  also  have  a collagen  vascular  disease  such  as  systemic  lupus  erythematosus  or  scleroderma.  Agranulocytosis  did 
occur  during  ACCUPRIL  treatment  in  one  patient  with  a history  of  neutropenia  during  previous  captopril  therapy.  Available  data 
from  clinical  trials  of  ACCUPRIL  are  insufficient  to  show  that,  in  patients  without  prior  reactions  to  other  ACE  inhibitors. 
ACCUPRIL  does  not  cause  agranulocytosis  at  similar  rates.  As  with  other  ACE  inhibitors,  periodic  monitoring  of  while  blood 
cell  counts  in  patients  with  collagen  vascular  disease  and/or  renal  disease  should  be  considered. 

Fetal/Neonatal  morbidity  and  mortality:  ACE  inhibitors,  including  ACCUPRIL,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 
When  ACE  inhibitors  have  been  used  during  the  second  and  third 
trimesters  of  pregnancy,  there  have  been  reports  of  hypotension, 
renal  failure,  skull  hypoplasia,  and  death  Oligohydramnios  has 
also  been  reported,  presumably  resulting  from  decreased  fetal 
renal  function:  oligohydramnios  has  been  associated  with  fetal 
limb  contractures,  craniofacial  deformities,  hypoplastic  lung 
development,  and  intrauterine  growth  retardation. 

Prematurity  and  patent  ductus  arteriosus  have  been  reported, 
although  it  is  not  clear  whether  these  occurrences  were  due  to 
the  ACE-inhibitor  exposure  or  to  the  mother's  underlying  dis- 
ease. It  is  not  known  whether  exposure  limited  to  the  first 
trimester  can  adversely  affect  fetal  outcome. 

A patient  who  becomes  pregnant  while  taking  ACE  inhibitors,  or  who  lakes  ACE  inhibitors  when  already  pregnant,  should  be 
apprised  of  fhe  potential  hazard  to  her  fetus.  If  she  continues  to  receive  ACE  inhibitors  during  the  second  or  third  trimester  of 
pregnancy,  frequent  ultrasound  examinations  should  be  performed  to  look  for  oligohydramnios.  When  oligohydramnios  is 
lound.  ACE  inhibitors  should  generally  be  discontinued. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be  closely  observed  for  hypotension,  oliguria,  and  hyper- 
kalemia. If  oliguria  occurs,  attention  shouid  be  directed  toward  support  of  blood  pressure  and  renal  perfusion.  Hemodialysis 
and  peritonealdialysis  have  little  effect  on  the  elimination  of  quinapril  and  quinaprilat 

No  fetotoxic  or  teratogenic  effects  were  observed  in  rats  at  quinapril  doses  as  high  as  300  mg/kg/day  (160  and  30  times  the 
maximum  daily  human  dose  when  based  on  mg/kg  and  mg/m',  respectively),  despite  maternal  toxicity  at  150  mg/kg/day. 
Tested  later  in  gestation  and  during  lactation,  reduced  offspring  body  weight  was  seen  at  >25  mg/kg/day.  and  changes  in 
renal  histology  (juxtaglomerular  cell  hypertrophy,  tubular/pelvic  dilation,  glomerulosclerosis)  were  observed  both  in  dams  and 

a treated  with  150  mg/kg/day.  Quinapril  was  not  teratogenic  in  the  rabbit:  however,  as  noted  with  other  ACE  inhibitors. 

toxicity  and  embryoloxicity  were  seen  in  some  rabbits  at  quinapril  doses  as  low  as  0.5  mg/kg/day  (one  time  the 
recommended  human  dose)  and  1 .0  mg/kg/day,  respectively. 

PRECAUTIONS 

General 


Neutrepenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg.  sore  throat,  fever)  which  could  be  a 
sign  of  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  ACCUPRIL  is  warranted.  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or  intended  eff^ 

Drug  Interactions  * 

Concomitant  diuretic  therapy:  As  with  other  ACE  inhibitors,  patients  on  diuretics,  especially  those  on  recently  instituted  I 

diuretic  therapy,  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with  I 

ACCUPRiL.  The  possibility  of  hypotensive  effects  with  ACCUPRIL  may  be  minimized  by  either  discontinuing  the  diuretic  or  f 
cautiously  increasing  salt  intake  prior  to  initiation  of  treatment  with  ACCUPRIL.  If  it  is  not  possible  to  discontinue  the  diu'ebc 
the  starting  dose  of  quinapril  should  be  reduced  (see  DOSAGE  AND  ADMINISTRATION).  ; 

Agents  increasing  serum  potassium:  Quinapril  can  attenuate  potassium  loss  caused  by  thiazide  diuretics  and  increase  seruf 
potassium  when  used  alone.  If  concomitant  therapy  of  ACCUPRIL  with  potassium-sparing  diuretics  (eg.  spironolactone.  1 
triamterene,  or  amiloride).  potassium  supplements,  or  potassium-containing  salt  substitutes  is  indicated,  they  should  be  uset  < 
with  caution  along  with  appropriate  monitoring  of  serum  potassium  (see  PRECAUTIONS). 

Tetracycline  and  other  drugs  that  interact  with  magnesium:  Simultaneous  administration  of  tetracycline  with  ACCUPRIL 
reduced  the  absorption  of  tetracycline  by  approximately  28%  to  37%,  possibly  due  to  the  high  magnesium  content  in 
ACCUPRIL  tablets.  This  interaction  should  be  considered  if  coprescribing  ACCUPRIL  and  tetracycline  or  other  drugs  that 
interact  with  magnesium 

Lithium:  Increased  serum  lithium  levels  and  symptoms  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomH 
tant  lithium  and  ACE  inhibitor  therapy.  These  drugs  should  be  co-administered  with  caution,  and  frequent  monitoring  of  semh  ■ 
lithium  levels  is  recommended.  If  a diuretic  is  also  used,  it  may  increase  the  risk  of  lithium  toxicity. 

Other  agents:  Drug  interaction  studies  of  ACCUPRIL  with  other  agents  showed: 

• Multiple  dose  therapy  with  propranolol  or  cimetidine  has  no  effect  on  the  pharmacokinetics  of  single  doses  of  ACCUPRIL. 

• The  anticoagulant  effect  of  a single  dose  ol  warfarin  (measured  by  prothrombin  time)  was  not  significantly  changed  by 
quinapril  coadministration  twice-daily. 

• ACCUPRIL  treatment  did  not  affect  the  pharmacokinetics  of  digoxin. 

■ No  pharmacokinetic  interaction  was  observed  when  single  doses  of  ACCUPRIL  and  hydrochlorothiazide  were  administered 
concomitantly. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility 

Quinapril  hydrochloride  was  not  carcinogenic  in  mice  or  rats  when  given  in  doses  up  to  75  or  100  mg/kg/day  (50  to  60  times 
the  maximum  human  daily  dose,  respectively,  on  a mg/kg  basis  and  3,8  to  10  times  the  maximum  human  daily  dose  when 
based  on  a mg/m'  basis)  for  104  weeks.  Female  rats  given  the  highest  dose  level  had  an  increased  incidence  of  mesenteric 
lymph  node  hemangiomas  and  skin/subcutaneous  lipomas.  Neither  quinapril  nor  quinaprilat  were  mutagenic  in  the  Ames 
terial  assay  with  or  without  metabolic  activation.  Quinaprii  was  also  negative  in  the  following  genetic  toxicology  studies  «r 
vitro  mammalian  cell  point  mutation,  sister  chromatid  exchange  in  cultured  mammalian  cells,  micronucleus  test  with  mice 
vitro  ctrromosome  aberration  with  V79  cultured  lung  cells,  and  in  an  irt  vivo  cytogenetic  study  with  rat  bone  marrow.  There 
were  no  adverse  effects  on  fertiiity  or  reproduction  in  rats  at  doses  up  to  100  mg/kg/day  (60  and  10  times  the  maximum  rWy  i 
human  dose  when  based  on  mg/kg  and  mg/m’,  respectively). 

Pregnancy 

Pregnancy  Category  D:  See  WARNINGS.  Fetal/Neonatal 
morbidity  and  mortality. 

Nursing  Mothers 

It  is  not  known  if  quinaprii  or  its  metabolites  are  secreted  in 
human  milk.  Quinapril  is  secreted  to  a limited  extent,  howew.  i 
milk  of  lactating  rats  (5%  or  less  of  the  plasma  drug  concenfra-  ■ 
tion  was  found  in  rat  milk).  Because  many  drugs  are  secreted  ■< 
human  milk,  caution  should  be  exercised  when  ACCUPRIL  is  ■ 
iven  to  a nursing  mother, 
eriatric  Use 

Elderly  patients  exhibited  increased  area  under  the  plasma  con- 
centration time  curve  (AUC)  and  peak  levels  for  quinaprilat  compared  to  values  observed  in  younger  patients:  this  appeared  >1^ 
relate  to  decreased  renal  function  rather  than  to  age  itself.  In  controlled  and  uncontrolled  studies  of  ACCUPRIL  where  918 
(21%)  patients  were  65  years  and  older,  no  overall  differences  in  effectiveness  or  safety  were  observed  between  older  and 
younger  patients.  However,  greater  sensitivity  of  some  older  individual  patients  cannot  be  ruled  out. 

Pediatric  Use 

The  safety  and  effectiveness  of  ACCUPRIL  in  children  have  not  been  established 

ADVERSE  REACTIONS 

ACCUPRIL  has  been  evaluated  for  safety  in  4960  subjects  and  patients.  Of  these,  3203  patients,  including  655  elderly  patients 
participated  in  controlled  clinical  trials.  ACCUPRIL  has  been  evaluated  for  long-ferm  safety  in  over  1400  patients  treated  for 
1 year  or  more. 

Adverse  experiences  were  usually  mild  and  transient. 

Discontinuation  of  therapy  because  of  adverse  events  was  required  in  4 7%  of  pafients  treated  with  ACCUPRIL  in  placebo- 
controlled  hypertension  trials. 

Adverse  experiences  probably  or  possibly  related  to  therapy  or  of  unknown  relationship  to  therapy  occurring  in  1%  or  more  i 
the  1563  patients  in  placebo-controlled  hypertension  trials  who  were  treated  with  ACCUPRIL  are  shown  below 
Adverse  Events  in  Placebo-Controlled  Trials 


N^'  ONCE-A-DAY* 

ACCUPRIlz 

quinapril  HCI  tablets 


Impaired  renal  function:  As  a consequence  of  inhibifing  the  renin-angiotensin-aldosterone  system,  changes  in  renal  function 
may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE  inhibitors,  including  ACCUPRIL.  may  be  associated 
with  oliguria  and/or  progressive  azotemia  and  rarely  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and 
serum  creatinine  have  been  observed  in  some  patients  following  ACE  inhibitor  therapy.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  the  ACE  inhibitor  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  mon- 
itored during  the  first  few  weeks  of  therapy. 

Some  hypertensive  patients  with  no  apparent  preexisting  renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  ACCUPRIL  has  been  given  concomitantly  with  a diuretic.  This 
IS  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduction  and/or  discontinuation  of  any  diuretic 
and/or  ACCUPRIL  may  be  required. 

Evaluation  ol  hypertenilve  pafients  should  always  Include  assessment  of  renal  function  (see  DOSAGE  AND 
ADMINISTRATION), 

Hyperkalemia  and  potassium-sparing  diuretics:  In  clinical  trials,  hyperkalemia  (serum  potassium  £5.8  mmol/L)  occurred  in 
approximately  2%  of  patients  receiving  ACCUPRIL.  In  most  cases,  elevated  serum  potassium  levels  were  isolated  values  which 
resolved  despite  continued  therapy.  Less  than  0.1%  ol  patients  discontinued  therapy  due  to  hyperkalemia.  Risk  factors  for  the 
development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use  of  potassium-sparing 
diuretics,  potassium  suoplements.  and/or  potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  ii  at  all , 
with  ACCUPRIL  (see  PRECAUTIONS,  Drug  Interactions), 

Surgary/anesthetia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
ACCUPRIL  will  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is  consid- 
ered to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  lor  Paflonlt 

Angioodoma:  Angioedema,  including  laryngeal  edema,  can  occur  with  treatment  with  ACE  inhibitors,  especially  following  the 
first  dose.  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema 
(swelling  of  face,  extremities,  eyes,  lips,  longue,  dillicully  in  swallowing  or  breathing)  and  to  stop  taking  the  drug  until  they 
have  consulted  with  their  physician  (see  WAfININGS). 

Symptomatic  hypolonslon:  Patients  should  be  cautioned  that  lightheadedness  can  occur,  especially  during  the  first  few  days 
of  ACCUPRIL  therapy,  and  that  it  should  be  reported  to  a physician.  If  actual  syncope  occurs,  patients  should  be  told  to  not  take 
the  drug  until  they  nave  consulted  with  their  physician  (see  WARNINGS), 

All  patients  should  be  cautioned  that  inadequate  fluid  intake  or  excessive  perspiration,  diarrhea,  or  vomiting  can  lead  to  an 
excessive  fall  In  blood  pressure  because  of  reduction  in  fluid  volume,  with  the  same  consequences  of  lightheadedness  and 
possible  syncope. 

Patients  planning  to  undergo  any  surgery  and/or  anesthesia  should  be  told  to  inform  their  physician  that  they  are  taking  an 
ACE  inhibitor 

Hyperkalemia:  Patients  should  be  told  not  to  use  potassium  supplements  or  salt  substitutes  containing  potassium  without 
consulting  their  physician  (see  PRECAUTiONS) 


Headache 

Dizziness 

Fatigue 

Coughing 

Nausea/Vomiting 

Abdominal  Pain 


ACCUPRIL 
(N  = 1563) 
Incidence 
(Discontinuance) 


Placebo 
(N  = 579) 
Incidence 
(Discontinuance) 


5.6  0.7) 
3.9  i0.8 

2.6  10.3 

2.0  lD.5 
1,4  10.3 

1.0  0.2) 


10,9  (0.7) 
2,6  (0,2) 
1.0 
0.0 

1.9  (0,2) 
0.7 


Clinical  adverse  experiences  probably  or  possibly  related,  or  of  uncertain  relationship  to  therapy,  occurring  in  0 5%  to  1 OS 
(except  as  noted)  of  the  patients  treated  with  ACCUPRiL  (with  pr  without  concomitant  diuretic)  in  controlled  or  unconlroM 
trials  (N=4397)  and  less  frequent,  clinically  significant  events  seen  in  clinical  trials  or  post-marketing  experience  (the  rair 
events  are  in  italics)  include  (listed  by  body  system): 

General:  back  pain,  malaise 

Cardiovascular:  palpitation,  vasodilation,  tachycardia,  heart  lailure.  h/perkalemia,  myocarhial  infarction,  ceiehrovasaiiar 

accident,  hypertensive  crisis,  angina  pectoris,  orthostatic  hypotension,  cardiac  rhythm  disturbances 

Gastrointestinal:  dry  mouth  or  throat,  constipation,  gastrointestinal  hemorrhage,  pancreatitis,  abnormal  liver /unction  tests 

Nervous/Psychialric:  somnolence,  vertigo,  syncope,  nervousness,  depression 

Integumentary:  increased  sweating,  pruritus,  exioliative  dermatitis,  photosensitivity  reaction 

Urogenital:  acute  renal  lailure 

Other:  amblyopia,  pharyngitis,  sinusitis,  bronchitis,  agranulocytosis,  thrombocytopenia 
Angioedema:  angioedema  has  been  reported  in  patients  receiving  ACCUPRIL  (0. 1%).  Angioedema  associated  with  lar^ 
edema  may  be  lalal.  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment  with  AaU- 
PRIL  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 
Hematology:  (See  WARNINGS) 

Hyperkalemia:  (See  PRECAUTIONS) 

Creatinine  and  blood  urea  nitrogen:  Increases  (>1.25  limes  the  upper  limit  ol  normal)  in  serum  creatinine  and  blood  urea 
nitrogen  were  observed  in  2%  and  2%.  respectively,  of  patients  treated  with  ACCUPRIL  alone.  Increases  are  more  likely  to 
occur  in  patients  receiving  concomitant  diuretic  therapy  than  in  those  oh  ACCUPRIL  alone.  These  increases  often  remit  on 
continued  therapy. 


* In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the 
end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in 
dosage  or  twice-daily  administration  may  be  warranted. 
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THESE 


Take  a break  from  vour  rounne.  beam  ro 
jump  e>ut  ot  an  airplane  in  airborne  school. 
Survive  Field  Survi\  al  Training  w ith  a Special 
Forces  unit.  Or  put  vour  skills  <ind  endurance 
to  the  test  in  a Combat  Casualtv  Care  Course. 

The  .Amis'  Resers  e can  take  vou  abroad. 
.And  to  the  toretront  ot  medicine,  where  son’ll 
experience  the  kinds  ot  training  and  education 


environments  that  onlv  the  Reserve  can  otter. 

Your  commitment.’  Sixteen  hours  a month. 
Fourteen  das’s  a s'ear.  Less,  in  stmie  cases, 
should  sour  cis'ilian  practice  demand  it. 

Find  out  more  about  boss'  sve  operate.  .And 
in  exchantte  tor  vour  skills,  lis’e  the  ads-enture 
ot  sour  lite. 


Please  Call  Your  Reserve  AMEDD  Counselor: 
Major  Lonny  Houk  (913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


When  your  patients  complain  of  chronic  insomnia, 
loud  snoring,  disturbed  sleep  or  the  inability  to 
relax  without  falling  asleep,  they  are  describing  symptoms 
of  sleep  disorders  which  may  be  life  threatening. 

Lincoln  General  Hospital's  Sleep  Physiology  Center 
provides  comprehensive  evaluation,  diagnosis  and 
treatment  for  sleep  disorders.  The  Sleep  Physiology 
Center  accepts  patients  by  physician  referral  only.  Your 
patients  will  be  evaluated  by  a physician  certified  by  the 
American  Board  of  Sleep  Medicine  and  monitored  by 
registered  polysomnographic  technologists.  As  the 
referring  physician,  you  will  receive  a comprehensive 
report  detailing  the  results  of  your  patient’s  evaluation. 

The  Sleep  Physiology  Center  performs  comprehensive 
evaluation,  diagnosis  and  treatment  for  sleep  disorders 
including,  but  not  limited  to: 

• Sleep  apnea  or  snoring  • Insomnia 

• Narcolepsy  • Impotence 

• Nocturnal  myoclonus  • Parasomnia 

A comfortable,  home-like  atmosphere  is  provided  to  your 
patients  in  recently  renovated  rooms.  In  addition,  Lincoln 
General  Hospital's  Sleep  Physiology  Center  has  the 
capability  to  conduct  three  sleep  studies  each  night. 


For  more  information  on  how  to  refer  a patient,  call: 


Jfette/ii 


ta  Iteiien.  keciitk 


LINCOLN  GENERAL 

HOSPITAL 
Sleep  Physiology  Center 
473-5338  or  toll-free  1-800-742-7845 

Nebraska's  first  and  largest  Sleep  Physiology  Center 


* 

The  prescription  for  changing 
telephone  needs 


Telrads  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 

• Cost  effective  plug*in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full'featured  capabilities  at  an  affordable  price 


CQ/  now  on  the 
/O  purchase  of 
a Telrad  Key  Bx  816  system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTELSYSTEMS 


Business  Equipment,  Systems  & Network  Services 

402/486-7200 


AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why'’  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  1 credit  for  every  one-hour  program 
toward  the  AMA’s  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you'd  like— no  strings  attached 

□ Anesthesiology— ropjc,?  in  Pain  Management 

□ Emergency  Medicine— Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— Blood  Pressure 

□ *Gastroenterology— G/  Board  Review 

□ General  Surgery— Cntea/  Issues  in  Intensive  Care 

n Internal  Medicine—  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— An h'totzc  Update 

□ Ophthalmology— .Vew'pr/rfeas  in  Glaucoma 

□ *Orthopaedics— the  Hand  and  Wrist 

□ Otolaryngology— on  the  Sinuses 

□ Pediatrics— .-In  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry— A/ani/e.s'/ations  and  Management  of  Anxiety 
m *Urology— Pros/a/e  Cancer:  A Progress  Report 

*G(LStroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  .All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I’m  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 
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Call  Toll-Free:  l-8(K)/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation’ 

A SonProJit  Suh.sidiary  of  the  California  \fedtcal  Assttnahon 

1.577  East  Che\y  Chase  Drive 
Glendale,  California  91206 
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CLARKSON  MEDICAL 
LECTURE  SERIES 


CANCER  CARE  UPDATE 


Friday,  May  1, 1992 
8 a.m.  to  5 p.m. 

Featured  speakers  Include: 

James  R.  Jett,  M.D. 

Alan  Yagoda,  M.D. 

Topics  Include: 

• Adjuvant  Therapy  for  Breast  Cancer  - 
The  Art  and  the  Science 

• Adjuvant  Therapy  for  Colon 
and  Rectal  Cancer 

• Tumor  Markers 

• Immunohistochemistry  and  Diagnostic 
Oncologic  Pathology 


Clarkson  Hospital  Storz  Pavilion 
Omaha,  Nebraska 


• James  A.  Canedy  Lecture: 

Current  Treatment  of  Lung  Cancer 

• Innovations  in  Radiation  Oncology  - 
Brachytherapy  and  Radiosurgery 

• Breast  Conservation 

• Therapy  of  Prostate  Cancer 

• Colony  Stimulating  Factors 


Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 

For  more  Information  call  402-552-2370 


AMA  NEWS  NOTES 


Press  conference  hits  tobacco  ads 

Six-year-old  children  recognize  Old  joe  Camel, 
the  cartoon  character  used  to  advertise  Camel 
cigarettes,  as  easily  as  they  identify  Mickey 
Mouse.  The  recognition  factor,  which  was  origi- 
nally reported  in  the  lournal  of  the  American 
Medical  Association,  has  led  to  concerns  that 
the  R.j.  Reynolds  Tobacco  Co.  was  targeting  its 
product  to  children.  The  AMA  has  urged  the 
company  to  stop  using  Old  joe  in  its  advertising. 
At  a press  conference,  AMA  Executive  Vice 
President  james  S.  Todd,  M.D.  and  U.S.  Surgeon 
General  Antonia  Novello,  M.D.,  called  on  retail 
stores  to  remove  promotional  material  featur- 
ing the  cartoon.  They  also  asked  magazines, 
newspapers  and  billboard  companies  to  reject 
Old  joe  ads. 


Airline  carries  research  animals 

Northwest  Airlines  has  indicated  that  it  will 
resume  shipment  of  live  animals  for  medical 
research.  The  AMA  had  written  to  Northwest  in 
response  to  media  reports  of  the  carrier's  earlier 


decision  to  stop  transporting  dogs  for  use  in 
research  facilities. 

The  AMA  letter: 

• Emphasized  the  important  role  animals 
play  in  research. 

• Suggested  that  Northwest's  decision  should 
not  be  based  on  "emotional  rhetoric  generated 
by  animal  rights  activists." 

• Noted  that  there  are  many  laws,  regula- 
tions and  policies  to  assure  that  research  ani- 
mals receive  good  care  and  treatment.  In 
response,  the  airline  told  the  AMA:  "Northwest 
carries  passengers  and  cargo  — including  live 
animals  — safely  and  efficiently.  We  work  to 
insure  that  animals  in  our  care  are  transported 
humanely.  This  is  our  expertise  and  our  commit- 
ment to  our  customers  and  the  public." 

★ ★ ★ 

Society  wins  Medicare  dispute 

The  Medical  Society  of  the  State  of  New 
York,  or  MSSNY,  scored  a major  victory  in  a 
legal  dispute  over  reimbursement  for  physician 

(continued  on  page  22-A)  , 
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chronic  wounds. 


I’hysidans  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
•Mercy  Medical  Center  has  opened  Omaha’s  first  dedicated  Wound  Care  Center.  This 
facility  is  one  of  aO  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  non-healing  wounds,  We 
offer  a specially  trained  staff,  acKanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  a.ssi.st  you  and  your  patient. 

We  invite  you  to  tour  this  new  facility  and  to  meet  our  staff  of  profe.ssionals.  To 
make  an  appointment,  or  if  you  have  any  (|ue.stions  about  the  Bergan  Mercy  \Xbund 
Care  Center,  call  our  program  director,  Loree  Henkel,  RN,  at  (-t()2)  398-5500. 
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Bergan  Mercy 

M E D I C A L C ENTER 
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OMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1991 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  healthcare. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Kurt  K.  Koch 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
Resource  Library 
for  patient 
information 


ROCHE 


BJtd  your  treutmcni  with 


ME 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 


py  to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


You.  yeur  oiMlicai 
•1^  your  treatiuait  with 


in 


port  with  your  patients. 

— 1 

Each  booklet  helps  you  provide... 

V-  ■V'". 

• Reinforcement  of  your  instructions 

\ 

• Enhancement  of  compliance 

You.  your  luedirul  prohli'M 

• Satisfaction  with  office  visits 

and  vour  treatment  with 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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15*^  Annual 

Black  Hills  Seminar  — 

Advances  in 
Clinical  Pediatrics 

Golden  Hills  Resort 
Lead,  South  Dakota 

June  17-19, 1992 

Sponsored  by: 

University  of  South  Dakota 
School  of  Medicine 
and  the 

A.A.P.  South  Dakota  Chapter. 

Topics  include: 

Cardiology,  Gastroenterology,  Immunology, 
Infectious  Disease  and  Pulmonology. 

Contact: 

Debbie  Meyer 
USD  School  of  Medicine 
1100  South  Euchd  Avenue  • P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
(605)  333-5210 


AM  A NEWS  NOTES 

services  to  indigent,  older  people  who  were 
eligible  for  both  Medicaid  and  Medicare.  The 
case,  New YorkCityHealth  and  Hospitals Corp. 

V.  Perales,  addressed  the  question  of  whether 
the  services  should  be  reimbursed  at  Medicaid 
or  Medicare  rates.  Since  1987,  the  state  paid 
the  patients'  Medicare  coinsurance  only  when 
it  was  less  than  what  Medicaid  would  pay.  The 
Court  of  Appeals  rules,  however,  that  the  pa- 
tients were  primarily  beneficiaries  of  the  Medi-  ' 
care  program.  The  court  also  ruled  that  the  New 
York  regulation  unjustly  prevented  physicians 
from  collecting  the  full  amount  of  their  reason- 
able charge.  The  AMA  has  distributed  copies  of 
the  opinion  to  legal  counsel  of  other  state 
medical  associations. 

* ★ ★ 

* 

Physicians  give  free  service  j 

The  majority  of  American  physicians  — ap- 
proximately 64%  — provide  charity  care  for 
needy  patients,  the  AMA  Center  for  Health 
Policy  Research  reported.  Free  care  accounts 
for  an  average  of  3.0  hours  each  week.  Re- 
duced-fee care  accounts  for  an  additional  3.6 
hours.  If  the  nation's  physicians  charged  for  the  i 
service,  the  bill  would  add  up  to  an  estimated  \ 
$6.8  billion  a year. 


Help  reduce  breast  cancer  deott 

by  at  least  25  percent . . , 


Refer  your  female  patients 
for  regular  screening  mammogrars 


Twelve  major  medical  organizations  recommend  the 
asymptomatic  women  ages  40-49  should  have  a 
screening  mammogram  every  1-2  years,  and  a 
physician's  examination  every  year.  Asymptomatic 
women  50  and  older  should  have  a mammogram  ar 
physician's  exam  every  year. 


Scientists  estimate  that  if  women  followed  these 
guidelines,  breast  cancer  deaths  would  decline  by 
least  25  percent. 
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1599  Clifton  Rd.,  N.E. 
Atlanta.  GA  30329 


1891  Preston  White  Dri\ 
Reston.  VA  22091 
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Let 

your 

patients 

know 

they 

can  eat 

beef... 


3-oz  cooked  serving 
of  beef  lop  loin 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.’ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^  '* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW.  et  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB,  et  a!.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station.  Tex:  Meats  and  Muscle  Biology  Section,  Department  of  Animal  Science, 

Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington,  DC: 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 


©1991  Beef  Industry  Council  and  Beef  Board 


For  more  information,  contact  the 
Nebraska  Beef  Council  at 
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ONLY  ONE  H, -ANTAGONIST  HEALS  REFLOX  ESOPHAGITIS 
AT  DHODENAL  ULCER  DOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage 
Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week.  ^ 

ACID  mo.  PATIENT  PROVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories 


See  accompanying  page  tor  prescribing  inlormalion.  e 1991.  ELI  LILLY  and  company 


NZ-29A7-B-249304 


AXID 

nizatidine  capsules 

Bnel  Summary  Consult  the  package  insert  for 
complete  prescribing  intormatlon 
Indications  and  Usage  t Active  duodenal  ulcer - 
lor  up  to  8 weeks  of  treatment  at  a dosage  ol  300  mg 
h s.  01 150  mg  b I d.  Most  patients  heal  withm  4 weeks 

2 Maintenance  therapy  - tor  healed  duodenal  ulcer 
patients  at  a dosage  oM50  mg  h s at  bedtime  The 
cor\seguences  ot  therapy  with  Axid  for  longer  than  1 
year  are  not  known 

3 Gastroesophageal  retlux  disease  (GERD)-\of  up 
to  12  weeks  of  treatment  ot  endoscopically  diagnosed 
esophagitis  including  erosive  and  ulcerabve  esophagitis, 
and  associated  heartburn  at  a dosage  ol  ISO  mg  b i d 
Contraindication  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  m this  class  ol  compounds  has 
been  observed.  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history 
ot  hypersensitivity  to  other  H;-receplor  antagonists 
Precautions;  Genera/- 1 Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
ot  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 
3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  ot 
nizatidine  is  similar  to  that  in  normal  subiects 

Lat>oratOfy  fes/s -False-positive  tests  lor  urobilinogen  with  Multistu'  may  occur  during  therapy 
Drug  Infections -Uo  interactions  have  been  observed  with  theophylline,  chlordiazepoxide.  lorazepam 
iKJocaine.  phenytom.  and  wartarm  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system,  therefore 
drug  interactions  mediated  by  inhibition  ot  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 
very  high  doses  (3,900  mg)  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine 
150  mg  b i d . was  administered  concurrently 

Caranogenesis.  Mutagenesis,  impairment  of  ferhiity-^A  2-year  oral  carcinogenicity  study  m rats  with 
doses  as  high  as  500  mg>kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect  There  was  a dose-related  increase  m the  density  ol  enterochromaflin-like  lECL)  cells 
in  the  gastnc  oxyntic  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  m male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  m the  high-dose  males  as  compared  with 
placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  m hepatic  caronoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.The  rate  of  hepatic  carcinoma  m the  high-dose 
animals  was  within  the  histooca)  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30H)  weight  deaement  as  compared 
with  concurrent  a>ntrols  and  evidence  of  mikJ  liver  iniury  (transaminase  elevations).  The  occurrence  of  a marginal 
hnding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ol  a 
carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a caronogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay 
chromosome  aberration  tests,  and  a micronucleus  lest. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  m rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny 
Pregnancy  - letogenic  Effects  - f^nancy  Category  C - Oral  reproduction  studies  m rats  at  doses  up 
to  300  times  the  human  dose  and  m Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  ferhiity  or  teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are.  however, 
no  adequate  and  well-controlled  studies  m pregnant  women  ft  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine 
should  be  used  during  pregnancy  onty  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1H  of  an  oral  dose  is  secreted 
m human  milk  in  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Gse-^fety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderty  Papenrs- Mealing  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposition  of  nizatidine.  Elderty  patients  may  have  reduced  renal  funcbon 
Adverse  Reactions;  Worldwide,  controlled  clmtcal  tnals  included  over  6.(XX)  patients  given  nizabdine  in 
studies  of  varying  durations.  Placebo-controlled  tnals  in  the  United  States  and  Canada  included  over  2,6(X)  pabents 
given  mzabdme  and  over  1.700  given  placebo  Among  the  adverse  events  in  these  placebo-controlled  tnals.  onty 
anemia  (0.2%  vs  0%)  and  urbcana  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  mzabdme  group  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  stabsbcally  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  mformabon). 

A variety  ot  less  common  events  were  also  reported;  it  was  not  possible  to  determine  whether  these 
were  caused  by  mzabdme 

MepaPc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  matidine  occurred  in  some  pabents.  In  some  cases,  there  was  marked  elevahon  (>500  lU/L)  in 
SCOT  or  S6PT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  incidence  of  elevated  liver  enzymes 
overall  and  elevabons  of  up  to  3 bmes  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
m placebo  pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid  Since  market  introducbon. 
hepatitis  and  jaundice  have  been  reported.  Rare  cases  of  cholestabc  or  mixed  hepatocellular  and  cholestahc 
injury  with  jaundice  have  been  rep^ed  with  reversal  of  the  abnormalibes  after  disconbnuabon  of  Axid 
Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomabc  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

CVS- Rare  cases  of  reversible  mental  confusion  have  been  reported 

fndocnne- Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed  no  evidence  of  anb- 
androgemc  activity  due  to  mzabdme.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  pabents  on  mzabdme  and  those  on  placebo.  Gynecomasba  has  been  reported  rarely 
Hematologic -Anemia  was  reported  significantly  more  frequently  m mzabdme  than  m placebo-treated 
pabents.  Fatal  thrombocytopenia  was  reported  in  a pabent  treated  with  mzabdme  and  another  Hj-receplor 
antagonist  This  pabent  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  FWe  cases 
of  thrombocytopenic  purpura  have  bwn  reported. 

Integumental -Urticaria  was  reported  significantiy  more  frequently  m mzabdme-  than  m placebo-treated 
pabents.  R^  and  exfoliabve  dermabtis  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagomste.  rare  cases  of  anaphylaxis  following  mzabdme 
admimstrabon  have  been  reported.  Rare  episodes  of  hypersensibvity  reacbons  (eg.  bronchospasm.  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Other- Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia.  fever,  and 
nausea  related  to  nizabdine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  acbvated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  ot 
hemodialysis  to  remove  mzabdme  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distribubon.  mzabdme  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
PV  2093  AMP  [101591] 

Additional  information  available  to  the  profession  on  request 
™ I Eli  Lilly  and  Company 
Indianapolis,  Indiana 
^ 46285 


AMA  NEWS  NOTES 

Physicians  spot  substance  abuse 

"The  AMA  wants  to  make  sure  that  all  physi- 
cians — primary  care  specialists  and  those  in  the 
other  specialties  as  well  — are  properly  trained 
to  recognize  substance  abuse  and  its  conse- 
quences. Surgeons  see  a lot  of  substance  abus- 
ers who  are  in  search  of  pain  medication.  Emer- 
gency room  physicians  see  not  just  those  who 
have  overdosed,  but  also  those  who  injure 
themselves  because  of  alcohol  and  drug  abuse. 
And  pathologists,  as  isolated  as  they  may  be 
from  patients,  can  spot  the  signs  of  abuse.  I 
would  like  America's  first  line  of  defense  against 
substance  abuse  to  be  the  American  Medical 
Association  and  its  physicians,  not  the  Drug 
Enforcement  Administration  and  its  enforcers." 
— AMA  Executive  Vice  President  jamesS.Todd, 
M.D.,  addressing  the  Secretarial  Conference  on 
Primary  Care  and  Substance  Abuse  Linkage, 
U.S.  Dept,  of  Health  and  Human  Services, 
Washington,  D.C. 

★ ★ ★ 

Board  opens  dialogue  with  consumer  groups 

Horace  B.  Deets,  executive  director  of  the 
American  Assn,  of  Retired  Persons,  met  with  the 
Board  of  Trustees  .to  present  the  consumer 
group's  plan  for  reforming  the  health  care  sys- 
tem. The  powerful  33  million-member  lobbying 
organization  has  proposed  that  Medicare  be 
expanded  to  cover  all  Americans  regardless  of 
age.  Employers  could  participate  in  the  federal 
program  by  paying  an  8%  payroll  tax.  Alterna- 
tively, they  could  offer  their  own  insurance  plan, 
provided  its  services  where  at  least  equal  to 
those  of  the  federal  program.  "Most  people  still 
assume  that  America  can't  afford  to  replace  its 
complicated  patchwork  health  care  system  with 
one  that  covers  everyone  and  controls  costs," 
Deets  told  the  trustees.  "The  truth  is  we  can't 
afford  not  to."  The  AMA  has  not  taken  a position 
on  the  AARP  proposal.  The  board  has  initiated 
a dialogue  with  other  groups  interested  in  re- 
forming health  care.  The  groups  include  the 
AFL-CIO,  Washington  Business  Group  on 
Health,  National  Health  Policy  Council,  U.S. 
Chamber  of  Commerce,  National  Federation  of 
Independent  Business,  National  Governors  Assn, 
and  National  Conference  of  State  Legislatures. 
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The  AMA 

Hospital  Medical  Staff  Section 
Nineteenth  Assembly  Meeting 
June  18-22, 1992 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

Highlights  of  the  Annual  Meeting  will  include 
an  educational  program  on: 

Option  1;  Medical  Staff  Bylaws;  Principles  and  Practices 

Medical  Staff  leaders  will  receive  a practical  overview  of  the  purpose,  function 
and  organization  of  medical  staff  bylaws,  including  discussion  of  selected 
provisions  regarding  the  Health  Care  Qualit\  Improvement  Act,  provision  for 
polic}’  statements,  and  other  relevant  issues.  Participants  will  have  the 
opportunity  to  participate  in  discussion,  and  ask  questions  pertinent  to  your 
own  institution.  Speakers  will  include  legal  experts  from  the  American  .Medical 
Association  and  from  private  medical  staff  attorney  firms. 

Option  2:  Outcomes  .Management:  A Medical  Staff  Issue 

.Medical  staffs  are  confronted  with  increasing  pressures  to  respond  to  patient  care 
data  that  is  being  collected  for  outcomes  measure,  quality  assurance,  utilization 
review  and  for  other  hospital  purposes  in  the  interest  of  quality  and  efficiency. 
.Medical  staff  leaders  will  be  provided  with  a perspective  in  data  collection  and 
outcomes  management,  and  will  hear  how  to  focus  data  collection  for  successful 
and  appropriate  application  in  the  interest  of  improved  patient  care.  Speakers 
will  be  physician  experts  in  the  field  of  outcomes  management  and  total  quality 
improvement. 

For  Information  Contact: 

Department  of  Hospital  .Medical  Staff  Services 

American  .Medical  Association 

SIS  .North  State  Street 

Chicago,  Illinois  60610 

Phone  (312)  464-47S4  or  464-476I 
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GUEST  EDITORIAL 


Challenges  of  Laparoscopic  Surgery 


TIMOTHY  P.  O'HOLLEKAN,  M.l). 
North  PIdite.  Nebraska 


Laparoscopic  surgery  is  certainly  not  a new 
technique.  Its  use  has  been  available  in  some 
form  for  many  years.  Introduction  of 
laparoscopic  cholecystectomy,  though,  has 
caused  an  explosion  of  new  techniques,  ideas, 
and  development  of  equipment.  Laparoscopic 
cholecystectomy  has  been  so  widely  adopted 
in  just  a few  short  years  that  it  can  already  be 
considered  a standard  approach  in  most  cases. 
Other  parts  of  the  anatomy  are  not  immune  to 
this  revolution  either.  Laparoscopic  hernia  re- 
pair is  catching  on  rapidly.  Hysterectomy,  hiatal 
hernia  repair,  peptic  ulcer  surgery,  lymph  node 
dissections,  colon  resections,  nephrectomy,  lung 
resections  and  bladder  suspensions  are  being 
done  laparoscopically  also.  The  purpose  of  this 
discussion  is  to  point  out  the  challenges  that  this 
rapidly  expanding  field  of  surgery  presents  to  all 
of  us. 

The  first  to  be  challenged  by  the  availability 
of  laparoscopic  surgery  are  the  patients  them- 
selves and  the  primary  care  physicians.  There  is 
a tendency,  especially  by  the  patient,  to  think  of 
this  as  "easy  surgery."  It's  all  too  often  that  I hear 
someone  say,  "I  hope  you  can  do  it  the  easy 
way".  It's  not  surprising  why  people  will  come  to 
this  conclusion.  Open  cholecystectomy  is  noted 
for  its  very  painful  post-operative  course  and 
usually  a long,  unsightly  scar.  If  the  patient  can 
get  back  to  work  in  4-5  days  and  have  a few  tiny 
incisions,  people  will  understandably  equate 
this  with  the  easy  way.  The  main  problem  with 
this  attitude,  though,  is  that  it  can  lead  to  a 
loosening  of  the  indications  for  surgery.  The 
indications  for  a laparoscopic  operation  must 
be  as  stringent  as  those  for  an  open  procedure. 

The  use  of  laparoscopic  techniques  affects 
the  referring  physician  in  another  way  also.  In 
the  rural  areas  it  is  common  for  the  family 
physician  to  be  the  first  assistant  in  many  major 
abdominal  operations.  They  are  able  to  collect 
an  assistant's  fee  and,  more  importantly,  main- 
tain hands-on  care  with  the  patient  during  their 
hospital  course.  The  training  required  to  learn 
laparoscopic  techniques  and  the  volume  of 


cases  required  to  maintain  these  skills  make  it 
difficult  for  most  family  physicians  to  assist  in 
laparoscopic  surgery. 

The  next  group  challenged  by  this  new  high 
tech  surgery  are  the  community  and  the  hospi- 
tal. The  initial  start  up  costs  for  laparoscopic 
cholecystectomies  are  in  the  $50,000  to  $60,000 
range,  and  that  is  without  a laser.  Replacement 
costs  and  maintenance  costs  are  also  substan- 
tial. Small  hospitals  are  dependent  upon  operat- 
ing room  charges  for  revenue,  yet  they  often 
don't  have  enough  volume  to  justify  the  ex- 
pense for  laparoscopic  equipment.  Also,  their 
surgeons  may  not  have  enough  volume  to 
refine  and  maintain  laparoscopic  skills.  Another 
challenge  to  hospitals  is  to  determine  who 
should  have  credentials  for  these  procedures.  It 
is  hard  to  judge  who  is  capable  of  doing  an 
operation  that  is  so  new  that  no  one  on  the  staff 
has  much  experience  with  it.  This  problem  leads 
to  so  called  "turf  wars",  that  is,  different  special- 
ists competing  for  the  same  procedures.  The 
general  feeling  nationwide  is  that  one  should  be 
able  to  do  an  open  operation  before  he  or  she 
receives  credentials  to  do  it  laparoscopically. 

Teaching  hospitals  have  a challenge  also.  It  is 
going  to  be  quite  difficult  to  teach  residents  to 
do  open  cases  when  the  majority  are  done  with 
the  laparoscope.  The  open  rate  for  laparoscopic 
cholecystectomy  is  about  5%  and  these  are 
usually  the  very  difficult  cases  that  can  test  even 
the  most  experienced  surgeon.  Laparoscopic 
surgery  involves  only  a two  dimensional  view. 
Lack  of  hands-on  experience  in  the  abdomen 
can  lead  to  an  inadequate  appreciation  of  surgi- 
cal anatomy.  A surgeon  finishing  his  residency 
with  only  a few  open  cholecystectomies  in  his 
experience  is  not  going  to  be  well  trained  for 
that  operation. 

This  rapidly  expanding  field  is  a challenge 
most  of  all  to  the  surgeons  performing  the 
operation.  The  proper  training  for  these  new 
techniques  can  be  difficult  to  obtain.  Even  with 
the  proper  training,  some  surgeons  are  not  able 
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to  acquire  the  skills  and  hand-eye  coordination 
needed  to  offer  their  patients  the  best  care. 
Post-operative  complication  rates  are  definitely 
increased  with  these  procedures,  and  the  learn- 
ing curve  can  be  long  and  steep  for  some 
surgeons. 

Last,  but  not  least,  is  the  challenge  to  society 
that  this  new  technology  presents.  Despite 
shorter  hospital  stays,  equipment  expenses  and 
an  increase  in  the  number  of  operations  are 
pushing  up  the  overall  costs  of  medical  care  in 


this  area.  Since  these  procedures  are  common 
and  expensive,  they  are  natural  targets  for  those 
intent  on  decreasing  access  to  health  care  in  the 
name  of  cost  containment.  Physicians  can  alle- 
viate this  problem  by  good  judgement  in  selec- 
tion of  cases  and  appropriate  billing. 

In  conclusion,  laparoscopic  surgery  is  not  just 
a concern  for  the  surgeon.  It  is  the  most  rapidly 
growing  area  of  medicine  today.  We  need  to  all 
be  aware  of  the  challenges  that  it  presents  and 
work  together  to  meet  these  challenges. 
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Exposures  During  Pregnancy  and  Lactation 


BETH  CONOVEK,  M.S. 
Coofdtndior  oJ  tht*  leratogen  Project 


P PREGNANT  women  are  ex- 
posed to  a variety  of  sub- 
stances (teratogens)  that  may 
potentially  harm  the  developing  baby.  These 
include: 

‘Prescribed  or  over-the  counter  medications 
‘Vaccinations 
‘Diseases  or  infections 
‘Chemical  agents  in  the  work  place  or  at 
home 
‘Radiation 

‘Alcohol,  tobacco  and  "street  drugs" 

National  statistics  indicate  that  the  average 
woman  is  exposed  to  between  two  and  seven 
medications  in  each  pregnancy  and  that  10- 
15%  of  all  pregnant  women  drink  excessive 
amounts  of  alcohol  or  take  "street  drugs".  An 
estimated  50%  of  all  pregnant  women  are  em- 
ployed outside  of  the  home  and  thus  may  be 
exposed  to  a variety  of  chemicals  in  the  work 
place.  Three  percent  of  all  babies  are  born  with 
a major  birth  defect;  while  some  of  these  birth 
defects  are  caused  by  genetic  abnormalities 
and  are  unavoidable,  others  are  linked  to  drug 
or  environmental  exposures  and  thus  can  be 
minimized  or  prevented.  Perhaps  equally  im- 
portantly, reassurance  needs  to  be  provided  to 
health  providers  and  their  patients  when  a 
particular  medication  is  safe  for  use  or  a particu- 
lar exposure  is  unlikely  to  have  harmed  the 
fetus. 

Common  questions  and  concerns  include: 

Q — My  patient  received  the  MMR  (measles, 
mumps,  and  rubella)  vaccination  when  she  was 
4 weeks  pregnant.  Does  this  exposure  present 
a risk  to  the  fetus? 

A — The  MMR  vaccine  contains  live  attenu- 
ated virus;  most  of  the  concern  has  centered  on 
the  rubella  component  since  it  is  the  only  one  of 
the  three  viruses  which  is  know  to  be  terato- 
genic. The  manufacturer  of  the  vaccine  recom- 
mends that  the  rubella  vaccination  be  avoided 
for  at  least  three  months  prior  to  pregnancy. 
However,  The  Center  for  Disease  Control  has 


now  monitored  several  hundred  women  inad- 
vertently exposed  to  the  rubella  vaccine,  either 
prior  to  or  during  the  first  few  months  of  preg- 
nancy; the  virus  crosses  the  placenta  only  a few 
percent  of  the  time,  and  even  fetuses  who  were 
exposed  to  the  virus  have  not  shown  signs  of 
congenital  rubella  syndrome.'  In  addition,  many 
patients  are  immune  to  rubella  from  childhood 
immunizations  which  provides  an  additional 
margin  of  safety.  The  measles  and  mumps  com- 
ponents of  the  vaccine  have  not  been  formally 
studied,  but  it  is  reassuring  that  both  viruses 
appear  to  present  a fairly  low  risk  for  teratogen- 
esis,  and  we  are  not  aware  of  reports  suggesting 
that  the  attenuated  virus  used  in  the  vaccine  has 
resulted  in  adverse  pregnancy  outcomes.  In 
summary,  while  we  would  not  immunize  a 
woman  who  is  known  to  be  pregnant,  the 
available  evidence. suggests  that  any  risk  to  the 
fetus  from  the  MMR  vaccine  is  quite  small. 

Q — My  patient  is  pregnant  and  occupation- 
ally  exposed  to  solvents.  Do  we  need  to  be 
concerned? 

A — We  recommend  that  pregnant  women 
minimize  their  exposure  to  solvents  as  much  as 
possible.  Evidence  regarding  adverse  reproduc- 
tive effects  is  strongest  in  women  who  are 
exposed  to  large  amounts  of  solvents  such  as 
might  be  incurred  with  recreationally  sniffing 
gasoline  or  toluene  for  euphoric  effect.  These 
women  have  an  increased  risk  to  have  children 
with  growth  retardation,  birth  defects,  and  cen- 
tral ne.-vous  system  damage.^  While  a safe 
threshold  has  not  been  established,  most  ge- 
neticists believe  that  lesser  levels  of  exposure, 
such  as  are  involved  in  many  occupational 
settings,  present  a significantly  lower  risk.  None- 
theless, until  safety  is  proven,  we  take  a "better 
safe  than  sorry"  approach.  At  a minimum  this 
would  wearing  gloves,  ensuring  adequate  ven- 
tilation, and  not  eating  or  drinking  in  the  work 
place.  In  addition,  if  a pregnant  woman  remains 
concerned  about  the  level  of  her  exposure,  she 
may  wish  to  explore  exchanging  jobs  with  a 
non-pregnant  employee  who  does  not  work 
with  solvents. 
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Q — My  patient  has  a history  of  depression 
and  has  been  taking  Prozac  (fluoxetine).  If  she 
gets  pregnant  can  she  continue  taking  this 
medication? 

A — Fluoxetine  is  a relatively  new  antidepres- 
sant which  functions  by  inhibiting  serotonin  re- 
uptake. Studies  done  by  the  manufacturer  sug- 
gest that  the  agent  is  not  teratogenic  in  rats  or 
rabbits.^  The  manufacturer  also  maintains  a 
registry  of  several  hundred  women  who  have 
been  inadvertently  exposed  to  fluoxetine;  thus 
far,  there  have  not  been  indications  that  there  is 
an  excessive  incidence  of  adverse  outcomes  or 
any  consistent  pattern  of  malformations  in  ex- 
posed infants.'*  Since  virtually  all  of  these  women 
discontinued  fluoxetine  as  soon  as  they  realized 
they  were  pregnant,  second  and  third  trimester 
hazards  such  as  effects  on  the  infant's  behavior/ 
intellect  or  problems  with  newborn  withdrawal 
have  not  been  addressed.  Therefore,  based  on 
the  lack  of  research  data,  Prozac  is  generally  not 
the  antidepressant  of  choice  for  a pregnant 
woman.  However,  if  a patient  is  significantly 
depressed,  it  may  be  that  she  will  need  to  be  on 
some  sort  of  antidepressant  medication  during 
her  pregnancy.  In  that  case,  most  clinicians 
choose  a better  studied  medication. 

Q — My  patient's  husband  was  taking  street 
drugs  and  drinking  heavily  around  the  time  of 
conception.  Would  this  increase  their  risk  to 
have  pregnancy  complications  or  a child  with  a 
birth  defect? 

A — The  literature  on  paternally-induced  re- 
productive effects  is  controversial,  and  it  is 
unclear  whether  male  exposures  to  certain 
agents  may  result  in  subsequent  pregnancy 
loss,  obstetrical  complications,  or  abnormalities 
in  offspring.  It  is  apparent  that  many  agents 
which  affect  the  sperrrt  detract  from  the  dam- 
aged sperm's  ability  to  compete  with  normal 
sperm  in  fertilizing  the  egg.  These  agents  may 
also  result  in  actual  sterility.  This  acts  as  a partial 
protective  mechanism  in  terms  of  reducing  the 
likelihood  of  an  altered  sperm  producing  a 
damaged  fetus.  There  is  no  convincing  evi- 
dence that  paternal  exposure  to  street  drugs  or 
alcohol  increases  the  risk  for  abnormalities  in 
subsequent  offspring.  A recent  article  suggests 
that  when  sperm  are  added  to  cocaine  in  a test 
tube,  cocaine  becomes  attached  to  the  sperm. 
This  article  hypothesizes  that  this  might  result  in 
some  type  of  gene  damage  or  exposure  to  the 
ovum.^  Since  it  has  not  yet  been  shown  that 
cocaine  is  excreted  in  human  semen,  this  highly 


speculative  paper  does  not  add  any  meaningful 
data  to  our  knowledge  of  paternal  exposures. 
There  is  also  a study  correlating  paternal  use  of 
alcohol  with  an  increased  incidence  of  low  birth 
weight  infants;^  this  association  has  not  been 
confirmed  in  other  studies.  While  there  have 
been  "rumors"  that  LSD  use  results  in  chromo- 
somal damage,  there  is  no  good  evidence  that 
maternal  or  paternal  use  prior  to  pregnancy 
results  in  adverse  reproductive  affects.^  In  sum- 
mary, to  be  on  the  safe  side  we  recommend  that 
men  abstain  from  toxic  agents  for  approxi- 
mately three  months  prior  to  conception  so  as 
to  avoid  exposure  to  the  developing  sperm. 
However,  it  would  be  very  unlikely  for  the  fetus 
to  have  been  affected  by  paternal  use  of  alcohol 
or  street  drugs.  Alternatively,  maternal  use  of 
these  agents  during  pregnancy  can  result  in 
harm  to  the  fetus,  and  your  patient  should  be 
encouraged  to  abstain  from  use. 

Q — My  patient  has  delivered  and  want  to 
breast  feed.  She  is  taking  oral  prednisone  as 
treatment  for  asthma.  Will  exposure  to  the 
medication  through  breast  milk  have  an  ad- 
verse impact  on  the  infant? 

A — Prednisone  is  excreted  in  breast  milk  in 
small  amounts.  One  reference  states  that  when 
maternal  dosage  is  20  mg.  per  day  or  less,  the 
infant  is  exposed  to  minimal  amounts  of  cortico- 
steroid and  no  modification  of  lactation  is  re- 
quired. In  higher  doses  it  has  been  recom- 
mended that  breast  feeding  be  delayed  until  at 
least  4 hours  after  the  dose.  This  is  a cautious 
approach;  one  study  suggests  that  even  at  80 
mg  a day  the  amount  of  prednisone  present  in 
breast  milk  would  be  less  than  10%  of  the 
infant's  endogenous  corticosteroid  production.® 
The  American  Academy  of  Pediatrics  considers 
prednisone  and  prednisolone  compatible  with 
breast  feeding.^ 

The  Nebraska  Teratogen  Project  serves  phy- 
sicians, nurses,  pharmacists  and  other  health 
professionals  caring  for  pregnant  women.  The 
project,  located  at  Meyer  Rehabilitation  Insti- 
tute on  the  UNMC  campus  and  funded  through 
a Maternal  and  Child  Health  Block  Grant  from 
the  Nebraska  State  Department  of  Health  in- 
cludes: 

• a central,  up-to-date  source  of  information 
on  teratogens.  Data  is  derived  from  computer- 
ized sources  (TERIS,  REPROTOX,  and  the  Na- 
tional Library  of  Medicine),  professional  articles, 
and  recent  texts: 
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• an  easy  access,  telephone  line  (402)-559- 
5071 ) for  health  professionals  only; 

• clinic  visits  for  patients  at  the  Center  for 
Human  Genetics  or  through  one  of  the  center's 
outstate  genetics  clinics. 
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PRESIDENT'S  PAGE 

Proactive  and  Reactive 

PERRY  T.  WILLIAMS,  M.D. 


Which  will  it  be?  Actually,  contrary  to  com- 
mon statements  that  medicine  is  always  reac- 
tive, our  Association  is  both:  reactive  when 
needed  and  proactive  on  many  of  our  issues. 
When  I sit  back  and  reflect  on  the  activities  of 
our  various  commissions  and  committees,  I am 
impressed  with  their  overall  accomplishments. 
It  is  difficult  to  quantify  the  importance  of  each 
because  several  have  immediate  effect  and 
others  will  have  far-reaching  effect  in  the  future. 
All  are  important  in  their  own  way  and  all  are 
vital  to  the  Association  in  very  special  ways. 

We  are  indebted  to  the  commission  and 
committee  members  and  their  chairmen  who 
have  so  effectively  handled  their  component 
meetings  and  discussions  and  caused  a blend- 
ing of  the  Association  into  a smooth  operation. 

We  have  been  extremely  fortunate  this  year 
in  having  so  many  good  people  on  committees 
as  well  as  a responsible  House  of  Delegates  and 
well-handled  reference  committees  and  reports. 
After  serving  in  this  office  for  one  year,  I am  even 
more  convinced  that  our  organization  is  effi- 
cient and  effective  when  it  needs  to  be. 

The  central  focus  of  the  endeavors  and  prob- 
lems of  this  year  have  obviously  been  around 
HCFA  and  the  RBRVS  which  has  consumed  an 
enormous  amount  of  time  and  discussion.  Our 
first  reactions  have  been  attempting  to  change 
many  of  its  features,  interpreting  and  under- 
standing the  methods  and  implications,  and 
assisting  our  membership  in  implementing  and 
understanding  the  essential  elements  for  their 
practice.  And  now,  we  will  continue  our  at- 
tempt to  forcefully  correct  further  inequities  in 
the  system. 

By  summarizing  most  of  the  committee  and 
commissions'  activities,  I hope  to  communicate 
to  our  membership  the  breadth  of  your 
Association's  interests,  duties  and  activities. 

In  addition,  it  is  hoped  that  our  newer  mem- 
bers and  less  active  members  will  become  more 
acquainted  with  the  scope  and  types  of  respon- 
sibilities encompassed  in  our  committees.  By 
doing  so,  they  may  come  forward  to  indicate 
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areas  of  particular  interest  and  participate  in  a 
committee  activity.  Continued  growth  will  take 
the  effort  of  everyone  in  the  organization  and 
we  continue  to  develop  programs  that  will  help 
us  accomplish  our  goals. 

My  thanks  go  out  to  the  committee  chairmen 
and  committee  members  who  have  partici- 
pated in  the  activities  outlined  below. 

COMMISSION  ON  ASSOCIATION  AFFAIRS- 

]oel  T.  johnson,  M.D.,  Chairman 

The  Commission  met  twice,  once  by  a con- 
ference call.  During  the  conference  call  it  was 
decided  to  propose  a by-laws  amendment  re- 
garding delegate  or  alternate  delegate  eligibility 
to  the  Fall  Session  of  the  House  of  Delegates. 
The  Commission  also  began  exploring  the  pos- 
sibilities of  providing  for  a long-term  care  insur- 
ance policy  for  the  NMA  membership  and 
began  development  of  membership  recruitment 
materials  with  Communications  Consultants. 

SCIENTIFIC  SESSIONS  COMMITTEE  - 

Sushil  S.  Lacy,  M.D.,  Chairman 

The  Scientific  Sessions  Committee  met  four 
times,  developing  and  approving  the  format  for 
the  1 992  Annual  Session.  The  Committee  also 
adopted  a statement  regarding  a conflict  of 
interest  |)olicy  for  medical  supplier  funded  con- 
tinLiing  medical  education  programming. 


68  Nebraska  MedicalJournal  April  1992 


COMMISSION  ON  HOSPITAL  MEDICAL 

STAFF  - 

Steven  A.  Schwid,  M.D.,  Chairman 

The  Commission  on  Hospital  Medical  Staff 
met  twice  and  discussed  implementation  of  the 
federal  regulation  regarding  advanced  care  di- 
rectives. Additional  discussion  points  included 
a review  of  hospital  policies  on  the  privacy  of 
medical  records,  the  National  Practitioner  Data 
Bank,  the  influence  of  the  PRO  on  hospital 
medical  staff  continuing  medical  education  ac- 
tivities, the  implementation  of  the  RBRVS,  and 
the  issue  of  testing  physicians  for  HIV. 

COMMISSION  ON  LEGISLATION  AND  GOV- 
ERNMENTAL AFFAIRS  - 

Allen  D.  Dvorak,  M.D.,  Chairman, 

Ronald  W.  Klutman,  M.D.,  Vice-Chairman 

The  Commission  met  twice.  During  the 
November  meeting  the  group  reviewed  the 
House  of  Delegates  position  on  laser  surgery, 
upcoming  CLIA  88  regulations  and  the  Ne- 
braska Certification  of  Clinical  Laboratories  Act, 
scope  of  practice  expansion  by  the  optom- 
etrists and  CRNA's,  tanning  parlors  and  elec- 
trolysis, state  subsidized  vaccinations,  living  wills 
and  durable  power  of  attorney,  a bill  amending 
the  Hospital  Medical  Liability  Act  and  several 
other  bills  of  interest  to  medicine  which  were 
carried  over  from  the  1991  Session  of  the 
Legislature. 

In  the  late  January  meeting,  the  Commission 
reviewed  legislation  which  was  introduced  for 
consideration  during  the  1992  Legislative  Ses- 
sion. The  Commission  discussed  the  Medicaid 
provider  tax,  mandatory  seat  belt  use,  cigarette 
tax  increases  and  Senator  Wesely's  Nebraska 
Health  Care  Act. 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY 

STATEMENTS  - 

C.  Lee  Retelsdorf,  M.D.,  Chairman 

The  Committee  met  in  early  August  and 
reviewed  the  current  NMA  Health  Policy  State- 
ments. The  Committee  ratified  several  of  the 
statements  as  still  being  accurate,  but  deter- 
mined some  statements  needed  to  be  revised. 
Assignments  were  made  regarding  the  revision 
of  the  statements  on  advertising  and  alternative 
care  systems,  health  care  costs,  non-physician 
health  care  providers,  smoking,  HIV/AIDS, 
managed  care  and  quality  of  care  issues. 

AD-HOC  COMMITTEE  ON  PROFESSIONAL 
LIABILITY  - 

Blaine  Y.  Roffman,  M.D.,  Chairman 


The  Committee  met  in  early  January  with 
representative  of  St.  Paul  to  receive  the  annual 
update  on  the  professional  liability  climate  in 
Nebraska  from  the  insurance  carrier's  perspec- 
tive. The  group  also  asked  that  the  insurance 
carriers  keep  physicians  apprised  as  to  the  final 
disposition  of  any  lawsuits  against  them. 

COMMISSION  ON  MEDICAL  EDUCATION  - 

F.  F.  Paustian,  M.D.,  Chairman 

The  Commission  met  in  late  November  and 
approved  three  programs  for  reaccreditation. 
Interim  reports  from  other  accredited  institu- 
tions were  also  reviewed. 

The  Commission  also  spent  considerable  time 
discussing  FDA  and  ACCME  guidelines  for  com- 
mercial support  of  continuing  medical  educa- 
tion. It  was  decided  to  adopt  neither  proposal 
as  commission  policy  at  this  time,  but  to  write 
both  organizations  expressing  our  concerns, 
particularly  regarding  the  inability  of  sponsors 
to  provide  gratis  motel  accommodations  to 
Nebraska's  rural  physicians  attending  CME  pro- 
grams in  Omaha  or  Lincoln. 

AD-HOC  COMMITTEE  ON  MATERNAL  AND 

CHILD  HEALTH  - 

Lawrence  C.  Bausch,  M.D.,  Chairman, 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman 

The  Committee  met  in  late  August  and  March. 
Issues  discussed  included  committee  review  of 
infant  and  maternal  deaths,  an  update  on  the 
healthy  mothers/healthy  babies  coalition,  a grant 
to  fund  an  anonymous  maternal  drug  screening 
program,  public  access  to  birth  and  death  cer- 
tificate information,  federal  requirements  re- 
garding vaccine  information  pamphlets  and 
childhood  vaccinations  for  Hepatitis  B. 

AD-HOC  COMMITTEE  ON  MEDICAID 

SERVICES  - 

Chris  C.  Caudill,  M.D.,  Chairman 

In  late  July,  the  Committee  met  with  Dr. 
Reese  to  provide  ideas  regarding  Medicaid  to 
the  Health  Planning  Committee  and  the  group 
also  discussed  access  to  care  issues  in  Ne- 
braska, and  the  Drug  Utilization  Review  Pro- 
gram. 

The  Committee  met  again  in  mid-January  and 
discussed  current  and  future  funding  of  the 
Medicaid  program  in  Nebraska.  It  was  updated 
by  DSS  officials  regarding  the  provider  tax  issue 
and  the  potential  for  a short  fall  due  to  the 
Hospital  Association  lawsuit.  The  group  also 
discussed  CPT  Coding,  the  Drug  Utilization 
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Review  Program,  the  Maternal  and  Child  Health 
Statewide  Hotline,  and  the  Sunderbruch 
Corporation's  retrospective  reviews  for  hospi- 
talized Medicaid  infants  and  children. 

NMA  PRO  OVERVIEW  COMMITTEE  - 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman 

The  Committee  met  three  times.  During  the 
meeting  in  mid-July,  the  group  discussed  having 
the  name  of  the  reviewing  physician  released  to 
the  attending  physician  for  direct  communica- 
tion, noting  that  the  original  reviewer  is  the  only 
one  who  can  reverse  the  process  prior  to  action 
being  taken  against  a physician. 

Sunderbruch  Corporation  representatives 
joined  the  meeting  and  the  issues  discussed 
included  a possible  bias  against  rural  physicians, 
the  Fourth  Scope  of  PRO  work,  and  possible 
remedial  education  for  sanctioned  physicians. 

In  November  the  Committee  met  with  the 
NMA  Board  of  Councilors  to  ask  that  the  Coun- 
cilors become  active  in  assisting  physicians  in 
their  areas  who  are  having  trouble  with  the 
PRO. 

The  Committee  met  again  in  early  February 
and  discussed  developmentof  a brochure  which 
would  describe  the  PRO  process  to  NMA  mem- 
bers and  modify  the  process  necessary  for 
physicians  to  ask  for  assistance  from  our  Over- 
view and/or  Grievance  Committee.  Addition- 
ally, the  Grievance  Committee  met  several  times 
during  the  year  to  discuss  particulars  of  cases 
which  had  been  forwarded  to  them. 

COMMITTEE  ON  HEALTH  PLANNING  - 

Herbert  E.  Reese,  M.D.,  Chairman 

The  Committee  met  five  times  during  the 
year  with  several  additional  sub-committee  meet- 
ings being  held.  The  bulk  of  the  work  done  was 
in  regard  to  development  of  the  "Nebraska 
Health  Care  Reform"  document.  Additionally, 
the  group  continued  to  review  information  re- 
garding the  many  plans  for  health  care  reform 
being  developed  across  the  country. 

COMMISSION  ON  PUBLIC  AFFAIRS  - 

Rodney  S.  W.  Basler,  M.D.,  Chairman 

The  Commission  met  twice.  At  the  first 
meeting,  in  mid-May,  the  Commission  ratified 
the  hiring  of  Communications  Consultants  to 
serve  as  the  NMA's  public  relations  advisory 
firm. 

The  Commission  met  again  in  October  in  a 
planning  session  with  Communications  Con- 


sultants representatives.  Since  the  meeting, 
Communications  Consultants  has  been  active 
in  developing  public  relations  items  for  the 
Association  and  is  also  working  with  the  Com- 
mission on  Association  Affairs  to  develop  mem- 
bership recruitment  materials. 

AD-HOC  COMMITTEE  RE:  MEDICARE  - 

Paul  E.  Collicott,  M.D.,  Chairman 

The  Committee  met  in  late  November  with 
representatives  of  Kansas  Blue  Cross  and  Blue 
Shield.  Issues  discussed  included  the  organ  or 
disease  oriented  laboratory  test  panel  issue, 
CPT  codes  for  cardiovascular  stress  tests,  dialy- 
sis coverage,  E & M codes,  tentative  surgical 
pathology  payment  rates  and  the  implementa- 
tion of  physician  payment  reform. 

The  Committee  also  sponsored  a program 
for  Nebraska  physicians  on  physician  payment 
reform  and  the  RBRVS  on  January  30th. 

AD-HOC  COMMIHEE  ON  HEALTH  GALLERY  - 

Russell  L.  Gorthey,  M.D.,  Chairman 

The  Committee  met  three  times  to  discuss 
development  of  a permanent  health  gallery  at 
the  University  of  Nebraska  Museum.  In  the  two 
meetings  held  in  February  the  Committee  dis- 
cussed donation  of  the  funds  being  held  by  the 
Association  for  the  health  gallery  to  the  Univer- 
sity of  Nebraska  Foundation.  Representatives 
of  the  museum  indicated  that  at  some  point, 
donatingthese funds  in  this  mannerwould  beof 
assistance  to  the  museum  in  developing  the 
gallery.  The  group  also  elected  to  continue  its 
fundraising  efforts  for  this  health  gallery  fund 
with  the  larger  Nebraska  hospitals. 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSI- 
CIANS - 

Kevin  D.  Nohner,  M.D.,  Chairman 

The  Committee  met  in  mid-May  and  Dr. 
Reese  provided  an  update  on  the  activities  by 
the  Health  Planning  Committee.  Additionally, 
the  group  discussed  the  activities  of  the  various 
NMA  Commissions  and  Committees  and  the 
possibility  of  members  of  the  Committee  serv- 
ing on  each  of  the  other  NMA  commissions  and 
committees.  The  group  also  discussed  the 
Committee's  possible  role  in  reviewing  the  phy- 
sician shortage  in  primary  care  in  outstate  Ne- 
braska and  federal  issues  relating  to  student 
loans  and  young  physician  reimbursement. 

AD-HOC  COMMITTEE  ON  VIOLENCE  AND 

NEGLECT  - 

John  F.  Riedler,  M.D.,  Chairman 
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The  Committee  met  twice.  At  their  initial 
meeting  in  June  the  Committee  met  with  repre- 
sentatives of  the  Department  of  Social  Services 
in  an  attempt  to  determine  where  the  system 
was  failing  and  how  the  NMA  might  become 
active  in  an  attempt  to  assist.  Representatives  of 
the  Department  indicated  that  the  problems 
they  are  dealing  with  seem  to  be  getting  worse 
and  that  there  is  an  overwhelming  need  in  the 
state  for  agencies  to  be  set  up  which  support 
the  family  unit.  They  also  noted  judges  have  an 
impact  on  the  Department's  system  of  working 
with  problem  youth. 

In  late  October  the  Committee  met  with 
representatives  of  the  Nebraska  Attorney 
General's  office  and  the  Douglas  and  Sarpy 
County  Attorney's  offices.  The  attorneys  in- 
volved stated  that  they  would  like  physicians  to 
feel  more  comfortable  in  reporting  child  abuse 
cases  and  that  requests  have  been  made  by 
pediatric  residents  to  obtain  some  sort  of  train- 
ing in  the  legal  procedures  involved  with  child 
abuse  and  neglect  cases.  The  group  also  dis- 
cussed so-called  cyclic  abuse  and  it  was  sug- 
gested that  the  NMA  follow  several  particular 
cases  to  see  how  the  scenarios  unfold.  The 


Committee  also  noted  that  the  dollars  spent  tor 
care  of  the  elderly  far  outweigh  the  dollars  spent 
on  care  for  children. 

It  was  suggested  that  the  NMA,  county 
attorney's  representatives,  the  Department  of 
Social  Services,  public  school  system  represen- 
tatives, and  law  enforcement  officials  meet  to 
further  discuss  these  issues. 

TASK  FORCE  ON  AIDS- 

Scot  C.  Sorensen,  M.D.,  Chairman 

The  Committee  met  in  October  to  discuss 
Resolution  #3  from  the  NMA  House  of  Del- 
egates regarding  HIV  testing  of  patients  and 
Resolution  #9  regarding  the  CDC  guidelines  for 
HIV  disease.  The  Committee  decided  to  follow 
the  AMA's  guidelines  of  no  mandated  HIV 
testing  for  physicians.  They  also  decided  if  there 
is  some  question  of  a health  care  worker  or 
physician  having  HIV,  that  testing  should  be 
completed  according  to  CDC  guidelines. 

The  Committee  noted  that  the  House  of 
Delegates  had  supported  the  CDC  recommen- 
dations and  that  they  had  been  provided  to 
NMA  members  through  the  September  24th 
newsletter. 
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AUXILIARY 

How  Do  You  Spell  Terrific?  . . . N-M-A-A 


DONNA  STONE 
President 


Year  in  and  year  out,  Nebraska  Medical 
Association  Auxilians  have  put  the  Heart  in 
Heartland  (Nebraska)  by  giving  of  their  time, 
energy  and  money  to  see  that  life  is  healthier, 
happier  and  safer  for  Nebraskans  of  all  ages. 

In  case  there  is  still  a skeptic  or  two,  please 
read  the  following  report  prepared  by  Debbie 
Elson,  Health  Projects  coordinator  for  NMAA: 

Auxiliary  members  throughout  the  state  of 
Nebraska  can  be  very  proud  of  their  accom- 
plishments and  contributions  that  they  have 
made  in  their  communities.  From  promoting 
healthier  lifestyles  for  children,  with  special 
distributions  of  the  "Be  a Winner;  Shape  Up  for 
Life"  coloring  books  and  seat  belt  instruction, 
participating  in  local  Health  Fairs,  donating 
monies  to  local  community  needs,  becoming 
involved  in  various  aspects  of  violence  and  teen 
parenting,  to  emphasizing  the  need  for  better 
health  for  women,  all  auxiliaries  have  greatly 
impacted  the  needs  of  their  communities. 

It  has  been  an  exciting  and  rewarding  year 
and  everyone  is  to  be  commended  for  their 
enthusiastic  accomplishments.  You  have  truly 
made  a difference! 

Special  recognition  of  the  County  Medical 
Health  Projects  will  be  made  at  the  Annual 
State  Convention  in  Omaha  April  24-26.  If  you 
are  a member-at-large  and  wish  to  share  your 
health  project,  please  contact  Debbie  FIson, 
9818  Ascot  Drive,  Omaha,  NF  681 14. 

ADAMS  COUNTY 

Emphasizing  women's  health  issues,  the 
Adams  County  Medical  Auxiliary  presented  a 
health  workshop  entitled  "Mammography -Take 
Time  For  Your  Health,"  which  was  open  to  the 
public.  Dr.  Elizabeth  Rapier,  M.D.,  a member  of 
the  Adams  County  Medical  Society,  was  the 
guest  speaker. 

During  the  year,  the  Auxiliary  presented  25 
programs  on  Infant  Car  Seat  Safety.  Ten  pro- 
grams were  presented  at  the  local  high  school 
and  another  15  were  presented  at  Lamaze 
classes.  The  programs  concentrated  on  proper 


use  of  infant  car  seats  and  current  legislation 
regarding  infant  car  seats  and  child  restraint 
laws. 

In  addition,  Linda  Brown,  who  is  a member  of 
the  NMAA  Health  Projects  Committee  attended 
a legislative  committee  hearing  on  seat  belt 
legislation  held  in  Lincoln. 

For  over  35  years  the  Adams  County  Medical 
Auxiliary  and  Medical  Society  have  sponsored 
"So  You  Are  Growing  UP,"  a series  of  meetings 
for  adolescent  and  pre-adolescent  children  and 
their  parents.  During  February,  over  300  third 
through  sixth  graders  and  their  parents  attended 
one  of  their  seven  programs  on  sexuality  educa- 
tion. 

According  to  Peg  Welch,  Adams  County 
Medical  Auxiliary  President,  information  pro- 
vided is  generally  available  through  health  and 
science  classes  in  most  of  the  30  schools  repre- 
sented, but  this  is  the  only  community  program 
which  includes  parents  and  thus  encourages 
family  discussions. 

Each  meeting  includes  a video  presentation 
on  human  development,  followed  by  a ques- 
tion and  answer  period.  Local  physicians  lead 
the  discussions.  In  general,  the  session  for  third 
and  fourth  grade  girls  deals  primarily  with  men- 
struation and  changes  in  the  female  body  dur- 
ing puberty.  Sessions  for  fifth  and  sixth  graders 
discuss  physical  and  emotional  changes  in  both 
males  and  females  during  adolescence. 

The  doctors  try  to  help  the  students  realize 
the  effect  of  the  media  and  our  culture  on  their 
expectations  about  themselves  and  the  oppo- 
site sex.  One  coed  session  provided  the  oppor- 
tunity for  boys  and  girls  and  their  parents  to 
experience  healthy  factual  discussions  together. 

Not  only  have  the  Adams  county  auxilians 
been  busy  in  the  community  supporting  good 
health  and  safety,  they  have  allocated  funds  to 
the  following  community  causes: 

• Emergency  Protective  Services  at  Pooh 
Corner  South,  which  assists  families  with 
children  from  birth  to  18  years. 
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• Hastings  Spouse  Abuse/Sexual  Assault 
Crisis  Center 

• LIFELINE,  a medical  alert  system  which 
enables  people  to  live  independently  by 
allowing  them  to  call  for  help  anytime  day 
or  night 

BUFFALO  COUNTY 

The  Buffalo  County  Medical  Auxiliary  contin- 
ued to  promote  the  AMAA  "Be  a Winner:  Shape 
Up  for  Life"  coloring  books.  They  distributed 
over  750  booklets  to  kindergartners  in  Septem- 
ber. 

According  to  Roxanne  Bascom,  Auxiliary 
President,  the  Buffalo  County  Medical  Auxiliary 
continued  to  support  good  health  in  their  com- 
munity through  their  monetary  donations: 

• Good  Samaritan  Hospital  Foundation  nurs- 
ing scholarships 

• SAFE  Center  in  Kearney,  a shelter  for  bat- 
tered women  and  their  children 

• Kearney  Area  Substance  Abuse  Preven- 
tion Program 

• Make-A  Wish 

BURT-WASH  I NGTON  COUNTIES 

The  Burt-Washington  Auxiliary  members  con- 
tinued their  enthusiastic  involvement  in  the 
Health  Fair  of  the  Midlands  on  March  28.  Their 
Health  Fair  rotates  locations  between  Ft. 
Calhoun,  Blair,  and  Tekamah,  with  over  700  in 
attendance. 

This  year  the  Auxiliary  distributed  Medi-File 
cards  at  the  Health  Fair,  as  well  as  to  outpatient 
clinics.  Home  Health  Care,  and  family  practice 
clinics  in  Blair. 

According  to  Carole  Bagby,  Auxiliary  Presi- 
dent, they  promoted  February  as  Women's 
Health  Issues  Month  by  showing  the  National 
Auxiliary's  Family  Violence  video  and  sharing 
the  script  with  auxilians.  The  importance  of 
mammography  was  also  discussed. 

DODGE  COUNTY 

Members  of  the  Dodge  County  Medical 
Auxiliary  promoted  Seat  Belt  Safety  and  proper 
usage  of  car  restraint  devices  for  infants  and 
children  at  the  annual  Health  Fair  sponsored  by 
Memorial  Hospital  of  Dodge  County. 

Since  this  topic  was  so  popular  last  year,  the 
Auxiliary  continued  their  safety  campaign  by 
showing  a video  on  seat  belt  safety  from  the 
AMA  Auxiliary  at  their  Health  Fair  Booth,  stated 
Dodge  County  Medical  Auxiliary  President  Cheri 
Anderson. 


A program  on  Mammography,  presented  by 
the  Radiology  Department  of  Memorial  Hospi- 
tal, highlighted  Women's  Health  Issues  Month. 
Auxilians  were  encouraged  to  bring  guests  to 
their  February  luncheon  meeting  held  at  the 
Fremont  Country  Club. 


HALL  COUNTY 

Hall  County's  Medical  Auxiliary  successfully 
consulted  with  Grand  Island  public  and  paro- 
chial schools'  curriculum  directors  — Result:  For 
the  next  two  years  all  second  graders  in  Hall 
County  will  receive  a complimentary  copy  of 
"Shape  Up  for  Life,"  the  healthy  life  style  book- 
let, in  conjunction  with  their  school  curricu- 
lums. 

According  to  Barbara  Reilly,  Hall  County 
Medical  Auxiliary  President,  their  two-year 
project  will  reach  approximately  650  second 
graders  each  year. 

The  Auxiliary  also  sponsored  two  directors  of 
the  Teen  Parent  Center  to  attend  the  Media- 
Violence  Workshop  held  at  Doane  College. 
Barbara  added  that  this  will  impact  the  parenting 
classes  that  the  Center  holds  for  teen  parents. 

As  follow-up  to  the  workshop,  a panel  of 
professionals  on  Media  Violence  will  be  offered 
to  the  public  in  the  Hall  County  community  as 
a direct  result  of  the  Auxiliary's  sponsorship.  The 
Hall  County  Medical  Auxiliary  will  serve  as  host 
and  handle  the  publicity  for  the  panel  event. 

Highlighting  February's  Womens  Health  Is- 
sues Month,  the  Hall  County  Auxiliary  featured 
a speaker  on  Co-Dependency.  She  highlighted 
how  pervasive  a dysfunction  it  can  be  and  how 
this  affects  a woman's  overall  health.  In  conjunc- 
tion with  this  topic,  the  Auxiliary  correlated  a 
PSA  to  address  the  topic  of  Co-Dependent 
relationships  leading  to  domestic  abuse  and 
how  to  seek  help. 

Barbara  also  noted  that  the  Auxiliary  will 
have  a representative  on  the  Education  and 
Public  Awareness  Committee  of  a new  Task 
Force  on  Domestic  Violence  formed  in  the 
Grand  Island  community. 

In  addition  to  the  Auxiliary's  involvement  in 
the  Hall  County  community,  they  will  also  be 
donating  funds  to  the  Teen  Parent  Center,  Do- 
mestic Violence  Task  Force,  and  to  the  alcohol- 
free  post  prom  parties  at  the  local  highschools. 
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LANCASTER  COUNTY 

The  Lancaster  County  Medical  Auxiliary 
teamed  up  with  Health  Fair  of  the  Midlands 
from  Omaha  and  hosted  two  health  sites  in 
Lincoln  on  April  4-5. 

According  to  Sally  Semm,  Lancaster  County 
Medical  Auxiliary  President,  they  felt  this  project 
would  provide  their  community  with  excellent 
free  comprehensive  health  screenings  and  health 
education  programs. 

Sue  Carraher,  Project  Chairman,  organized 
the  volunteers  and  professionals  for  the  two- 
day  event.  Groups  involved  in  the  Lincoln  Health 
Fair  included  the  Lancaster  Medical  Auxiliary, 
Pathology  Medical  Services,  Lincoln  Dietetic 
Association,  local  ophthalmologists,  UNL  audi- 
ology students.  Red  Cross  nurses,  and  student 
nurses. 

Over  300  participants  visited  each  side  dur- 
ing the  Health  Fair. 

LINCOLN  COUNTY 

"Be  A Winner:  Shape  Up  for  Life"  coloring 
booklets  continued  to  be  a popular  project,  as 
promoted  by  the  Lincoln  County  Medical  Aux- 
iliary. 987  booklets  were  distributed  to  the 
second  and  third  graders  in  the  community. 

The  Auxiliary  also  sponsored  a car  seat  booth 
at  the  hospital's  spring  Health  Fair.  )ane  Taylor, 
Lincoln  County  Medical  Auxiliary  President, 
added  that  the  car  seat  rental  program  contin- 
ues to  be  an  ongoing  project  between  the 
Hospital  Auxiliaryand  the  Lincoln  County  Medi- 
cal Auxiliary. 

jane  also  noted  that  the  Auxiliary  has  be- 
come involved  with  the  Task  Force  for  Physician 
Recruitment  in  the  North  Platte  community. 

The  Auxiliary  continued  to  support  Lincoln 
County  with  its  donations  and  fundraising.  They 

• Participated  in  the  Gingerbread  Land  Ben- 
efit, a display  and  auction  of  Gingerbread 
cakes.  Proceeds  support  the  new  addition 
to  the  Great  Plains  Medical  Center 

• Contributed  a nursing  scholarship 

• Donated  money  to  the  local  Good  Fellow 
Shoe  Fund,  an  organization  that  purchases 
shoes  for  needy  children 

Continuing  to  promote  Women's  Health  Is- 
sues, the  Auxiliary  promoted  programs  already 
scheduled  at  the  hospital  such  as  "Breast  Can- 
cer Awareness,"  "Cut  the  Fat,"  and  "Self  Protec- 


tion." Auxiliary  members  also  attended  semi- 
nars on  "Breast  Cancer"  and  "Family  Violence," 
sponsored  by  the  hospital  and  Mid-Plains  Com- 
munity College,  and  an  all  day  seminar  on  "Grief 
-The  Pain  and  the  Promise." 

According  to  jane,  this  was  an  excellent 
opportunity  to  take  advantage  of  community 
programs  already  in  place  that  related  to  the 
Auxiliary's  interest  in  Women's  Health  Issues. 

MOMSA 

MOMSA  will  be  promoting  the  American 
Lung  Association's  statewide  "Freedom  Line" 
with  its  1992  Kitchen  Tour  monies.  According 
to  Alan  Wass,  Executive  Director  of  the  Ameri- 
can Lung  Association  of  Nebraska,  this  support 
hotline  will  be  publicized  with  MOMSA's  funds; 
therefore,  reaching  more  people  throughout 
the  state  of  Nebraska  who  have  quit  smoking 
and  want  to  remain  nonsmokers. 

According  to  MOMSA  President  Cyndi 
Hartman,  an  800  number  is  available  across  the 
state  to  individuals  needed  messages  of  support 
and  reassurance.  Call  1-800-444-5864  (LUNG). 

MOMSA  is  also  working  in  coalition  with 
community  schools  to  promote  good  summer 
health  for  children.  Information,  in  coalition 
with  area  organizations  such  as  the  American 
Red  Cross  and  Prevent  Blindness,  will  be  distrib- 
uted at  existing  rallies,  track  meets,  and  family 
days  at  area  schools. 

Another  project  includes  the  collection  of 
clothing  for  the  Omaha  Foster  Parents 
Association's  new  storefront.  This  ongoing 
project  benefits  the  Association's  members  and 
the  foster  children  they  serve.  Clothing  was 
collected  at  MOMSA  meetings  and  can  be 
dropped  off  at  the  Metropolitan  Omaha  Medi- 
cal Society  Office  at  7906  Davenport,  Omaha. 

SCOTTSBLUFF  COUNTY 

Thanks  to  the  Scottsbiuff  County  Medical 
Auxiliary,  a special  playground  for  the  handi- 
capped has  been  installed  in  Scottsbiuff.  Ac- 
cording to  Auxiliary  President  Debbie  Post,  this 
wheelchair  accessible  playground  area  was 
made  possible  with  help  from  a matching  land- 
scaping grant  from  Peter  Kewit  in  Omaha. 

SOUTHWEST  NEBRASKA 

The  Southwest  Nebraska  Medical  Auxiliary 
continued  to  promote  healthy  lifestyles.  Ac- 
cording to  President  Shelly  Beyer  of  McCook, 
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the  Auxiliary  distributed  the  "Be  A Winner" 
Shape  Up  for  Life"  coloring  books  to  area  phy- 
sicians' offices  and  the  hospital. 

NORTHEAST  NEBRASKA 

The  Northeast  Nebraska  Medical  Auxiliary 
emphasized  Women's  Health  Issues  for  the  90's 
with  a day  long  event  at  the  community  college 
on  April  5. 

According  to  Auxiliary  President  Karyn 
Vrbicky,  their  Auxiliary  co-sponsored  the  Health 
Issues  program  with  the  Madison  County  Exten- 
sion agents.  Many  speakers  were  available  dur- 
ing the  day,  discussing  a wide  range  of  women's 
health  topics. 


Karen  noted  that  the  program  was  designed 
to  educate  and  to  help  women  become  more 
aware  of  health  care  in  the  area. 

Convention  Teaser: 

What  has  two  legs  and  flies?  Answer:  an 
auxilian  in  a hurry  to  get  to  Omaha  April  24-26 
for  our  annual  meeting.  Always  informative  and 
fun,  of  special  interest  to  many  will  be  a panel 
presentation  on  Friday  the  24th  at  1:00  p.m.: 
"RECRUITING  PHYSICIANS  TO  RURAL  NE- 
BRASKA - HOW  MAY  THE  SPOUSE  HELP". 

See  you  there. 

Donna  Stone,  President 
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WELCOME  NEW  MEMBERS 


Richard  J.  Simmons,  M.D. 

211  W.  39th  St. 

Scottsbiuff,  NE  69361 

Stephen  M.  Nagengast,  M.D. 

2221  S.  17th  St.,  #106 
Lincoln,  NE  68502 

Les  W.  Veskrna,  M.D. 

Family  Practice  Center 
4601  F St. 

Lincoln,  NE  68510 

William  M.  Sykes,  M.D. 

2221  S.  17th  St.,  #105 
Lincoln,  NE  68502 

Andrew  J.  Lepinski,  M.D. 

4740  A St. 

Lincoln,  NE  68510 

Scott  C.  Rasmussen,  M.D. 

1 30  Lakewood  Dr. 

Lincoln,  NE  68510 

Denise  M.  Sammons  Cromwell,  M.D. 
6600  Park  Crest  Dr. 

Lincoln,  NE  68506 

Ronald  C.  Flill,  M.D. 

P.O.  Box  81009 
Lincoln,  NE  68501 

Cary  L.  Ward,  M.D. 

770  N.  Cotner,  #220 
Lincoln,  NE  68505 

Deborah  K.  Davidson,  M.D. 

1919  S.  40th  St.,  #333 
Lincoln,  NE  68506 

Kristin  K.  Johnson,  M.D. 

7441  O St.,  #400 
Lincoln,  NE  68510 

Timothy  D.  Loker,  M.D. 
Anesthesiology  P.C. 

31 12  S.  13th  St. 

Lincoln,  NE  68502 

Matthias  I.  Okoye,  M.D. 

1919  S.  40th  St.,  #333 
Lincoln,  NE  68506 

Martin  B.  Trotsky,  M.D. 

630  N.  Cotner 
Lincoln,  NE  68505 

Royce  A.  Mueller,  M.D. 

5440  South  St.,  #1100 
Lincoln,  NE  68506 

Terry  S.  Olson,  M.D. 

5440  South  St.,  #1  100 
Lincoln,  NE  68506 


jerry  W.  Tanner,  M.D.  (reinstated) 

600  N.  Cotner,  #101 
Lincoln,  NE  68505 

Kristie  A.  johnson-Bohac,  M.D. 

220  S.  1 7th  St. 

Lincoln,  NE  68508 

Janet  C.  Matthes,  M.D. 

1600  S.  48th  St. 

Lincoln,  NE  68506 

Denise  L.  Capek,  M.D.  (reinstated) 
555  S.  70th  St. 

Lincoln,  NE  6851  0 

Kevin  J.  Coughlin,  M.D.  (reinstated) 
555  S.  70th  St. 

Lincoln,  NE  68510 

Barry  A.  FHoover,  M.D. 

555  S.  70th  St. 

Lincoln,  NE  68510 

Glen  D.  Knosp,  M.D.  (reinstated) 
220  S.  1 7th  St. 

Lincoln,  NE  68508 

Kyong  T.  Turk,  M.D. 

1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 

Bassam  G.  Rizk,  M.D. 

2107  Box  Butte  Ave. 

Alliance,  NE  69301 

Robert  N.  Hibbard,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
4242  Farnam  St. 

Omaha,  NE  68131 

Michael  S.  McHale,  M.D. 

4242  Farnam  St.,  #650 
Omaha,  NE  68131 

Newton  G.  Osborne,  M.D. 

601  N.  30th  St.,  #4810 
Omaha,  NE  68131 

Michael  S.  Pettis,  M.D. 

Bergan  Mercy  Hospital 
7500  Mercy  Road 
Omaha,  NE  68124 

Patricia  J.  Ryan,  M.D. 

401  E.  Gold  Coast  Rd. 

Papillion,  NE  68046 

Aixa  Blanco-Sibila,  M.D. 

Omaha  Psychiatric  Associates 
1915  S.  38th  Ave. 

Omaha,  NE  68105 

Dean  R.  Forgey,  M.D. 

1520  S.  70th  St.,  #102 
Lincoln,  NE  68506 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

APRIL  27  - MAY  8,  1992  — Family  Practice, 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1050  - two  week 
session,  $700  - one  week  session,  $1200  - 
split  sessions. 

MAY  1,  1992  (2:00-7:00  p.m.)  — Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient,  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Pediatricians,  ENT, 
Emergency  Medicine  Physicians,  Fee:  $35. 

JUNE  4-5,  1992  — 41st  Annual  Obstetrics  and 
Gynecology  Conference:  "Update  in  Office 
Gynecology",  Marriott  Hotel,  Omaha,  Ne- 
braska. Target  Audience:  Primary  Care  Physi- 
cians (in  conjunction  with  the  College  World 
Series) 

JUNE  12-13,  1992  — New  Approaches  in  the 
Diagnosis  and  Management  of  Patients  with 
Hyperlipidemia,  Mahoney  State  Park, 
Ashland,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Emergency  Medicine  Physicians  and 
others  who  provide  care  in  the  ER. 

OCTOBER  9,  1992  (2:00-7:00  p.m.)  - New 
Concepts  in  Diagnosis  and  Treatment  of 
Vascular  Disease,  Marriott  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  1 2-1  7, 1 992  — Emergency  Medicine 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER. 

DECEMBER  3-5,  1992  — Obstetrics  and  Gyne- 
cology Conference,  Bally's,  Las  Vegas,  Ne- 


vada. Target  Audience:  Primary  Care  Physi- 
cians. 

For  further  information:  Coni, ul  the  Center  for  Continu- 
ing Fducalion,  University  of  Nebraska  Medical  Center,  600 
South  42nd  Street,  Onw/ia,  Nl  68198-S(yS1.  C,\ll  (402) 
559-4152  or  use  our  toll-free  MD  Advantage  Number  ainl 
ask  for  Continuing  I ducation  (800)  642- 1 095  Nationwiile, 
f ax  Number  (402)  559-5915. 


ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  III,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 


MAYO  FOUNDATION 

APRIL  24-26,  1992  — 1st  Annual  Mayo  Clinic 
Conference  on  Advances  in  Clinical  Anesthe- 
siology, Amelia  Island  Plantation,  Amelia  Is- 
land, Florida,  Contact:  Postgraduate  Courses, 
Section  ofContinuing  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone;  (507)  284- 
2509  or  toll  Free  800-323-2688. 

PRACTICE  OF  INTERNAL  MEDICINE  - May 
1 1-15,  1992,  Rochester,  Minnesota. 

AUGUST  20-22,  1992  — Operative  Gynecol- 
ogy: 3rd  Annual  Live  Televideo  Conference, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

UPDATE  IN  CARDIOVASCULAR  DISEASES  - 
November  7-8, 1 992,  Rochester,  Minnesota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 

Education,  Mayo  Foundation,  Rochester,  MN 55905,  Phone: 

(507)  284-2509  or  Toll  Free  800-323-2688. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHiPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

Jo  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates,  April 
24-26,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 0-1 2,  1 992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  20-27,  1992  — The  Eleventh  Annual 
Cornhusker  Canadian  Clinical  Conference. 
Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada,  fee  $1  50.00. 

For  information  contact:  Sharlene  Knippelmeyer,  RN, 
BS,  Education  & Staff  Development,  Lincoln  General  Hos- 
pital, 2300  South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1 992  August  20,  21  & 22, 1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 


CREIGHTON  UNIVERSITY 

APRIL  29,  1 992  — Distinguished  Lecture  Series, 
Samuel  Z.  Goldhaber,  M.D.,  "Pulmonary 
Embolism",  Boys  Town  National  Research 
Hospital  Auditorium,  Omaha,  NE. 

MAY  20,  1992  — Distinguished  Lecture  Series, 
Pedro  A.  Jose,  M.D.,  Ph.D.,  "Pathogenesis  of 
Salt-Dependent  Hypertension",  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MAY  22-24,  1992  — Family  Medicine  Update, 
Village  East  Resort,  Lake  Okoboji,  lA. 

MAY  28-3 1 , 1 992  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology,  Criss  II, 
Creighton  University,  Omaha,  NE. 

MAY  30,  1992  — Symposium  on  Fluorescein 
Angiography  and  Retinal  Diseases,  Mahoney 
State  Park,  Ashland,  NE. 

JUNE  5-6,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

JUNE  6,  1992  — 10th  Annual  Maurice  Grier 
Symposium,  Student  Center,  Creighton  Uni- 
versity, Omaha,  NE. 

JUNE  18,  1992  — TBA,  Distinguished  Lecture 
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Series,  Thomas  J.  Brady,  M.D.,  "Functional 
Magnetic  Resonance  Imaging  of  the  Brain", 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

JUNE  19-20,  1 992  — TBA,  Clinical  Applications 
of  PET  in  Psychiatry  and  Neurology,  Red  Lion 
Inn,  Omaha,  NE. 

JULY  24-25,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

AUGUST  14-15,  1992  — Basic  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

SEPTEMBER  18-19,  1992  - Advanced 
Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 


SEPTEMBER  26,  1 992  — Fifth  Annual  Digestive 
Diseases  Symposium,  University  of  Nebraska, 
Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 
Ultrasonography  and  Day  with  the 
Perinatologists,  Marriott  Hotel,  Omaha,  NE. 

DECEMBER  18-19,  1992  — Advanced 
Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

lor  further  inlormcUion  contact  S,illy  C.  O'Neill,  hh.D., 
A'.sociate  Dean,  Creighton  University  CM[  Division,  2500 
California  Street,  Omaha,  N[  68178. 


IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


WILBUR  K.  BENNETT,  M.D.  - (Born  April  3, 
1913  — died  December  7,  1991)  Medical 
Specialty  — Family  Practice.  Doctor  Bennett 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 942  and  practiced  in 
Red  Cloud.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Bennett  is 
survived  by  his  wife,  Lucille;  daughter,  Mrs. 
Mike  (Alicia  Ann)  Engstrom  of  Galva,  Kansas; 
and  a son.  Dr.  William  G.  Bennet  of  Portland, 
Oregon. 

SANFORD  M.  RATHBUN,  M.D.  — (Born  Febru- 
ary 24,  1911  — died  January  23,  1992)  — 
Medical  Specialty  — Internal  Medicine.  Doc- 
tor Rathbun  was  a graduate  of  the  University 
of  Nebraska  Gollege  of  Medicine  in  1939 
and  practiced  in  Beatrice.  He  was  a member 
of  the  Nebraska  Medical  Association  and  the 


American  Medical  Association.  Doctor 
Rathbun  is  survived  by  his  wife,  Lillian;  daugh- 
ter, Mary  Rathbun  of  San  Diego,  CA;  sons, 
Kirk  Rathbun  of  LaMesa,  CA,  and  John 
Rathbun  and  wife  Susan  of  San  Diego,  CA. 

MAURICE  L.  PEPPER,  M.D.  — (Born  November 
11,  1912  — died  December  6,  1991)  — 
Medical  Speciality  — Internal  Medicine.  Doc- 
tor Pepper  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1936 
and  practiced  in  Omaha.  He  was  a member 
of  the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  sur- 
vived by  his  wife,  Ramona;  sons.  Dr.  Franklin 
Pepper  of  Alexandria,  VA,  Maurice  Pepper, 
Jr.  of  St.  Louis  and  John  S.  Pepper  of  Madison, 
Wise.;  daughter,  Sara  Pepper  Epstein,  St. 
Louis  and  six  grandchildren. 
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been  utilized  to  provide  the  entertainment  and 
to  partially  offset  the  cost  of  the  Inaugural 
Banquet  festivities.  The  Association  expresses 
its  appreciation  for  this  support. 
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AMA  NEWS  NOTES 


Violence  coalition  solicits  members 

The  AMA  is  inviting  physicians  to  join  its 
National  Coalition  of  Physicians  Against  Family 
Violence.  Coalition  members  will  become  com- 
munity advocates  against  victimization  within 
the  home.  The  voluntary  organization  will  in- 
form members  about  local  contacts  and  refer- 
rals, forward  information  on  model  education 
programs,  and  supply  treatment  guidelines  and 
protocols.  There  is  no  cost  for  joining.  For  more 
information,  contact  Roger  Brown  PhD,  Dept, 
of  Mental  Health,  AMA,  515  N.  State  St.,  Chi- 
cago, ILL  60610. 


Wilensky  moves  to  White  House 

Gail  Wilensky,  Ph.D.,  administrator  of  the 
Health  Care  Financing  Administration,  has  been 
appointed  deputy  assistant  to  the  president  for 
policy  development.  "Throughout  her  career, 
she  has  always  proven  knowledgeable  about 
health  issues,"  the  AMA  said  in  a press  state- 
ment. "She  has  maintained  an  open-door  policy 
with  the  AMA.  We  trust  that  when  she  moves  to 
the  White  House,  the  door  will  remain  open  to 
the  physicians  of  America,"  the  Association  told 
the  media. 


AMA  tells  press:  Let  Magic  play 

The  controversy  over  Magic  Johnson's  par- 
ticipation in  the  summer  Olympic  games  is 
another  example  of  panic  and  prejudice  toward 
HIV-infected  people,  the  AMA  said  in  a press 
statement.  The  risk  of  infection  from  individuals 
engaging  in  a basketball  game  is  so  low  that  it 
cannot  be  statistically  measured.  "We  continue 
to  waste  time  focusing  on  groundless  fears 
when  our  resources  could  be  better  spent  edu- 
cating people  on  ways  to  avoid  infection  and  on 
developing  a treatment  for  the  disease,"  M.  Roy 
Schwarz,  M.D.,  an  AMA  senior  vice  president, 
told  the  media.  The  Australian  basketball  team 
had  threatened  to  boycott  a game  with  the 
American  team. 


When  you  need 

TIME  ON  YOUR 
SIDE,  THE  CHOICE 
IS  CLEAR. 


No  CLINICAL 
CLUTTER- 
PGM  ARTICLES 
ARE  CLEAR, 
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ILLUSTRATED, 
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Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMI  ITEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  A<lams,  M.D Norfolk 

tloe  L.  Audi  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  11.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.I) Lincoln 

Sushil  S.  Lacy,  M.I) Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 
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Scott  0.  Kose.  M.l) Omaha 

Kobcrt  C.  Koacnlof,  M.O Kearney 

Joseph  I).  Verciirnme,  M.O Omaha 

NMA  AD-IKK'  (’OMMI'ITKK  ON  VIOI.KNC'K  AM)  NKCl.KCT 

John  K.  Hiedler,  M.D.,  Chairman  Omaha 

Kohert  M.  Cochran,  II,  M l) Omaha 

Jack  K.  lx>wis,  M.l) Omaha 

John  H.  Mitchell,  M.l) Omaha 

Stanley  K.  Nabity,  M.l) Grand  Island 

Paul  j'  Nelson,  M.l) Omaha 

Hobert  G.  Osborne,  M l) Lincoln 

Donald  J.  Pavelka,  ,M.D Omaha 

Dwaine  J.  Peetz,  M.l) NeliKh 

AI>IIOC  COMMITTKK  O.N  MATKIINAI.  & CHILI)  IlKALTII 

Lawrence  C.  Biiuach,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  and  Fetal  Mortality  Keview 

George  M.  Adam,  M l) Hastings 

Craig  A.  Fiassett,  M.l) Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scotlsbiuff 

James  II.  Elston,  M.l) Omaha 

L.  Palmer  Johnson.  M.l) Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needolman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMn’TFK  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers.  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D  Pawnee  City 

Mark  R.  Jones,  M.D Ix’xinglon 

George  Sullivan,  R.F’.T Lincoln 

NMA  l»RO  OVERVIEW  COMMIT'FEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


Rodney  S.  W.  Besler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Fiorg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  I).  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.l) Lincoln 

AI)-HO('  COMMn’'rEE  ON  YOUNG  PHYSICIANS 

Kevin  1).  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Kilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.l) Kearney 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  K.  Johnson,  M.D.,  Cambridge 

M ichael  J.  McGahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  I*.  O'Holleran,  M.D North  F^latte 

Edward  F*.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Fioon,  .M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  .Morin,  M.D Lincoln 

Robert  G.  FVnii,  M.l) Omaha 

Jane  S.  Fiw’cnforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMAA'REIGHTON  COORDINATING  COMMI'PIEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  I.,.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  .M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  .M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNC.M  COORDINATING  COMMLCrEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  Ft.  Colon,  M.D Grand  Island 

David  Ft.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Itonald  W.  Klutman,  M.D Columbus 

David  R.  iJttle,  M.D Fiastings 

Linda  S.  Mazour,  M.D Fted  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka.  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

N.MPAC  BOARD  OF  DIRFCCTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Flobert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton.  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  • GYNECOLOGY 
William  Gomes,  M.D. 

John  P.  Reilly,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-92 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 


(402)  489-6553 


1-800-MED-LINC 
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LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

r.a_5Sa  CONSULTATIVE 

□■■■■■  nephrology  & 

PERIPHERAL  VASCULAR  SURGERY 
• SURGERY  OF  TRAUMA 

GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR,,  M.D.,  FACS 

• Board  Certified  • Graduates  of  Mayo  Clinic 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

• Kidney  Dialysis  & Organ  Transplantion 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  68510 

• Memlxrs  of  American  Society  of  Nephrology 

Day  or  Night  — Call; 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  ■ Lincoln,  NE 

(402)  483-7825  or  1-800-633-5462 

[’hone  (402)  466-8259  or  1-800-633-5462 

' ' 4-92 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver,  M.D.  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

Kyong  T.  Turk,  M.D. 

(402)489-6554  or  1-800-MED-LINC 


11-92 


pathology 

medical 

services 

pc 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M 0 
JOHN  H.  CASEY,  M D 
DEBORAH  K DAVIDSON,  0 0. 
MICHAELJ.  DUGGAN,  M.D 
DONALD  A DYNEK.M  D 
GEORGE  E.GAMMEL.M  D 
ORINR  HAVES,  M D 
DAVID  L,KUTSCH,M  D 
STEFFANR  LACEY,  M D 
MATTHIAS  I 0K0YE,M  D 
JOHNF  PORTERFIELD,  M D 
AINA  I SILENIEKS,M  D 
ROBERT  F SHAPIRO,  M D 
DANIEL  J.  TILL,  M D 
LARRY  D TOALSON,  M D 


Plaza  Mall  South;  1919  South 40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney.  M.D. 

David  H.  Bingham.  M.O. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris.  M.D. 
Stephen  M.  Nagengast.  M.O. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  - Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructve  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-92 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR,,M.D. 
M.  SIMONS,  M.O. 

B. Y.flOFFMAN,M.D. 
R.K.  KOERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  ‘f  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  681 27  0999 
PHONE;  402  731-4145 
WATS:  800  642-1117 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dcxlge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  681 14 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  FilkiiLS,  M.D.  , I-ineritiis 
Richard  H.  Meissner,  M.D. 
Everelt  C.  Madson,  M.D. 

Peler  J.  Whitted.  M.D. 

Jotm  D.  Griffitlis,  M.D. 

Jeffery  J.  Hottnian,  M.D. 
Michael  A.  Halstcd,  M.D. 
Katluyn  E.  Hodges,  M.D. 


11-92 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Prolessional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-92 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Marlin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiuff,  Nebraska  69361 


Phone:  (308)  635-3911 

Day  or  Night 


1 SCOnSBLUFF 

(308)  635-3911 

2 ALLIANCE 

(308)635-3911 
3,  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


•3*4  *5 
• 2 *6 


1 


• 9 


10 


• 8 


8.  OGALLALA 

(308)284-4011 
9 SIDNEY 

(308)  635-391 1 


10.  KIMBALL 

(308)  635-391 1 
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April  1992 


Nebraska  Medical  Journal  31-A 


Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  515,  Ankeny,  Iowa,  50021;  1-800-729-781  3. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

AVAILABLE  FOR  SALE  — General  Surgery,  Hos- 
pital Based  Practice,  Colorado  Springs,  Colorado. 
25  East  Jackson,  Suite  305,  Colorado  Springs,  Colo- 
rado 80907,  (71 9)  636-0075,  FAX:  (71 9)  636-0070. 
Sale  includes  Penrose  Hospital  office  lease,  equip- 
ment, patient  records,  managed  care  contacts  and 
referral  base. 

FOR  SALE:  Older  model  Ritter  Examining  table, 
good  condition.  $525.00  Phone  (308)  345-3993. 

OHIO  - WISCONSIN  - MISSOURI  - Attractive 
opportunities  in  metropolitan  and  scenic  recre- 
ational areas.  Locations  near  pristine  lakes,  while 
water  rivers,  and  National  Forests.  Others  in  college 
communities  offering  professional  and  Big  10  col- 
lege sports,  fine  arts,  and  a broad  s[)ectrum  of 
nationally  renowned  CME  programs.  Positions  avail- 
able: Allergy,  Dermatology,  Neurosurgery,  Occu- 
pational Medicine,  Oncology,  Orthopedics,  Psy- 
chiatry, Rheumatology,  and  Urology.  Eo  discuss 
your  (jractice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIAILS, 
INC.;  10624  N.  Port  Washington  Road,  Mecjuon, 
Wl  53092. 

INTERNAL  MEDICINE,  lAMILY  PRACIICI, 
URGENT  CARE,  OB/GYN  and  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
I akes  area  and  plains  slates.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature' 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  life  in  historic 
villages  - there  is  something  for  everyone.  lo  dis- 
cuss your  practice  preferences  and  these  opportu- 
nities, |)lease  call  our  toll-free  number,  1-800-243- 
4.35.3  or  send  CV  lo  SI  Rl  I Cl  II  CK  ^ ASSCX  IAI I .S, 
INC.,  10624  N.  Port  Washington  Road,  Meegion, 
Wl  53092. 


PHYSICIAN  III:  Full  time  and  part  time  primary 
care  physicians  for  the  NE  Department  of  Correc- 
tional Services,  Lincoln.  Responsible  for  clinic  and 
hospital  health  care  delivery  in  near  new  facility 
with  professionally  stimulating  patient  mix.  Con- 
ducts Monday-Friday  sick  call  and  hospital  rounds. 
Unbeatable  call/work  schedule.  Competitive  salary 
and  excellent  state  benefits.  Fully  equipped  clinic, 
skilled  care  hospital  and  outside  referral  sources. 
Full  compliment  of  support  staff  including  physician's 
assistants,  24  hour  nursing  coverage,  laboratory,  x- 
ray,  optometry,  mental  health,  etc.  Salary  nego- 
tiable. Successful  candidate  will  complete  a two 
week  Corrections  Training  Program.  Submit  a NE 
State  Application  form  to  the  Department  of  Cor- 
rectional Services,  801  West  Van  Dorn,  Lincoln,  NE 
68509.  For  more  information  call  (402)  479-5637. 
EOE. 

MISSOURI  — Medical  Director  of  Clinics  for  a 
family  practice  residency  program  affiliated  with 
University  of  Missouri,  Kansas  City  and  Lester  E. 
Cox  Medical  Center.  Established  18  resident  pro- 
gram seeks  candidates  interested  in  student  and 
resident  teaching,  patient  care,  administration  and 
clinic  management.  Springfield,  home  of  South- 
west Missouri  State  University,  population  1 70,000, 
stands  at  the  gateway  to  the  Ozarks.  Contact 
Marcia  Schroeder  at  Physician  Services  of  America, 
2000  Warrington  Way,  Louisville,  KY  40222, 1 -800- 
626-1857,  ext.  230. 

RADIOLOGIST  — Seeking  well-trained  radiolo- 
gist for  group  practice  situation  in  gorgeous  midwest 
metro.  Fellowship  training  in  Body  lmat’in«. 
Interventional,  or  Ncuro-RadioloKV  a plus.  350-bed 
hospital,  large  radiology  volume,  new  out-patient 
facility  being  planned.  Fxccllent  financial  package 
including  reasonable  buy-in  to  [lartnership.  Con- 
tact: Mary  Ann  Brennan,  I reeman-Daniel  Com- 
pany, P.O.  Box  480164,  Kansas  City,  MO  64148. 
1-800-886-8685.  All  re|)lies  kept  confidential. 

PI  DIAl  RICIANS  — I i'l  Ciowboys  and  Cowgirls 
need  YOU!  Crowded  wailing  rooms  lake  lime 
away  from  ropin'  and  ridin'  at  the  ranch!  join  a 
groLi()  practice,  sabbalicals,excellenl  financials  with 
2nd  year  potential  of  $1  30,000.  City  ol  25,000 
famous  for  its  Wild  West  days.  I op-notch  schools, 
two  colleges,  wonderful  family  atmosphere.  In  con- 
fidence, contact:  Barb  Inselman,  j.  Sheniff  t'v  Asso- 
ciates, 10983  Granada,  Overlancl  Park,  KS  6621  1, 
1-800-533-0525. 
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ORIHOm)lc;SUKC'i[ONS...HRONC  lJUSIlN' 
BRI  AKS  IK)Nl  S!  — Collegiate  sports  cause  mul- 
tiple orthopedic  proldems!  Cjroup  ()ractice  in  city  of 
25,000  with  two  colU'Res.  Ranching  country.  3 way 
call,  excellent  financial  packaae  - |)articularly  well- 
structured  for  a comfortable  retirement.  Lovely, 
safe  community  for  raising  a family.  In  confidence, 
contact:  mil  SIKRRIll,  J.  SlllRRIfl  & ASSOCI- 
AIl  S,  10083  C'jranada,  Overland  Park,  KS  6621 1. 
1-800-533-0525. 

UROl  OGIS I S ...  I OOKIN' t OR  WA 1 1 R IN  Al  I 
1 1 If  WRONG  PI  ACI  S?  — Waterfront  community, 
wildlife  refuges,  sailing,  skiing,  bass  tournament 
fishing.  All  this,  and  a ureat  practice  too!  Surgical 
group  seeking  urologist  to  serve  patient  base  of 
50,000-t-.N[WIIOSPIIAl  &SURGICAI  SUinS,aN 
aspects  of  urology.  I ucrative  and  interesting  prac- 
tice situation!  Quaint,  Victorian-style  city  with  top 
public  and  |)arochial  school  systems.  In  confidence, 
contact:  KRISIIN  AIDRICI  I, ).  SlllRRIf  F ASSO- 
CIA 1 1 S,  1 0983  Granada,  Overland  Park,  KS  662 1 1 . 
1-800-5.33-0525. 
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OB/GYN,  PIDIAIRICS,  lAMIIY  PRACIICF, 
IN  1 1 RNAI  MEDICINE  — We  have  a wide  range  of 
practices  available.  All  offer  competitive  financials 
and  paitnership.  If  you  are  considering  relocation, 
don't  hesitate  to  contact  us  confidentially:  |. 
SHIRRIH  ASSOCIAIIS,  10983  Granda,  Over- 
land Park,  KS  66211.  1-800-533-0525. 

1 1 1 C I ROPI  lYSIOLOGY,  CARDIOl  OGY,  PUL- 
MONARY Ml  DICilNl  — Several  excellent  GROUP 
practice  situations  in  metro  area.  Practice  with  the 
finest  clinicians  and  participate  in  academics  as 
well.  Strong  financial  package  includes  sabbaticals, 
p.irinership  w/low  buy-in,  excellent  income  and 
great  benefits.  In  confidence,  contact:  J.  SHFRRIl  F 
K ASSOCIAIIS,  10983  Ciranada,  Overland  Park, 


Drug/ Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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*The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

tConstipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

tverapamil  should  be  administered  cautiously  to  patients  with  Impaired  renal 
function. 


References;  1.  Data  on  file,  Seane.  2.  Edmonds  D,  Wurth  JP,  Baumgart  P,  et 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy.  In:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade. 
Verapamil  In  Focus.  New  York.  NY:  Churchill  Livingstone:  1987:94-100.  5.  Midtbc 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
parameters.  Am  J Cardiol.  1990:66:131-151.  4.  Fagher  B.XennIogsen  N,  Hutth6n  L,, 
et  al.  Antihypertensive  and  renal  effects  of  enalaprii  and  slow-release  verapamil  » 
In  essential  hypertension.  EurJClIn  Pharmacol.  1990:39(suppi  1):S41-S43.  f 

5.  Schmieder  RE,  Messerli  FH,  Garavaglia  CE,  et  al.  Cardiovascular  effects  of  I 

verapamil  in  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  Midtbo  K,  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long  term  < 

treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029.  ^ 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  {see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  L(jL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility,  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressud 
lowering  agents  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  afti 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effect 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidm 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significar 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowenng  < 
serum  lithium  levels  or  increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  b 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  dunng  combined  use 
Rifampin  may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearana 
Verapamil  may  increase  serum  levels  of  cyclosporin  Verapamil  may  inhibit  the  clearance  an 
increase  the  plasma  levels  of  theophylline  Concomitant  use  of  inhalation  anesthetics  and  calciur 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  ms 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosag 
reduction  may  be  required  There  was  no  evidence  of  a carcinogenic  potential  of  verapam 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  an 
verapamil  was  not  mutagenic  in  the  Ames  test  Pregnancy  Category  C There  are  no  adequat 
and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  during  pregnancj 
labor,  and  delivery  only  if  clearly  needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nursin 
should  be  discontinued  during  verapamil  use 

Adverse  Reactions:  Constipation  (7  3%).  dizziness  (3  3%).  nausea  (2  7%).  hypotension  (2  5% 
headache  (2  2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (17%).  dyspnea  (14% 
bradycardia  HR  < 50/min  (14%),  AV  block  total  1',2’,3*  (12%),  2*  and  3”  (0  8%),  ras 
(12%),  flushing  (0  6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus  Th 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where 
causal  relationship  is  uncertain  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claud 
cation,  myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  moutf 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bmising,  cerebrovascular  acciden 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptom; 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macule; 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynecc 
mastia.  galactorrhea/hyperprolactinemia.  increased  urination,  spotty  menstruation,  impotence 
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UJHEN  SECONDS  COUNT...  V 


Cardiovascular 
Center  Responds 

One  of  the  area’s  premier  facilities  for  emergency  care  and  treatment  of 
heart  and  vascular  disease,  Methodist  Cardiovascular  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovascular  patients.  Available 
diagnostic  and  treatment  semces  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
experience  and  expertise  respond  quickly 
and  efficiently  to  cardiovascular  emergen- 
cies. Within  minutes  they  can: 

¥ diagnose  a heart  attack 
¥ intervene  medically 
¥ peifoiTn  emergency  angioplasty 
or  surgery 

Comprehensive  Treatment  and 
Diagnostic  Services 

Tlie  Cardiovascular  Center  offers  the 
latest  high-tech  diagnostic  and  treatment 
services,  including: 

¥ laser  and  other  atherectomy 
¥ angioplasty 

¥ color  doppler  echocardiography 
¥ thrombolytic  drug  treatment 
¥ treadmill  stress  testing  with  or  without 
SPECT  scanning 
¥ infarct-avid 

¥ Holter  monitor  electrocardiogram 
recording  and  analysis 
¥ comprehensive  angiography 
¥ re.st  and  exiTcise  vimlricular  function 
studies 


Cardiovascular  Fitness  Program 

The  Cardiac  Company  offers  fitness  pro- 
grams to  people  who  have  suffered  heart 
attacks,  have  a medical  histoiy  of  cardio- 
vascular problems  or  family  histoiy  of 
cardiovascular  disease.  Supemsed  by  a 
team  of  medical  experts,  the  ouqDatient 
program  features: 

¥ a comprehensive  health  and  physical 
fitness  analysis 

¥ individual,  supenised  exercise 
programs  with  continuous  cardiac 
monitoring  and  analysis 
¥ risk  factor  counseling  with  educational 
seminars 

¥ a support  group  with  social  events 


METHODISr  ^ 

CARDtOVASCULAR 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 


“A  multi-billion  dollar 
company  protects  my 
professional 
reputation.” 


I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 


protecting  and  defending  my 
reputation.  Their  claim  representative 
understands  my  profession  and  is 
available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 


Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
1-800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 


My  insurer  spares  no  expense  in 
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STEREOTACTIC 

RADIOSURGERY 

AT  CLARKSON  HOSPITAL 


STEREOTACTIC  mOSURGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 

Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 

STEREOTACTIC  ENDOCURIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1 •800*552-5552  (outside  Omaha) 
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COVER  PICTURE 

"COURTSHIP  FALLS  - COMMON  GOLDEN  EYES" 

NEAL  R.  ANDERSON 
Lincoln,  Nebraska 
(see  cover  story  on  page  1 02) 
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Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical  format  prints 
of  subjects  typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as 
necessary.  Mail  to  Stuart  P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 
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FOUNDATIONS 


OLNEY  FOUNDATION 


HOSPITALS 


AMI  ST.  JOSEPH'S  HOSPITAL  AND 
CENTER  FOR  MENTAL  HEALTH 
ARCHBISHOP  BERGAN  MERCY  HOSPITAL 
BISHOP  CLARKSON  MEMORIAL  HOSPITAL 
BRYAN  MEMORIAL  HOSPITAL 
CHILDREN'S  HOSPITAL 
IMMANUEL  MEDICAL  CENTER 
LINCOLN  GENERAL  HOSPITAL 
METHODIST  HOSPITAL 
RICHARD  YOUNG  HOSPITAL 
ST.  ELIZABETH  COMMUNITY  HEALTH  CENTER 


BUSINESS  INTERESTS 


ALLERGAN  MEDICAL  OPTICS 

Phacoflex  Silicone  Small  Incision  FOLDABLE 
lOLs 

Phaco-Plus  Sensory  V Phacoemulsification 
Machine 

AMO  Consumables 
Ocufen 

BLUE  CROSS  AND  BLUE  SHIELD 
OF  NEBRASKA 

BCBSN-NMA  Health  Care  Plan 
HMO  Nebraska 
PPO  Nebraska 
Medicare  Supplemental 

BRISTOL  LABORATORIES  ONCOLOGY 

CIBA  PHARMACEU'nCAL  COMPANY 
(Central  and  Western  Nebraska) 

Lotensin 

Estraderm 

Voltaren 


W.L.  GORE  & ASSOCIATES,  INC., 
MEDICAL  PRODUCTS  DIVISION 

Bifurcated  GORE-TEX®  Stretch  Vascular  G i 
GORE -TEX®  Stretch  Vascular  Grafts 
GORE-TEX®  Soft  Tissue  Patch 
GORE-TEX®  Suture 

HEWLETT  PACKARD 

Cardiac  Monitors 
Fetal  Monitors 
Defibrillators 
ECG  Machines 

LEDERLE  LABORATORIES 

Prostep 

Suprax 

Acel-Imune 

Verelan 

MEAD  JOHNSON  NUTRITIONALS 

Enfamil 

ProSobee 

Nutramigen 

Ricelyte 

MEDICAL  LIABILITY  MUTUAL  INSURAI '] 
COMPANY  OF  NEBRASKA 

Physicians'  Professional  Liability 

THE  MEDICAL  PROTECTIVE  COMPAN 

Professional  Liability  Insurance 

MERCK  SHARP  & DOHME 

Mevacor 

Vasotec 

Primaxin 

Pepcid 

NORWICH  EATON  PHARMACEUTIC/  S 
INC. 

Macrobid 
Entex  LA 
Entex  PSE 
Didronel 
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RTHO  PHARMACEUTICAL  CORPORATION 

Ortho-Novum  7/7/7 
Floxin  Tablets 
Terazol 

Ortho-Novum  1/35 

FIZER  LABS 

Procardia  XL 

Feldene 

Zithromax 

HYSICIANS  MUTUAL  INSURANCE  COMPANY 

AMA-Sponsored  HIV  Coverage 
Medicare  Supplement  Coverage 
Long-Term  Care  Coverage 
Cancer  Coverage 

OERIG  DIVISION 

Cardura 

Diflucan 

Unasyn 

Zoloft 

T.  PAUL  FIRE  & MARINE  INSURANCE 
COMPANY 

Physiaans'  Professional  Liability 
Professional  Office  package 
PAK  II 

Personnel  & Commercial  Umbrellas 

3ANDOZ  PHARMACEUTICALS 

Dynacirc 

Eldepryl 

Fionnal  with  codeine 
Restoril 

EARLE 

Cytotec 
Calan  SR 
Kerlone 
Demulen  1/35 

CHERING  LABORATORIES 

Vancenase  AQ 
Proventil  Repetabs 
Proventil  Inhalers 
Vanceril  Inhalers 


SCHERING  LABORATORIES  - 
DERMATOLOGY  DIVISION 

Diprolene  Products  (avg  bethamethasome 
dipropionate) 

Elocon  Product  (mometasone  furcate) 

SCHERING  LABORATORIES  - 
ONCOLOGY  BIOTECH 

Intron-A  (alpha  2b  interferon) 

Eulexin  (flutamide) 

SMITH  KLINE  BEECHAM  PHARMACEUTICALS 

Relafen 

Augmentin 

Tagamet 

Timentin 

STUART  PHARMACEUTICALS 

Zestril 
Tenormin 
Zestoretic 
Stuartnatal  1-*-! 

TAP  PHARMACEUTICALS,  INC. 

Lupron  Depot  7 5 mg 
Lupron  Depot  3 75  mg 

TELECTRONICS  PACING  SYSTEMS 

META  DDDR  (1250H) 

REFLEX  DDD  (8224) 

META  II  WIR  (1204) 

9600  Programmer 

WYETH-AYERST  LABORATORIES 

Premann 

Lodine 

Tnphasil 

Norplant 

XEROX  CORPORATION 

Copiers 
Fascimilies 
Laser  Printers 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon>’  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’'^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ''  ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  .,  p.  176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal  . The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lyim  May,  Executive  Vice  President 
950  N,  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  6 1 99 1 1 , Dallas.  TX  7526 1 -99 1 1 
American  College  of  Legal  Medicine 
Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  Wliite  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  6061 1 
American  Diabetes  Association,  Inc. 

John  H.  Graham  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 
Richard  J.  Davidson,  President 

Capitol  Place,  Bldg.  #3, 50  F Sheet,  N.  W.,  # 1 100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Cliicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vennont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1 120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  CFRE  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  Slates  Orthopaedic  Society 
Thehna  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  llcit/.man,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  II.  60521 
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The  ACCUPRIL 
Single-Agent  Commitment 


Parke-Davis  is  confident  that  for  many  of  your  hypertensive 
patients  ACCUPRIL  will  achieve  the  decrease  in  blood  pressure 
you  expect. 

If,  in  your  medical  judgment,  your  patient  requires  a diuretic  in 
addition  to  ACCUPRIL  at  any  time  during  ACCUPRIL  therapy, 
Parke-Davis  will  refund  your  patient’s  cost  of  the  diuretic.*^ 


ONCE-A-DAY* 

UPRIIl 

quinapril  HCI  tablets  10, 20, 40  mg 


• See  IX)SA(iL  AND  ADMINISTRATION  sctlion  of  ptvseribing  inlbrin:ilion. 

• If.  alter  an  adequate  trial  of  ACCTIPRIL  alone,  bascrl  on  your  medical  judgment  as  the  prescribing  physicitin.  you  determine  that  your  ptitient  requires  the  addition  of  a diuretic. 
Parke-Davis  will  a-fund  to  the  patient  his/her  cost  for  the  iliuretic  pa-scription  less  any  amount  reintbursed  or  paid  for  by  an  HMO.  insurance  company,  or  :iny  other  plan  or  program. 

l-or  more  details,  ask  your  Parke-Diivis  Representative  or  call  l -S(H)-9.S.S-.V)77. 

t In  some  patients,  the  antihy  pertensive  effect  may  diminish  toward  the  end  of  the  once-daily  dosing  interval.  In  such  patients.  :m  inca-ase  in  ilosage  or  twice-daily  administration  may 
he  warranted. 

ACCUPRIL  is  available  in  III.  20.  and  40  mg  tablets.  Usual  initial  starling  dosage  is  10  mg  once  daily 

.\CCUPRII.  IS  contraindicated  in  patients  who  are  hy[K‘rsensitive  to  this  product  and  in  patients  w ith  a history  of  angioedema  a-hiled  to  previous  treatment  with  an  ACE  inhibitor. 

Please  see  brief  summary  of  prescribing  information  on  following  page. 

PARKE-DAVIS 


' IWI  Warner-l.ambcrl  Company 


ONCE-A-DAY 


fjew)! 

Acc^prk. 

quinapril  HCI  tablets 


Accupril®  (Quinapril  Hydrochloride  Tablets) 

Before  prescribing,  please  see  full  prescribing  information.  A brief  summary  follows. 

INDICATIONS  AND  USAGE 

ACCUPRIL  IS  indicated  for  the  treatment  of  hypertension.  It  may  be  used  alone  or  in  combination  with  thiazide  diuretics. 

In  using  ACCUPRIL  consideration  should  be  giuen  to  the  fact  that  another  angiotensin-converting  enzyme  (ACE)  inhibitor,  cap- 
topril,  has  caused  agranulocytosis,  particularly  in  patients  with  renal  impairment  or  collagen  vascular  disease.  Available  data 
are  insufficient  to  show  that  ACCUPRIL  does  not  have  a similar  risk  (see  WARNINGS). 

CONTRAINDICATIONS 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema 
related  to  previous  treatment  with  an  ACE  Inhibitor. 

WARNINGS 

Angioedema;  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and  larynx  has  been  reported  in  patients  treated  with 
ACE  inhibitors  and  has  been  seen  in  0.t%  of  patients  receiving  A(tCUPRIL.  Angioedema  associated  with  laryngeal  edema  can 
be  fatal.  If  laryngeal  stridor  or  angioedema  of  the  face,  tongue,  or  glottis  occurs,  treatment  with  ACCUPRIL  should  be  discon- 
tinued immeriiately.  the  patient  treated  in  accordance  with  accepted  medical  care,  and  carefully  observed  until  the  swelling 
disappears.  In  instances  where  swelling  is  confined  to  the  face  and  lips,  the  condition  generally  resolves  without  treatment: 
antihistamines  may  be  useful  in  relieving  symptoms. 

Where  there  is  involvement  of  the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  emergency  therapy  including, 
but  not  limited  to.  subcutaneous  epinephrine  solution  t;t000  (D.3  to  0.5  mL)  should  be  promptly  administered  (see  A()VERSE 
REACTIONS). 

Hypotension;  ^mptomatic  hypotension  was  rarely  seen  in  uncomplicated  hypertensive  patients  treated  with  ACCUPRIL  but. 
as  with  other  A(;E  inhibitors,  it  is  a possible  consequence  of  therapy  in  salt/volume  depleted  patients,  such  as  those  previously 
treated  with  diuretics  or  dietary  salt  restriction  or  who  are  on  dial^is  (see  PRECAUTIONS.  DRUG  INTERACTIONS  and 
ADVERSE  REACTIONS).  In  controlled  studies,  syncope  was  observed  in  0.4%  of  patients  (N  = 3203):  this  incidence  was 
similar  to  that  observed  for  captopril  (1%)  and  enalapril  (0.6%). 

In  patienis  with  concomitant  congestive  heart  failure,  with  or  without  associated  renal  insufficiency.  ACE  inhibitor  therapy  may 
cause  excessive  hypotension,  which  may  be  associated  with  oliguria  or  azotemia  and.  rarely,  with  acute  renal  failure  and  death. 
In  such  patients,  ACCUPRIL  therapy  should  be  started  at  the  recommended  dose  under  close  medical  supervision.  These 
patients  should  be  followed  closely  for  the  first  2 weeks  of  treatment  and  whenever  the  dosage  of  antihypertensive  medication 
IS  increased  (see  DOSAGE  AND  ADMINISTRATION). 

If  symptomatic  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and,  if  necessary,  normal  saline  may 
be  administered  intravenously.  A transient  hypotensive  response  is  not  a coniraindication  to  further  doses:  however,  lower 
doses  of  ACCUPRIL  or  reduced  concomitant  diuretic  therapy  should  be  considered. 

Neutropenia/Agranulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  marrow 
depression  rarefy  in  patients  with  uncomplicated  hypertension,  but  more  frequently  in  patients  with  renal  impairment,  espe- 
cially if  they  also  have  a collagen  vascular  disease  such  as  systemic  lupus  erythematosus  or  scleroderma.  Agranulocytosis  did 
occur  during  ACCUPRIL  treatment  in  one  patient  with  a history  of  neutropenia  during  previous  captopril  therapy.  Available  data 
from  clinical  trials  of  ACCUPRIL  are  insufficient  to  show  that,  in  patients  without  prior  reactions  to  other  ACE  inhibitors. 
ACCUPRIL  does  not  cause  agranulocytosis  at  similar  rates.  As  with  other  ACE  inhibitors,  periodic  monitoring  of  white  blood 
cell  counts  In  patients  with  collagen  vascular  disease  and/or  renal  disease  should  be  considered. 

Fetal/Neonatal  morbidity  and  mortality:  ACE  inhibitors,  including  ACCUPRIL.  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women. 

When  ACE  inhibitors  have  been  used  during  the  second  and  third  ■ 

trimesters  of  pregnancy,  there  have  been  reports  of  hypotension, 
renal  failure,  skull  hypoplasia,  and  death.  Oligohydramnios  has 
also  been  reported,  presumably  resulting  from  rlecreased  fetal 
renal  function:  oligohydramnios  has  been  associated  with  fetal 
limb  contractures,  craniofacial  deformities,  hypoplastic  lung 
development,  and  intrauterine  growth  retardation. 

Prematurity  and  patent  ductus  arteriosus  have  been  reported, 
although  it  is  not  clear  whether  these  occurrences  were  due  to 
the  ACE-inhibitor  exposure  or  to  the  mother's  underlying  dis- 
ease. It  is  not  known  whether  exposure  limited  to  the  first 
trimester  can  adversely  affect  fetal  outcome. 

A patient  who  becomes  pregnant  while  lakino  ACE  inhibitors,  or  who  takes  ACE  inhibitors  when  already  pregnant,  should  be 
apprised  of  the  potential  hazard  to  her  fetus.  If  she  continues  to  receive  ACE  inhibitors  during  the  second  or  third  trimester  of 
pregnancy,  frequent  ultrasound  examinations  should  be  performed  to  look  for  oligohydramnios.  When  oligohydramnios  is 
found.  ACE  inhibitors  should  generally  be  discontinued. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be  closely  observed  lor  hypotension,  oliguria,  and  hyper- 
kalemia. If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion.  Hemodialysis 
and  peritoneal dialysis  have  little  effect  on  the  elimination  of  quinapril  and  quinaprilat. 

No  fetotoxic  or  teratogenic  effects  were  observed  in  rats  at  quinapril  doses  as  high  as  300  mg/kg/day  (160  and  30  times  the 
maximum  daily  human  dose  when  based  on  mg/kg  and  mg/m’,  respectively),  despite  maternal  toxicity  at  t50  mg/kg/day. 
Tested  later  in  gestation  and  during  lactation,  reduced  offspring  body  weight  was  seen  at  >25  mg/kg/day.  and  changes  in 
renal  histology  (juxtaglomerular  cell  hypertrophy,  tubular/pelvic  dilation,  glomerulosclerosis)  were  observed  both  in  dams  and 

a treated  with  150  mg/kg/day.  Quinapril  was  not  teratogenic  in  the  rabbit:  however,  as  noted  with  other  ACE  inhibitors. 

toxicity  and  embryotoxicity  were  seen  in  some  rabbits  at  quinapril  doses  as  low  as  0.5  mg/kg/day  (one  time  the 
recommended  human  dose)  and  1 .0  mg/kg/day.  respectively. 

PRECAUTIONS 

General 

Impaired  renal  function;  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in  renal  function 
may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure  whose  renal  lunction  may  depend  on  the 
activityof  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE  inhibitors,  including  ACCUPRIL,  may  be  associated 
with  oliguria  and/or  progressive  azotemia  and  rarely  acute  renal  lailure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and 
serum  creatinine  have  been  observed  in  some  patients  following  ACE  inhibitor  therapy.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  the  ACE  inhibitor  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  mon- 
itored during  the  first  few  weeks  of  therapy. 

Some  hypertensive  patients  with  no  apparent  preexisting  renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  ACCUPRIL  has  been  given  concomitantly  with  a diuretic.  This 
is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduction  and/or  discontinuation  of  any  diuretic 
and/or  ACCUPRIL  may  be  required. 

Evaluation  of  hypertensive  patients  should  always  Include  assessment  ol  renal  lunction  (see  DOSAGE  AND 
ADMINISTRATION). 

Hyperkalemia  and  potassium-sparing  diurotics:  In  clinical  trials,  hyperkalemia  (serum  potassium  ^5.6  mmol/L)  occurred  in 
approximately  2%  of  patients  receiving  ACCUPRIL.  In  most  cases,  elevated  serum  potassium  levels  were  isolated  values  which 
resolved  despite  continued  therapy.  Less  than  0.1%  ol  patients  discontinued  therapy  due  to  hyperkalemia.  Risk  factors  lor  the 
development  of  hyperkalemia  include  renal  Insufliclency.  diabetes  mellitus.  and  the  concomitant  use  of  potassium-sparing 
diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at  all. 
with  ACCUPRIL  (see  PRECAUTIONS,  Drug  Interactions). 

Surgery/anaithesla:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
ACCUPRIL  will  block  angiotensin  II  lormalion  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is  consid- 
ered to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  tor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  can  occur  with  treatment  with  ACE  inhibitors,  especially  lollowing  Ihe 
first  dose.  Patients  should  be  so  advised  and  lold  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema 
(swelling  ol  face,  extremities,  eyes.  lips,  long^ue,  dillicully  in  swallowing  or  breathing)  and  to  stop  taking  the  drug  until  they 
have  consulted  with  their  physician  (see  WARNINGS). 

Sjrmglomitlc  hypotension:  Patients  should  be  cautioned  that  lightheadedness  can  occur,  especially  during  Ihe  first  few  days 
of  ACCUPRIL  therapy,  and  that  it  should  be  reported  to  a physician.  If  actual  syncope  occurs,  patients  should  be  told  to  not  take 
the  drug  until  they  have  consulted  with  their  physician  (see  WARNINGS) 

All  patienis  should  be  cautioned  that  inadequate  fluid  intake  or  excessive  perspiration,  diarrhea,  or  vomiting  can  lead  to  an 
excessive  fall  in  blood  pressure  because  of  reduction  in  fluid  volume,  wilh  Ihe  same  consequences  of  lighiheadedness  and 
possible  syncope. 

Patienis  planning  to  undergo  any  surgery  and/or  anesthesia  should  be  told  to  inlorm  their  physician  that  they  are  taking  an 
ACE  inhibitor 

Hyperkalemia:  Patients  should  be  told  not  lo  use  potassium  supplements  or  salt  substitutes  containing  potassium  without 
consulting  their  physician  (see  PRECAUTIONS). 


Accuprilis  (Quinapril  Hydrochloride  Tablets) 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg,  sore  throat,  fever)  which  could  be  a 
sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  ACCUPRIL  is  warranted.  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or  intended  effects 

Drug  Interactions 

Concomitant  diuretic  therapy:  As  with  other  ACE  inhibitors,  patients  on  diuretics,  especially  those  on  recently  instituted 
diuretic  therapy,  may  occasionally  experience  an  excessive  reducbon  of  blood  pressure  after  initiation  of  therapy  with 
ACCUPRIL.  The  possibility  of  hypotensive  effects  with  ACCUPRIL  may  be  minimized  by  either  discontinuing  the  diuretic  or 
cautiously  increasing  salt  intake  prior  to  initiation  of  treatment  with  ACCUPRIL.  If  it  is  not  possible  to  disconbnue  the  diurebc 
the  starting  dose  of  quinapril  should  be  reduced  (see  DOSAGE  AND  ADMINISTRATION). 

Agents  increasing  serum  potassium;  Quinapril  can  attenuate  potassium  loss  caused  by  thiazide  diuretics  and  increase  serum 
potassium  when  used  alone.  If  concomitant  therapy  of  ACCUPRIL  with  potassium-spanng  diuretics  (eg,  spironolactone, 
triamterene,  or  amilonde).  potassium  supplements,  or  potassium-containing  salt  substitutes  is  indicated,  they  should  tie  used 
with  caution  along  with  appropriate  monitoring  of  serum  potassium  (see  PREC^iDnS). 

Tetracycline  and  other  drugs  that  interact  with  magnesium:  Simultaneous  administration  of  tetracycline  wilh  ACCUPRIL 
reduced  the  absorption  of  tetracycline  by  approximately  26%  to  37%.  possibly  due  to  the  high  magnesium  content  in 
ACCUPRIL  tablets.  This  interaction  should  be  considered  if  coprescnbing  ACCUPRIL  and  tetracycline  or  other  drugs  that 
interact  with  magnesium 

Lithium:  Increased  serum  lithium  levels  and  symptoms  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomi- 
e drugs  should  be  co-administe 

lithium  levels  is  recommended 


)-administered  with  caution,  and  frequent  monitoring  of  serum 


tant  lithium  and  ACE  inhibitor  therapy  These  drugs  should  b 

ommended  If  a diuretic  is  also  used,  it  may  increase  the  risk  of  lithium  toxicity. 

Other  agents:  Drug  interaction  studies  of  ACCUPRIL  with  other  agents  showed: 

' Multiple  dose  therapy  with  propranolol  or  cimebdine  has  no  effect  on  the  pharmacokinetics  of  single  doses  of  ACCUPRIL 
■ The  aniicoagulani  effect  of  a single  dose  ol  warfarin  (measured  by  prothrombin  time)  was  not  significantly  changed  by 
quinapril  coadministration  twice-daily. 

• ACCUPRIL  treatment  did  not  affect  the  pharmacokinetics  of  digoxin. 

• No  pharmacokinetic  interaction  was  observed  when  single  doses  of  ACCUPRIL  and  hydrochlorothiazide  were  administered 
concomitantly. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility 

Quinapril  hydrochloride  was  not  carcinogenic  in  mice  or  rats  when  given  in  doses  up  to  75  or  tOO  mg/kg/day  (50  to  60  times 
the  maximum  human  daily  dose,  respectively,  on  a mg/kg  basis  and  3.8  to  10  times  the  maximum  human  daily  dose  when 
based  on  a mg/m'  basis)  lor  104  weeks.  Female  rats  given  the  highest  dose  level  had  an  increased  incidence  of  mesenteric 
lymph  node  hemangiomas  and  skin/subculaneous  lipomas.  Neither  quinapril  nor  quinaprilat  were  mutagenic  in  the  ^es  bac- 
terial assay  with  or  without  metabolic  activation.  Quinapril  was  also  negative  in  Ihe  following  genetic  toxicology  studies:  m 
vitro  mammalian  cell  point  mutation,  sister  chromatid  exchange  in  cultured  mammalian  cells,  micronucleus  test  with  mice,  ii 
vitro  chromosome  aberration  with  V79  cultured  lung  cells,  and  in  an  in  vivo  cytogenetic  stur^  with  rat  bone  marrow.  There 
were  no  adverse  effects  on  fertility  or  reproduction  in  rats  at  doses  up  to  100  mg/kg/day  (60  and  10  bmes  Ihe  maximum  daily 
human  dose  when  based  on  mg/kg  and  mg/m',  respectively) 

Pregnancy 

Pregnancy  Category  D;  See  WARNINGS.  Fetal/Neonatal 
morbidity  and  mortality. 

Nursing  Mothers 

It  is  not  known  if  quinapril  or  its  metabolites  are  secreted  in 
human  milk.  Quinapril  is  secreted  to  a limited  extent,  however,  in 
milk  of  laclaling  rats  (5%  or  less  of  the  plasma  drug  concentra- 
tion was  found  in  rat  milk).  Because  many  drugs  are  secreted  in 
human  milk,  caution  should  be  exercised  when  ACCUPRIL  is 
given  to  a nursing  mother. 

Geriatric  Use 

Elderly  patients  exhibited  increased  area  under  the  plasma  con- 
centration time  curve  (AUC)  and  peak  levels  for  quinaprilat  compared  to  values  observed  in  younger  patienis:  this  appeared  to 
relate  to  decreased  renal  function  rather  than  to  age  itself.  In  controlled  and  uncontrolled  studies  of  ACCUPRIL  where  918 
(21%)  patients  were  65  years  and  older,  no  overall  differences  in  effectiveness  or  safety  were  observed  between  older  and 
younger  patienis.  However,  greater  sensitivity  of  some  older  individual  patients  cannot  be  ruled  out. 

Pediatric  Use 

The  safety  and  effectiveness  of  ACCUPRIL  in  children  have  not  been  established. 

ADVERSE  REACTIDNS 

ACCUPRIL  has  been  evalualed  lor  safety  in  4960  subjects  and  patients.  Of  these,  3203  patients,  including  655  elderly  patients, 
participated  in  controlled  clinical  trials.  ACCUPRIL  has  been  evaluated  for  long-term  salety  in  over  1400  patients  treated  lor 
1 year  or  more. 

Adverse  experiences  were  usually  mild  and  Iransient. 

Discontinuation  of  therapy  because  of  adverse  events  was  required  in  4.7%  of  patients  treated  with  ACCUPRIL  in  placebo- 
controlled  hypertension  trials. 

Adverse  experiences  probably  or  possibly  related  to  therapy  or  of  unknown  relationship  lo  therapy  occurring  in  1%  or  more  ol 
the  1563  patients  in  placebo-controlled  hypertension  trials  who  were  treated  with  ACCUPRIL  are  shown  below 
Adverse  Events  in  Placebo-Controlled  Trials 


ACCUPRIL 
(N  = 1563) 
Incidence 
(Discontinuance) 


Placebo 
(N  = 579) 
Incidence 
(Discontinuance) 


Headache 

Dizziness 

Fatigue 

Coughing 

Nausea/Vomiting 

Abdominal  Pam 


5.6  0.7) 
3.9  l0.8'i 

2.6  I0.3'i 

2.0  I0.5'i 
1.4  I0.3'i 

1.0  0.2 1 


10.9  (0.7) 
2.6  (0.2) 
10 
0.0 

1.9(02) 

0.7 


Clinical  adverse  experiences  probably  or  possibN  related,  or  ol  uncertain  relationship  to  therapy,  occurring  in  0 
(except  as  noted)  ol  the  patients  treated  with  ACCUPRIL  (wilh  or  without  concomitant  diuretic)  in  controlled  or 


n0.5%lot.0% 
d or  uncontrolled 

trials  (N  = 4397)  and  less  Iretiuent.  clinically  significant  events  seen  in  clinical  trials  or  post-marketing  experience  (the  rarer 
events  are  in  italics)  include  (listed  by  body  system) 

General:  back  pain,  malaise 

Cardiovascular;  palpitation,  vasodilation,  tachycardia,  heart  lailure,  hyperkalemia,  myocanlialinlarction,  cerebrovascular 

accidenl,  hypertensive  crisis,  angina  pectoris,  orthostatic  hypotension.  canUac  rhythm  ilisturbances 

Gastrointestinal:  dry  moulh  or  Ihroal,  constipation,  gasiroinleslinal  hemorrhage,  pancreatitis,  abnormal  liver  lunction  tests 

Nervous/Psychiatric:  somnolence,  vertigo,  syncope,  nervousness,  depression 

Inlegumentary:  increased  sweating,  pruritus,  exioliahve  dermatitis,  pholosensibvily  reaction 

Urogenital;  acute  renal  lailure 

Other:  amblyopia,  pharyngilis.  sinusilis.  bronchitis,  agranulocytosis,  thrombocytopenia 

Angioedema:  angioedema  has  been  reported  in  patients  receiving  ACCUPRIL  (0. 1%).  Angioedema  associated  with  laryngeal 
edema  may  be  latal.  II  angioedema  of  tne  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treatment  with  ACCU- 
PRIL  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 
Hematology:  (See  WARNINGS) 

Hyperkalemia;  (See  PRECAUTIONS) 

Creatinine  and  blood  urea  nitrogen:  Increases  (>1.25  times  the  upper  limit  ol  normal)  in  serum  creatinine  and  blood  urea 
nitrogen  were  observed  in  2%  and  2%.  respectively,  ol  patients  treated  with  ACCUPRIL  alone  Increases  are  more  likely  to 
occur  in  patients  receiving  concomitant  diuretic  therapy  than  in  those  on  ACCUPRIL  alone  These  increases  often  remit  on 
continued  therapy. 

* In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the 
end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in 
dosage  or  twice-daily  administration  may  be  warranted. 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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ONiy  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  OUOOENAL  ULCER  DOSAGE.  ONIY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week.  ’ 

ACID  1!SIED.  PATIENT  PROVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file,  Lilly  Research  Laboratories  See  accompanying  page  for  prescribing  information  ci99i.  Elililly  and  company  r^-2947-B*249304 
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I AXID 

nizatidine  capsules 

I Bnel  Summary  Consult  the  package  insert  lor 
{ complete  prescribing  Inlormatlon 

InOications  and  Usage:  1 Active  duodenal  ulcer- 
Iw  up  to  8 weeks  ol  trealmenl  al  a dosage  ol  300  mg 
h s or  150  mg  b 1 d Mosi  patients  heal  within  4 weeks 
2 Maintenance  therapy  - lot  healed  duodenal  ulcer 
palienis  al  a dosage  ol  150  mg  hs  al  bedtime  The 
conseguences  ol  Ihetapy  with  Axid  lot  longer  than  1 
year  are  not  known 

3,  Gastroesophageal  retlux  disease  (GWDi-lor  up 

ilo  12  weeks  ol  trealmenl  ol  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerabve  esophagitis 
and  associated  heartburn  al  a dosage  ol  150  mg  b i d 
I Contraindication.  Known  hypersensitivity  to  the  drug 
Because  CTOSS  sensitivity  in  this  class  ol  compounds  has 
I been  observed,  H, -receptor  antagonists,  including  Axid, 

I should  not  be  administered  to  patients  with  a history 
ol  hypersensilivily  to  other  H,-receplor  antagonists 
Precautions:  General- 1 Symptomatic  response  to  nualidine  therapy  does  not  preclude  the  presence 
ol  gasbic  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  msulticiency 
3 In  patients  with  normal  renal  lunclion  and  uncomplicated  hepatic  dyslunclion,  the  disposition  ol 
1 nualidine  is  similar  to  that  in  normal  subjects 

Laboratory  Ifesrs- False-positive  tests  lor  urobilinogen  with  Uullislix'  may  occur  during  therapy 
Drug  Interactions -No  interactions  have  been  observed  with  theophylline,  chlordiarepoxide.  lorazepam. 

I iKtocaine.  phenytoin.  and  wartarin  Axid  does  not  inhibit  the  cytochrome  P-450  eruyme  system,  therelore, 

i drug  interactions  mediated  by  inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 

very  high  doses  (3.900  mg|  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nuatidine, 
150  mg  b i d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis  Impairment  ol  fertility- A 2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
o(  a carcinogenic  eltect  There  was  a dose-related  increase  m the  density  ol  enterochromattin-like  (ECU.)  cells 
in  the  gasbic  oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  o(  a carcinogenic  eltect  in  male 
mice,  although  hyperplasbc  nodules  ol  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
plac^  Female  mice  gmen  the  high  dose  ol  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human  dosel  showed 
marginally  stabslically  signilicani  increases  in  hepatic  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rate  ol  hepatic  carcinoma  m the  high-dose 
animals  was  wibiin  the  histoncal  conbol  limits  seen  tor  the  sbain  o(  mice  used  The  lemale  mice  were  gnmn 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (OOhul  weight  decrement  as  compared 
with  concurrent  conbols  and  evidence  ol  mild  liver  injury  Ibansaminase  alevabonsi  The  occurrence  ol  a marginal 
hnding  al  high  dose  only  in  animals  given  an  excessnie  and  somewhat  hepatotoxic  dose,  with  no  evidence  ol  a 
carcinogenic  eltect  in  rats,  male  mice,  and  lemale  mice  (given  up  to  360  mg/kg/day,  about  60  limes  the  human 
dosel.  and  a negative  mutagenicity  badery  are  not  considered  evidence  ot  a carcinogenic  potential  tor  Axid 
Axid  was  not  mutagenic  in  a battery  ol  tests  pertormed  to  evaluate  its  potential  genehc  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromahd  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 
In  a 2-generation,  perinatal  and  postnatal  lertility  study  in  rats,  doses  ol  nialidine  up  to  650  mg/kg/day 
produced  no  adverse  eltects  on  the  reproduchve  pertormance  ol  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  (Heels -tenancy  Category  C-Oral  reproduction  studies  m rats  at  doses  up 
to  300  hmes  the  human  dose  and  in  Dutch  Belted  rabbits  al  doses  up  to  55  bmes  die  human  dose  revealed  no 
evidence  ol  impaired  lertility  or  teratogenic  edecr.  but  al  a dose  eguivalent  to  300  limes  the  human  dose, 
beared  rabbits  had  abortions,  decreased  number  ol  live  leluses.  and  depressed  letal  weights  On  intravenous 
adminisbation  to  pregnant  New  Zealand  While  rabbits,  nizatidine  al  20  mg/kg  produced  cardiac  enlargement, 
coarctation  o(  the  aortic  arch,  and  cutaneous  edema  in  t lelus.  and  at  50  mg/kg.  it  produced  venbicular 
anomaly,  distended  abdomen,  spina  bitida.  hydrocephaly,  and  enlarged  heart  in  1 tetus  There  are.  however, 
no  adequate  and  well-conbolled  sbidies  in  pregnant  women  It  is  also  not  known  whether  mzabdine  can 
cause  letal  harm  when  administered  to  a pregnant  woman  or  can  attect  reproduction  capacity  Nizatidine 
should  be  used  during  pregnancy  only  it  the  potential  benelit  jusblies  the  potential  risk  to  the  tetus 
Nursing  Mothers -Studies  in  laclahng  women  have  shown  that  0 1“t  ol  an  oral  dose  is  seaeted 
in  human  milk  in  proportion  to  plasma  concentrations  Because  ot  growth  depression  in  pups  reared 
by  beated  lactabng  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  ol  the  drug  to  the  mother 
Pediatnc  Use-Salety  and  eltectiveness  in  children  have  not  been  established 
Use  in  Elderty  F^t/enrs- Healing  rales  in  eldedy  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  ol  adverse  events  and  laboratory  lest  abnormalihes.  Age  alone  may  not  be  an  important 
laclor  in  the  disposition  ol  mzabdine  Elderly  patients  may  have  reduced  renal  lunebon 
Adverse  Reactions:  Worldwide,  controlled  clinical  bials  included  over  6.(X)0  pabents  given  mzabdine  m 
studies  ol  varying  durabons  Placebo-conbolled  bials  in  the  United  States  and  Canada  included  over  2,6(X)  pabents 
gn«n  mzabdine  and  over  1.700  given  placebo  Among  the  adverse  events  in  these  placebo-conbolled  bials.  only 
anemia  (0.2‘hi  vs  Orhi)  and  uibcana  (0.5*?  vs  0.1%)  were  significantly  more  common  in  the  mzabdine  group  01 
the  adverse  events  that  occurred  al  a bequency  ol  1%  or  more,  there  was  no  stabsbcally  sigmbeant  dilterence 
between  Axid  and  placebo  in  the  incidence  ol  any  ol  these  events  (see  package  insert  (ot  complete  mtormabon). 

A variety  ol  less  common  events  were  also  reported:  it  was  not  possible  to  determine  whether  these 
were  caused  by  mzabdine 

Nepat/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  mzabdine  occurred  in  some  pabents.  In  some  cases,  there  was  marked  elevabon  (>5(X)  lU/L)  in 
SGOT  ot  SGPT  and.  in  a single  instance,  SGPT  was  >2.000  lU/L.  The  incidence  ot  elevated  liver  enzymes 
overall  and  elevations  ot  up  to  3 bmes  the  upper  limit  ot  normal,  however,  did  not  signiticantly  ditter  from  that 
in  placebo  pabents.  All  abnormalibes  were  reversible  after  discontinuabon  ot  /Vxid  Since  market  introduebon. 
hepabbs  and  jaundice  have  been  reported.  Rare  cases  ol  cholestabc  or  mixed  hepatocellular  and  cholestabc 
injury  with  jaundice  have  been  reported  with  reversal  ol  the  abnormalities  after  discontinuabon  ot  /^id 
Cardiovascular -\n  dinical  pharmacology  studies,  short  episodes  ol  asymptomabc  venbicular  tachycardia 
occurred  in  2 individuals  administered  /\xid  and  in  3 unbeated  subjects 
C/VS- Rare  cases  ol  reversible  mental  contusion  have  been  reported. 

fhdoenne- Clinical  pharmacology  studies  and  conbolled  clinical  bials  showed  no  evidence  ot  anti- 
androgenic  actnnty  due  to  mzabdine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  pabents  on  mzabdine  and  those  on  placebo.  Gynecomasba  has  been  reported  rarely. 

Hematologic -Anemia  was  reported  significantly  more  frequently  in  mzabdine  than  in  placebo-bealed 
pabents  Fatal  thrombocytopenia  was  reported  in  a pabent  treated  with  mzabdine  and  another  H;-receptor 
antagonist  This  pabent  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Flare  cases 
ol  thrombocytopenic  purpura  have  b^n  reported. 

Integumental-tliticana  was  reported  significantly  more  frequently  in  mzabdine-  than  in  placebo-treated 
patients  Rash  and  exioliabve  dermabtis  were  also  reported. 

Hypersensitivity- As  with  other  H,-receptor  antagonists,  rare  cases  ot  anaphylaxis  tollowing  nizatidine 
admimsbabon  have  been  reported.  Rare  episodes  ot  hypersensibvity  reacbons  leg,  bronchospasm.  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Oto-Hyperuncemia  unassocialed  with  gout  or  nephrolithiasis  was  reported  Eosinophilia  (ever,  and 
nausea  related  to  mzabdine  have  been  reported. 

Oventosage:  Overdoses  ol  Axid  have  been  reported  rarely.  It  overdosage  occurs,  acbvated  charcoal, 
emesis  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  ol 
hemodialysis  to  remove  mzabdine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  ot  distnbubon.  mzabdine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
FV  2093  AMP  [101591) 

Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

c 1991 . ELI  LILLY  AND  COMPANY 


AMA  NEWS  NOTES 

The  Occupational  Safety  and  Health  Atd- 
ministration  has  issued  news  releases  about 
individual  physicians  who  have  been  cited  for 
violating  its  infection  control  standards  on 
bloodborne  pathogens.  OSHA  publicized  the 
violations  even  though  the  standards  were  not 
yet  in  effect.  The  AMA  protested  the  tactic  in  a 
letter  to  the  agency.  One  of  the  news  releases 
stated  that  a physician  was  cited  for  "permitting 
employee  exposure  to  bloodborne  pathogens, 
including  human  immunodeficiency  virus,  or 
HIV,  and  hepatitis  B virus."  The  AMA  said  such 
language  could  unfairly  harm  a physician's  prac- 
tice. A violation  should  not  be  characterized  as 
exposing  an  employee  to  HIV  unless  there  is  an 
actual  exposure  incident,  the  AMA  said.  The 
letter  recommended  that  physicians  be  given 
an  opportunity  to  appeal  citations  before  OSHA 
publishes  them. 


With  the  release  of  final  rules  to  implement 
the  Clinical  Laboratory  Improvement  Amend- 
ments of  1988,  or  CLIA-88,  physician  office 
laboratories  will,  for  the  first  time,  be  subject  to 
federal  regulation.  The  AMA-sponsored  Com- 
mission on  Office  Laboratory  Accreditation,  or 
COLA,  is  seeking  authorization  to  certify  physi- 
cian laboratories.  The  commission  is  currently 
handling  between  40  and  50  applications  a day. 
It  expects  to  double  its  capacity  within  the  next 
several  years  as  the  need  for  services  grows. 
COLA  was  founded  in  1988  by  the  AMA. 
American  Academy  of  Family  Physicians,  Ameri- 
can Society  of  Internal  Medicine  and  the  Col- 
lege of  American  Pathologists.  It  has  accredited 
more  than  1,200  office  laboratories.  For  more 
information,  contact  COLA,  8701  Georgia  Ave. 
#610,  Silver  Spring,  MD  20910,  (301)  588- 
5882. 


The  AMA  advised  the  U.S.  Dept,  of  Health 
and  Human  Services  to  establish  a $30,000 
threshold  for  malpractice  payments  that  have  to 
be  reported  to  the  National  Practitioner  Data 
Bank.  The  threshold  would  eliminate  "nuisance" 
claims  that  are  paid  when  a liability  carrier  finds 
it  less  expensive  to  settle  a claim  than  to  mount 
a defense.  The  AMA  told  the  agency  that  the 
inclusion  of  small  claims  in  the  data  bank  does 
not  serve  the  peer  review  process.  "We  do  not 

(continued  on  page  14A) 
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WEST  CENTRAL 
MINNESOTA 

General  Orthopaedic  practice  with 
emphasis  on  adult  reconstructive 
surgery,  sports  medicine  and 
trauma,  seeks  additional  BC/BE 
Orthopaedic  Surgeon. 

Resort  community  with  abundance 
of  winter  and  summer  recreational 
outlets. 

Modern  well  equipped  hospital  with 
solid  medical  staff.  Competitive  sal- 
ary and  benefit  package. 

Send  CV  to: 

Terence  J.  Kennedy,  M.D. 

1500  Irving  St.  Alexandria,  MN  56308 
or  call  1-800-762-1177 
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allege  that  all  claims  made  in  amounts  less  than 
a specific  monetary  threshold,  be  it  $30,000  or 
$50,000,  are  without  merit,  but  the  potential 
easing  of  the  administrative  burden  greatly  out- 
weighs the  questionable  utility  of  reporting  these 
cases,"  the  AMA  said. 


Physicans  can  spend  a considerable  amount 
of  time  in  telephone  consultations  for  the  case 
management  of  nursing  home  patients  and 
home  health  care  patients.  For  example,  physi- 
cians frequently  consult  with  agency  personnel, 
patients  and  their  families  about  adjusting  medi- 
cations and  preparing  new  treatment  orders. 
The  AM  A Current  Procedural  Terminology  code 
book  recognizes  telephone  consultation  as  a 
medical  service.  The  Medicare  program,  how- 
ever, does  not  reimburse  for  it.  At  the  1991 
Annual  Meeting,  the  Georgia  Delegation  intro- 
duced Resolution  175  urging  the  Health  Care 
Financing  Administration  to  include  telephone 

(continued  on  page  16A) 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 


by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.- 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^  '* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 
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1 . Saveli  JW.  el  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB.  et  ai.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station.  Tex:  Meats  and  Muscle  Biology  Section.  Department  of  Animal  Science. 
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3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC: 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 


©1991  Beef  Industry  Council  and  Beef  Board 


For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


When  you  need 

TIME  ON  YOUR 
SIDE,  THE  CHOICE 
IS  CLEAR. 


No  CLINICAL 
CLUTTER- 
PGM  ARTICLES 
ARE  CLEAR, 
CONCISE,  WELL 
ILLUSTRATED, 
AND  PRACTICAL. 
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consultations  under  its  list  of  covered  services. 
The  Council  on  Medical  Service  has  met  with 
HCFA,  Health  Insurance  Assn,  of  America,  and 
Blue  Cross  and  Blue  Shield  to  discuss  Medicare 
carriers'  and  private  insurance  plans'  policies 
regarding  reimbursement  for  physician  tele- 
phone consultations.  A report  is  being  prepared 
for  the  House  of  Delegates. 


The  AMA  urged  the  House  Budget  Commit- 
tee not  to  adopt  the  administration's  proposed 
cuts  in  Medicare  and  Medicaid.  The  AMA  said 
in  a letter  to  Rep.  Leon  E.  Panella  (D,  Calif.)  that 
the  programs  have  been  subjected  to  repeated 
reductions  during  the  last  10  years.  Many  phy- 
sicians are  unable  to  see  Medicaid  patients 
because  the  reimbursement  is  too  low.  Physi- 
cian payment  reform  provisions  were  enacted 
to  prevent  the  Medicare  program  from  becom- 
ing like  Medicaid.  The  new  Medicare  system 
should  be  allowed  to  run  without  the  interfer- 
ence of  additional  reductions,  the  AMA  said.  In 
further  correspondence  with  the  House  Ways 
and  Means  committee  and  Senate  Finance  com- 
mittee, the  AMA  noted  that  the  administration's 
1 993  budget  would  slash  Medicare  benefits  by 
$14  billion  over  the  next  five  years. 


Medicaid  and  private  health  insurance  pro- 
grams should  cover  the  use  of  Norplant 
(levonorgestal)  and  other  long-acting  contra- 
ceptives, the  AMA  said  in  a letter  to  the  Health 
Care  Financing  Administration.  The  House  of 
Delegates  has  recommended  that  public  and 
private  carriers  subsidize  the  cost  of  inserting 
Norplant.  Medicaid  currently  pays  for  the  ser- 
vice in  at  least  43  states. 


The  AMA  presented  oral  arguments  in  a 

Florida  case  involving  a woman  convicted  of 
cocaine  use  during  pregnancy.  The  case  is  one 
of  several  recent  attempts  by  states  to  pros- 
ecute a pregnant  addict  under  the  same  laws 
that  apply  to  drug  dealers.  The  AMA  argued  that 
a policy  of  prosecuting  a pregnant  woman  for 
"delivering"  drugs  to  her  fetus  will  increase  rather 

(conlimiecl  on  pnj(e  19A) 

16-A  Nebraska  MedicalJournal  May  1992 


Take  a break  from  your  routine.  Learn  ro 
jump  out  of  an  airplane  m airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  tiher. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


PLEASE  CALL  YOUR  RESERVE  AMEDD  COUNSELOR: 
Major  Lonny  Honk  (913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A-i-  (Superior)  rating  from  A.M.  Best  prove  it. 
Don't  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154  • (402)334-9689 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


than  decrease  harm  to  infants.  "The  threat  of 
criminal  penalties  would  deter  these  women 
from  seeking  prenatal  care,"  said  AMA  General 
Counsel  Kirk  Johnson.  "It  also  would  discourage 
them  from  seeking  treatment  for  drug  abuse." 
The  AMA,  Florida  Medical  Assn.,  American 
Academy  of  Pediatrics  and  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  had 
filed  a friend-of-the  court  brief  in  1991.  In  a 
related  case,  the  AMA  has  filed  a friend-of-the- 
court  brief  in  the  Georgia  Court  of  Appeals  on 
behalf  of  a pregnant  woman  indicted  under 
Georgia's  drug  delivery  statute. 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  814  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  814  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
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EDITORIAL 

Traditional  Practice  Builders 

STUAKT  l>.  WESTHURC.,  M.l). 


Publicity,  practice  promotion,  public  rela- 
tions. These  are  key  concepts  in  medicine  to- 
day, touted  as  essential  factors  in  developing  a 
successful  medical  practice.  We  receive  arrays 
of  marketing  tools,  hints  on  developing  practice 
brochures,  solicitations  to  print  more  and  big- 
ger ads,  suggestions  on  conducting  consumer 
satisfaction  surveys,  newsletters  on  how  to  pub- 
lish newsletters,  and  opportunities  to  give  inter- 
views and  lectures.  Many  physicians  have  suc- 
cessfully used  these  educational  and  business 
building  techniques,  all  the  time  realizing  the 
basic  requisite  is  to  provide  competent  and 
considerate  service.  Yet  as  our  practices  grow 
we  experience  more  difficulty  giving  each  per- 
son the  individual  attention  they  want  and  de- 
serve, and  inevitably  some  feel  slighted.  It  is 
ironic  that  patients  leave  heavily  advertised 
practices  perceiving  they  were  treated  abruptly, 
or  offended  by  a doctor's  poor  "bedside  man- 
ner." 

A few  years  ago  I discovered  a book  which 
provided  inspiration  in  my  attempt  to  balance 
the  basic  practice  building  components  of  knowl- 
edge, skill,  and  care  for  patients.  Advanced 
Dermatologic  Therapy  by  Walter  B.  Shelley, 
M.D.,  and  his  wife,  E.  Dorinda  Shelley,  M.D., 
may  seem  an  unusual  source  to  quote  for  this 
purpose,  but  it  is  loaded  with  practical  hints  and 
poignant  reminders  about  refining  interpersonal 
relationships  while  maintainingacademic  orien- 
tation and  clinical  proficiency.  I have  of  course 
found  it  of  specific  value  in  my  specialty  of 
dermatology,  but  wish  to  share  some  thoughts 
of  interest  to  all  doctors  as  they  evaluate  the 
impressions  they  leave  their  patients. 

One  chapter  is  devoted  entirely  to  "the  art  of 
attracting,  keeping,  and  helping  patients."  Here 
is  a portion  of  their  advice: 

Be  Professional 

- Sit  down. 

- Take  time. 

- Take  notes 

(patients  then  know  that  you  know). 


- Listen  carefully. 

- Train  or  select  office  staff  to  be  courte- 
ous, interested,  and  friendly. 

Be  Reassuring 

- Smile. 

- Use  the  patient's  name. 

Be  Confident 

- Let  your  confidence  show  you  have 
spent  years  in  training. 

- You  can  always  help  a patient  in  some 
way. 

Be  Informative 

- Answer  the  patient's  questions  but  do 
not  go  too  far.  Some  patients  want  to 
know  only  what  to  do  to  get  well.  Oth- 
ers want  diagnosis,  pathogenesis,  prog- 
nosis, biology  of  disease,  risks  of  therapy, 
statistics  on  cure  rates,  treatment  for 
their  wife's  hand  eruption,  genetic  coun- 
seling, and  details  of  appointment  hours, 
as  well  as  how  to  get  their  parking  ticket 
validated. 

Be  Smart 

- Do  not  promise  too  much.  The  lawyers 
wait  outside! 

- Do  not  promise  too  little.  You  will  wait 
for  the  patient  to  return! 

- Do  not  lose  your  cool. 

- Do  not  let  a patient  anger  or  intimidate 
you.  Remember,  illness  makes  children 
of  us  all! 

Be  Resourceful 

- Unusual  therapeutic  challenges  require 
unusual  maneuvers.  Look  for  them  and 
add  zest  to  your  practice. 

Sprinkled  throughout  the  book  are  various 
quotations  prompting  scrutiny  of  doctor-pa- 
tient interactions.  (Those  quotes  without  an 
indicated  source  are  by  the  authors.) 

"Patients  like  doctors  who  like  them."^ 

"A  smile  is  the  best  placebo."^ 

"The  secret  of  care  of  the  patient  is  in  caring  for  the 
patient."  Frances  W.  Peabody' 
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"Listen  to  the  patient,  and  he  will  listen  to  you."^ 

"If  you  can  imagine  it  might  help,  it  might!"^ 

"Physicians . . . should  unite  tenderness  with  steadiness, 
and  condescension  with  authority,  as  to  inspire  the  minds 
of  their  patients  with  gratitude,  respect,  and  confidence." 
Thomas  Percival  (1803)^ 

"No  patient  wants  a second  opinion  if  the  first  doctor 
inspires  confidence  and  radiates  friendship  and  compas- 
sion."® 

"If  you  can’t  be  the  first  doctor  seen,  take  time  to  be  the 
best."* 

"Being  agreeable  is  the  best  antidote  for  the  disagree- 
able patient."'® 

"How  do  you  get  new  ideas?  Read!  Read!  Read!"" 

"Patients  hear  better  when  you  write  it  down.'"^ 

"You  can  always  make  your  patient  feel  better  even  if 
you  can't  make  him  look  better.'"* 

"As  you  leave  the  consultation  room,  ask  yourself,  "Is 
there  something  more  I should  be  doing  for  this  patient?'"'' 

"Enter  the  examining  room  fast,  but  leave  slowly.'"* 

"Think  more  about  your  patients  and  they  will  think 
more  of  you."'® 

"If  you  are  not  thinking  about  some  of  your  patients' 
problems  after  office  hours,  those  patients  have  a prob- 
lem."'^ 

"Keep  your  patient's  hostility  down  with  a smile.'"® 

"Do  unto  patients  as  you  would  have  doctors  do  unto 
you.'"* 

"For  a physician,  the  deadliest  sin  of  all  is  the  sin  of 
indifference."^® 

"A  great  therapist  is  the  sum  of  all  he  has  seen,  heard, 
read,  and  thought."^' 

"Patients  know  more  than  you  think,  and  think  more 
that  you  know.'"* 


The  Doctors  Shelley  intend  their  book  to 
provide  a "therapeutic  brain  lift",  and  they  achieve 
that  goal  for  dermatologists  by  sharing  their 
diagnostic  acumen  and  bold  and  creative  treat- 
ments. But  I hope  you  will  agree,  after  ponder- 
ing the  above  quotes,  they  provide  all  physi- 
cians a discerning  appraisal,  a stimulus  to  reflect 
on  our  image,  and  a perspective  motivating  us 
to  justify  our  professional  promotion. 
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LETTER  TO  EDITOR 


lAMES  EXON 


I recently  read  in  the  March,  1 992  issue  of  the 
Nebraska  Medical  journal  (Vol.  77,  No.  3 pg. 
47),  Dr.  Jay  J.  Hinkhouse's  comments  regarding 
the  reasons  he  is  leaving  Nebraska  and  espe- 
cially his  concerns  that  medical  school  residents 
begin  paying  back  their  loans  during  their  resi- 
dencies. 

Your  readers  should  be  aware  that  in  the 
Senate-passed  reauthorization  of  the  Higher 
Education  Act,  S.  1 1 50,  medical  school  students 
were  granted  unlimited  forbearance  on  their 
loans  during  their  residencies  and  deferments 
will  be  offered  in  certain  cases  such  as  eco- 
nomic hardship,  unemployment  or  temporary 
total  disability.  The  House-passed  bill  also  grants 
unlimited  forbearance  and  deferments.  Forbear- 
ance delays  payback  of  loans  during  residencies 
while  the  interest  on  the  loans  continues  to 
accumulate.  With  deferments,  interest  and  loans 
continue  to  accumulate,  but  the  government 


steps  in  if  the  student  is  having  certain  financial 
difficulties  such  as  one  of  the  reasons  men- 
tioned above. 

I was  very  pleased  that  both  the  Senate  and 
House  are  granting  these  conditions  so  that 
medical  school  residents  can  concentrate  on 
the  business  of  becoming  good  physicians.  The 
Senate  and  House  are  currently  ironing  out  the 
differences  between  the  two  higher  education 
bills,  but  there  appears  to  be  little  disagreement 
on  what  should  be  done  for  medical  school 
residents. 

I wanted  you  to  know  that  the  Congress  has 
recognized  these  problems  and  is  working  to 
solve  them. 

Sincerely, 

Jim  Exon 

United  States  Senator 
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THE  ARTIST 

NEAL  ANDERSON 


In  1991  Neal  Anderson  was  selected  as  the  designer 
of  Nebraska's  "First  of  State"  Waterfowl  Stamp  and 
Print.  This  was  a fitting  tribute  to  an  artist  who  has 
devoted  much  of  his  time  to  work  of  conservation 
organizations  and  their  programs.  And  designing  con- 
servation stamps  is  not  new  to  him. 

Winning  top  honors  in  the  prestigious  Federal  Duck 
Stamp  competition  in  1988  fulfilled  a lifelong  goal  for 
Neal  Anderson.  His  original  gouache  painting  of  a pair 
of  lesser  scaup  was  selected  from  among  68 1 entries  as 
the  winner  in  the  1 989-90  Federal  Duck  Stamp  compe- 
tition. 

This  wasn't  the  first  major  milestone  in  Neal's  career. 
Following  graduation  from  high  school,  he  attended 
two  years  of  commercial  art  school  in  Omaha  before 
returning  to  his  native  Lincoln.  He  worked  for  a short 
time  with  a graphics  design  company  before  striking 
out  on  his  own.  An  official  from  the  Came  and  Parks 
Commission  suggested  he  contact  NEBRASKAlsncI 
magazine  about  providing  illustrations  for  the  fauna 
series,  and  he  has  been  providing  artwork  for  the 
magazine  ever  since.  The  exposure  he  received  through 
the  magazine,  plus  the  new  emphasis  he  placed  on 
wildlife  art,  eventually  helped  Neal  develop  a new 
career.  His  illustrations  have  also  appeared  in  K.insafi 
Wildlife  and  Wyoming  Wildlife  magazine,  as  well  as  two 
novels  and  Cabela's  catalog  covers. 

Neal  won  the  1984  and  1988  Nebraska  Conserva- 
tion Stamp  contests,  and  was  commissioned  to  paint 
the  1 984  National  Arbor  Day  Stam[),  the  1 984  "First  of 
State"  Nebraska  Trout  Stamp  and  the  1986  "First  of 
State"  Nebraska  Wood  Duck  Stam[T  Neal  was  selected 
by  Nebraska  Ducks  Unlimited  to  design  their  sponsor 
print  for  1984.  He  also  designed  the  1988  Kansas 
Ducks  Unlimited  Sponsor  Print,  the  1989  Missouri 
Ducks  Unlimited  Sponsor  Print,  and  the  1990  North 
Dakota  f)ucks  Unlimited  S[X)nsor  Print. 


He  was  honored  as  the  featured  artist  in  the  1986 
National  Wildlife  Art  Show  in  Kansas  City,  and  has 
repeatedly  won  "Best  of  Show"  honors  in  several 
categories  over  the  past  1 5 years  at  the  show.  He  was 
also  named  the  featured  artist  at  the  1 988  Iowa  Wildlife 
and  Western  Art  Festival,  and  his  work  is  featured  in  the 
annual  Wild  Wings  Fall  Festival  Show,  as  well  as  past 
Leigh  Yawkey  Woodson  Birds  in  Art  exhibits. 

Neal's  commitment  to  supporting  conservation  ef- 
forts continues  today.  For  over  1 5 years  he  has  been  an 
avid  supporter  of  conservation  organizations  such  as 
Pheasants  Forever,  Safari  Club  International,  Quail 
Unlimited  and  Ducks  Unlimited,  for  which  he  is  a 
sponsor  member.  His  donations  of  original  art  and 
limited  edition  prints  have  greatly  aided  these  groups  in 
their  fund-raising  efforts  to  improve  wildlife  habitat. 

Neal  paints  almost  exclusively  in  gouache  — a gum 
and  honey-based  tempera  paint.  Specializing  in  water- 
fowl,  he  strives  to  depict  each  subject  in  its  natural 
habitat  and  says  "I  want  it  to  be  correct  in  detail,  yet  I 
want  it  to  look  good  from  a distance."  His  reference 
materials  for  a painting  include  photographs,  study 
skins,  mounted  animals  and  live  subjects,  whenever 
possible.  Neal  believes  an  artist  must  learn  how  to 
study  the  subject,  the  details,  shape  and  shading, 
before  trying  to  reproduce  it  on  canvas.  "The  hand  will 
improve  with  time  and  experience,  but  until  you  learn 
to  study  the  subject  first,  you  will  never  be  able  to 
portray  it  properly." 

He  strongly  believes  one  should  continue  to  strive 
for  improvement  with  each  new  work.  Over  23  of  his 
paintings  have  been  reproduced  in  limited  edition 
prints  and  his  work  can  be  found  in  private  and 
cor[)orate  collections  throughout  the  United  States 
and  Canada.  Fie  currently  resides  in  Lincoln,  Nebraska 
with  his  wife,  Susan,  and  their  family. 
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HOSPITAL-acquired  (nosocomial) 
infections  occur  in  5-10%  of  all 
patients  in  acute  care  hospi- 
tals, resulting  in  about  2 million  such  infections 
per  year  nationwide.  The  leading  nosocomial 
infections  are  urinary  tract  infection,  pneumo- 
nia and  wound  infection.  In  1979,  an  article  in 
this  publication  introduced  the  requirements  of 
infection  control  programs  in  hospitals.'  A num- 
ber of  major  changes  occurred  during  the  past 
decade;  this  article  will  discuss  these  advances 
in  hospital  infection  control  practices. 

Changes  in  Infection  Control  Programs 

There  are  several  essential  aspects  of  a good 
infection  control  program  (seeTable  1 ).  Quality 
improvement  and  product  evaluation  are  rela- 
tively new  activities.  Infection  control  programs 
are  more  sophisticated  due  to  strengthening  of 
the  scientific  basis  for  infection  control,  discov- 
ery of  new  applications  for  epidemiologic  meth- 
ods (e.g.,  quality  improvement)  and  develop- 
ments in  microbiology,  (e.g.,  DNA  "finger-print- 
ing" of  bacteria).  Molecular  techniques  such  as 
plasmid  analysis  and  enzyme  electrophoresis 
assist  in  the  detection  of  outbreaks  and  identifi- 
cation of  causative  agents.  DNA  probes  and 
DNA  amplification  techniques  aid  in  rapid  de- 
tection of  infectious  agents  and  precise  strain 
identification.  These  techniques  are  available 
through  reference  laboratories. 


TABLE  1 

ELEMENTS  OF  AN  INFECTION  CONTROL  PROGRAM 


Infection  surveillance 
Data  collection,  evaluation 
and  dissemination 
Infection  control  measures 
Input  into  employee 
health  program 
Policy  and  procedure  review 
Education  programs 


Environmental  control 
Antibiotic  review 

Community  consultation 
Quality  improvement 

Product  evaluation 


Surveillance  is  still  a major  component  of 
hospital  infection  control  programs,  providing 
information  about  hospital-acquired  infections 
essential  to  planning  control  efforts.  For  years. 


standard  definitions  for  nosocomial  infections 
did  not  exist,  but  now  definitions  used  by  the 
Centers  for  Disease  Control  (CDC)  are  pub- 
lished and  available  to  all  practitioners.^ 

Data  collection  from  chart  review  was  previ- 
ously compiled  in  line-listings  and  simple  fre- 
quency tables.  Now,  sophistication  in  data 
analysis  includes  use  of  rates  of  occurrence, 
thresholds,  significance  tests  and  critical  values. 
For  example,  an  infection  rate  in  an  intensive 
care  unit  above  a predetermined  rate  of  25 
infections  per  1 000  patient  days  may  trigger  an 
in-depth  investigation.  These  capabilities  are 
enhanced  by  the  use  of  computers  for  data 
management.  Institutions  may  streamline  data 
collection  by  performing  focused  or  targeted 
surveillance. 

Another  modification  of  infection  control 
systems  is  in  contairiing  transmissible  diseases. 
A new  guideline  for  isolation  techniques  was 
published  by  the  CDC  in  1 983,^giving  hospitals 
a choice  of  two  isolation  systems:  the  first. 
Category  Specific  Isolation,  uses  categories  of 
diseases,  similar  to  the  former  guideline.  In  this 
system,  for  instance,  a patient  with  Salmonella 
diarrhea  is  placed  in  "Enteric  Precautions".  The 
second.  Disease  Specific  Isolation,  describes  a 
new  system  based  on  precautions  needed  to 
prevent  transmission  of  each  particular  disease. 
In  this  system,  the  manual  describes  specific 
measures  to  isolate  Salmonella  diarrhea  (e.g., 
gowns,  gloves  and  private  room,  if  the  patient 
has  poor  hygiene).  A third  system  (Body  Sub- 
stance Isolation)  considers  body  fluids  of  every 
patient  to  be  potentially  infectious.  The  intent  is 
to  halt  transmission  of  all  but  airborne  disease, 
whether  or  not  it  has  been  specifically  identi- 
fied. Hospitals  may  choose  the  system  they 
prefer  or  develop  their  own. 

Infection  control  changes  also  impact  the 
employee  health  program.  Particular  concerns 

'Address  correspondence  and  reprint  requests  to:  Virgina 
M.  Helget,  R.N.,  Epidemiology  Services,  Clarkson  EHospital, 
44th  & Dewey  Avenue,  Omaha,  NE  68105. 
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are  management  of  employees  exposed  to  com- 
municable diseases,  job-related  injuries,  and 
prophylaxis  against  infectious  diseases.  A yeast- 
derived  vaccine  is  available  for  protection  against 
hepatitis  B.  Its  use  for  employees  routinely 
exposed  to  patients'  blood  or  body  fluids  was 
recently  mandated  by  the  Occupational  Safety 
and  Health  Administration  (OSHA).'’ Other  im- 
munizations (e.g.,  measles)  are  emphasized  for 
employees,  in  light  of  recent  hospital  and  com- 
munity outbreaks. 

Exposure  to  the  human  immunodeficiency 
virus  (HIV)  causes  great  concern  for  medical 
personnel.  Indicationsfor  HIV  testing,  employee 
and  patient  consent  for  testing,  the  use  of 
prophylactic  AZT  (Zidovudine)  and  workers' 
compensation  are  debated  issues.  Viruses  (no- 
tably herpes  viruses,  respiratory  syncytial  virus, 
and  influenza)  and  bacteria  (especially  tuber- 
culosis, meningococcal  meningitis,  and  gastro- 
enteritis) remain  major  concerns  in  employee 
health.  Infection  control  programs  are  also  asked 
to  address  concerns  of  the  pregnant  employee, 
although  pregnancy  rarely  puts  the  employee  at 
increased  risk  for  disease  acquisition  in  the 
workplace. 

A fourth  change  in  infection  control  pro- 
grams is  the  attention  given  to  antibiotic-resis- 
tant organisms.  The  incidence  of  methicillin- 
resistant  Staphylococcus  aureus  (MRSA)  and 
other  multiply-antibiotic  resistant  organisms  is 
increasing.  Facilities  are  formulating  policies 
and  procedures  to  address  screening,  isolation 
and  treatment  of  infected  or  colonized  patients. 
This  problem  is  compounded  by  the  transfer  of 
patients  between  hospitals  and  extended  care 
facilities. 

The  fifth  and  final  modification  to  be  ad- 
dressed is  the  emergence  of  new  pathogens 
(see  Table  2).  Several  of  these  agents  are 
significantly  altering  the  practice  of  infection 
control  in  hospitals. 

TABLE  2 

"NEW"  NOSOCOMIAL  INFECTIONS 

Acquired  Immunodeficiency  Syndrome  (AIDS) 
Legionella 

Clostridium  difficile  colitis 
Atypical  mycobacteria 
Delta  hepatitis 
I le|)atitis  C 
Parvovirus  131 9 

Chlamydia  pneumoniae  (TWAR) 
Acanthamoeba  infections 


Institutional  Legionella  is  recognized  as  a 
nosocomial  hazard  to  immunocompromised 
and  debilitated  patients,  and  has  caused  large 
outbreaks  in  a number  of  hospitals  due  to 
contaminated  water  systems. 

The  incidence  of  Clostridium  difficile  colitis  is 
increasing  as  a consequence  of  potent  effects 
of  antimicrobials  on  bowel  flora.  The  diversity  of 
risks  in  the  hospital  environment  is  underscored 
by  new  pathogens:  hepatitis  C (blood  prod- 
ucts), atypical  mycobacteria  (contamination  of 
various  solutions),  parvovirus  (infected  children) 
and  Acanthamoeba  (contact  lens-associated 
infections).  In  addition,  "old"  pathogens  may 
increase  in  importance,  such  as  Mycobacte- 
rium tuberculosis  (AIDS  patients).  Enterococci 
(urinary  tract  infections)  and  coagulase-nega- 
tive  staphylococci  (central  line  infections). 

Focus  and  Philosophy  of 
Infection  Control  Programs 

Several  developments  in  the  past  decade 
changed  the  course  of  hospital  infection  control 
practices.  The  Study  on  the  Efficacy  of 
Nosocomial  Infection  Control  (SENIC)  was  pub- 
lished in  1 985  and  established  that  up  to  32%  of 
hospital-acquired  infections  could  be  prevented 
by  an  effective  infection  control  program. ^The 
following  four  components  were  found  to  re- 
duce infection  rates:  (a)  conducting  organized 
surveillance  and  control  activities,  (b)  having  a 
trained,  effective  infection  control  physician,  (c) 
having  at  least  one  infection  control  nurse  for 
every  250  beds  and  (d)  reporting  wound  infec- 
tion rates  to  surgeons. 

TABLE  3 

NEW  ISSUES  IN  INFECTION  CONTROL  PROGRAMS 

• Cost  containment  (DRGs  etc.) 

• Universal  Precautions 

• Infectious  waste 

• Risk  assessment 

• Quality  improvement 

Infection  control  programs  are  facing  new 
issues  (see  Table  3).  To  decrease  the  dollars 
spent  for  health  care.  Diagnostic  Related  Groups 
(DRGs)  and  prospective  payment  systems  were 
developed.  Since  hospitals  receive  fixed  reim- 
bursement per  DRG,  and  nosocomial  infections 
result  in  prolongation  of  hospital  stays, 
nosocomial  infections  are  costly  for  the  hospi- 
tal. Complication  and  comorbidity  adjustors  do 
not  compensate  for  the  financial  loss.^  The 
importance  of  this  problem  is  accentuated  as 
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hospitals  face  increasing  patient  age  and  acuity. 
Because  hospitals  receive  limited  reimburse- 
ment for  health  care  costs,  efficient  and  effec- 
tive programs  are  essential.  Infection  control 
programs  are  beginning  to  implement  the  SEN  1C 
study  recommendations,  scrutinize  products 
for  cost  effectiveness  and  safety,  avoid  costly 
practices  of  unproven  benefit  (e.g.,  environ- 
mental cultures)  and  minimize  lawsuits  against 
the  hospital.  The  most  important  cost-saving 
measure,  however,  is  simply  preventing 
nosocomial  infections. 

The  advent  of  HIV  greatly  influenced  health 
care.  It  is  estimated  that  the  risk  for  employees 
acquiring  work-related  HIV  infection  from  a 
single  parenteral  exposure  is  about  1 in  400. 
Most  incidents  causing  employee  infections 
involve  injury  from  used  needles  or  other  sharp 
objects.  Techniques  to  prevent  transmission  of 
blood-borne  diseases  are  known  as  Universal 
Precautions.  Blood  and  certain  body  fluids  are 
considered  potentially  infectious;  protective 
apparel  (e.g.,  gloves,  gowns,  eye  protection, 
masks)  is  recommended  when  contact  with 
these  fluids  is  anticipated;  the  apparel  used  is 
selected  based  on  the  task  performed.  Engi- 
neering controls  (e.g.,  used  needle  and  sharps 
disposal  boxes),  changes  in  work  practices  (e.g., 
policies  and  procedures)  and  administrative 
support  (e.g.,  authorization  for  supplies  and 
hepatitis  B vaccine)  are  essential.  Universal 
precautions  are  recommended  by  the  CDC^ 
and  are  mandated  by  OSHA.  Fines  are  imposed 
for  failure  of  healthcare  facilities  to  comply  with 
the  standards. 

is  forcing  the  re-evaluation  of  waste  disposal. 
The  public  perceives  medical  waste  to  be  a 
health  threat.  Infection  control  practitioners  are 
involved  in  encouraging  responsible  decisions 
regarding  waste  management.  Programs  have 
been  established  to  define,  treat,  and  dispose  of 
waste  in  a safe  manner.  Alternatives  to  landfilling 
and  incinerating  waste  are  being  proposed. 

A major  area  of  research  in  hospital  epidemi- 
ology is  measurement  of  risk  factors  for  infec- 
tion. For  instance,  intensive  care  units  (ICUs) 
make  up  15%  of  patient  days,  but  50%  of 
nosocomial  infections.  Focused  surveillance 
could  be  done  in  the  ICU  as  an  alternative  to 
surveillance  of  all  patients  for  nosocomial  infec- 
tions. Research  is  needed  to  define  the  patient 
risk  factors  predictive  of  nosocomial  infection. 

Infection  control  is  being  integrated  with  the 


quality  improvement  programs  of  many  institu- 
tions; epidemiologic  methods  are  used  to 
strengthen  quality  monitoring.  Thresholds  (or 
baselines)  are  being  established  against  which 
data  are  evaluated. 

Role  of  State  and 
Local  Health  Departments 

Infection  control  programs  can  assist  the 
state  and  local  health  departments  by  notifying 
them  of  reportable  diseases  in  a timely  fashion. 
Health  departments  in  turn  can  help  physicians 
and  hospital  infection  control  programs  by 
facilitating  diagnostic  testing,  coordinating  in- 
vestigation of  epidemics,  addressing  the  public 
health  dimensions  in  following  up  reportable 
diseases,  and  serving  as  consultants.  The  Ne- 
braska Department  of  Health  serves  as  a liaison 
between  the  CDC  and  Nebraska  physicians, 
local  health  departments,  and  hospitals. 

State  and  local  health  departments  are  par- 
ticularly interested  in  two  categories  of  infec- 
tious diseases  in  the  hospital:  (1 ) those  commu- 
nity-acquired and  nosocomial  infections  for 
which  reporting  is  mandatory  under  state  law; 
and  (2)  non-reportable  nosocomial  infections, 
particularly  outbreaks  or  epidemics,  which  are  a 
problem  for  the  infection  control  program  from 
the  standpoint  of  source  and  control.  Examples 
of  infections  which  are  reportable  in  the  state  of 
Nebraska  include:  hepatitis  A and  B,  AIDS, 
salmonellosis,  shigellosis,  tuberculosis,  and 
measles.  Patients  with  infectious  diseases  may 
pose  a threat  to  those  who  are  exposed.  State 
and  local  health  departments  provide  advice 
regarding  appropriate  disease  control  measures 
in  community  and  hospital  settings. 

In  addition  to  disease  control  measures,  state 
and  local  health  departments  can  facilitate  test- 
ing for  less  common  diseases  such  as  tetanus, 
botulism,  and  E.  coli  0157:  H7  disease.  The 
Nebraska  Department  of  Health  can  locate 
resources  and  make  shipping  arrangements  for 
specimens  and  sera  to  state,  regional  and 
national  facilities. 

Non-reportable,  nosocomial  infections  may 
be  caused  by  a variety  of  fungal,  bacterial  and 
viral  agents.  Examples  of  infections  in  this 
category  are  Serratia,  Staphylococci,  Pseudo- 
monas and  Aspergillus.  Outbreaks  of  infection 
caused  by  these  or  other  organisms  should  be 
reported  to  the  State  Epidemiologist  at  (402) 
471-2133.  If  warranted  by  the  complexity  or 
scope  of  the  problem,  the  State  Epidemiologist 
will  contact  the  CDC  for  advice  and  assistance. 
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Serotyping  or  other  epidemiologic  laboratory 
tests  (e.g.,  viral  cultures,  antibody  titers)  can  be 
performed  at  either  the  Nebraska  Department 
of  Health  Laboratory  or  the  CDC  in  Atlanta, 
Georgia.  The  shipment  of  these  specimens  must 
be  coordinated  with  the  Nebraska  Department 
of  Health. 

An  effective  infection  control  program  re- 
quires cooperation  between  the  hospital  ad- 
ministration, the  infection  control  committee, 
and  the  medical  staff.  An  optimal  public  health 
system  requires  communication  among  the 
hospitals,  public  and  private  health  care  provid- 
ers, local  and  state  health  departments,  and  the 
general  public. 

SUMMARY 

The  past  decade  in  infection  control  has  seen 
remarkable  growth  of  both  practitioners  and 
the  basic  infection  control  program.  Technical 
advances  led  to  more  sophisticated  data  collec- 
tion, analysis,  and  strategies.  Health  care  is 
being  streamlined  to  be  highly  effective  and 
efficient.  It  is  easy  to  become  enchanted  with 
new,  exciting,  and  high-tech  aspects  of  disease 


prevention  and  control,  but  we  must  all  remem- 
ber that  the  basics  of  a good  program  from  1 0 
years  ago  are  still  applicable  today. 
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SURFACTANT 

The  last  two  decades  have  seen 
major  strides  in  our  ability  to 
care  for  sick  newborns.  Per- 
haps of  all  the  improvements  that  have  been 
made,  few  have  had  a more  major  impact  than 
the  use  of  replacement  surfactants  to  prevent 
and/or  treat  respiratory  distress  syndrome  in  the 
newborn. 

In  1957  Clements  demonstrated  that  there 
was  a substance  in  the  lung  subsequently  called 
surfactant  which  caused  low  alveolar  surface 
tension.  Two  years  later  Avery  and  Mead  were 
able  to  demonstrate  that  in  infants  dying  of 
idiopathic  respiratory  distress  syndrome,  inad- 
equate surface  activity  was  present  in  the  lung.’ 
As  early  as  the  mid-60's  trials  to  replace  surfac- 
tant in  newborns  were  attempted  without  any 
success.  As  additional  information  was  ob- 
tained on  the  pathophysiology  of  the  disease,  as 
well  as  the  true  nature  of  pulmonary  surfactant, 
other  attempts  were  made  with  the  first  success- 
ful reports  of  treatment  of  humans  by  Fujiwara 
in  1981. 

COMPOSITION  OF  SURFACTANT 

Approximately  70-80%  of  surfactant  is  phos- 
pholipids, while  1 0%  is  protein  and  1 0%  neutral 
lipid  (mostly  cholesterol).  Of  the  phospholipid 
present  65%  is  phosphotidylcholine  which 
seems  to  be  the  part  of  surfactant  which  con- 
tains the  surface  active  property.’  In  the  last 
decade  the  proteins  that  are  surfactant  specific 
have  been  identified.  Sp-A  constitutes  2-4%  of 
surfactant  and  occurs  in  large  aggregates.  The 
importance  of  Sp-A  is  not  fully  understood 
although  it  may  play  a critical  role  in  preventing 
breakdown  of  surfactant.  The  other  two  pro- 
teins, Sp-B  and  Sp-C,  are  felt  to  be  important  in 
causing  the  phospholipid  to  form  a mono  layer 
on  the  alveolar  surface. 

FUNCTION 

Surfactant  produces  a variable  surface  ten- 
sion so  that  when  an  exhalation  occurs  the 
surface  tension  at  the  alveolus  decreases  and 


total  collapse  of  the  alveolus  does  not  occur. 
Without  surfactant  diffuse  atelectasis  occurs 
while  some  alveoli  become  overextended.  This 
explains  the  clinical  findings  of  underinflation 
on  x-ray,  development  of  chest  retractions  and 
the  increase  incidence  of  air  leak  phenomenon. 

REPLACEMENT  SURFACTANTS 

A variety  of  replacements  of  surfactants  have 
been  suggested  and  tried.  In  the  Table  you  can 
see  the  three  general  classes  of  surfactants  that 
have  undergone  trial. 

TABLE 

Synthetic  surfactants  (no  protein) 

-DPPC,  hexadecanal  and  tyloxapol  (Exosurf  neonatal 
-DPPC  and  phosphotidyl  glycerol  (ALEC) 

Natural  surfactant  extracts 

-Calf  lung  lavage  (Infasurf)  (SpB,  SpC) 

-Pig  lung  extract  (Curosurf)  (SpB,  SpC) 

-Human  amniotic  fluid  extract  (SpA,  SpB,  SpC) 

Modified  natural  surfactant 

Bovine  lung  extract  supplemented  with  tripalmitin  and 
palmitic  acid  (Survanta)  (SpB,  SPC) 


Two  synthetic  surfactants  have  been  studied. 
Artificial  lung  expanding  compound  (ALEC)  has 
been  used  in  Europe.  Exosurf-neonatal,  distrib- 
uted by  Burroughs-Welcome  lab  was  the  first 
surfactant  released  for  use  in  the  United  States. 
It  is  composed  of  Dipalmityl  phosphotidylcholine 
(DPPC)  mixed  with  two  short  chained  alcohols 
which  seem  to  function  similar  to  the  proteins  in 
the  natural  products,  that  is  assist  in  spreading 
the  DPPC  over  the  alveolar  surface. 

Three  natural  surfactant  extracts  have  under- 
gone trial.  Human  amniotic  fluid  extract  is  ob- 
tained from  mature  amniotic  fluid  and  is  the 
only  product  that  contains  all  three  natural 
proteins.  Because  of  the  difficulties  of  obtaining 
it  and  the  concerns  related  to  infectious  dis- 
eases, little  additional  work  is  being  done  utiliz- 
ing this  preparation.  Pig  lung  extract,  Curosurf, 
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has  undergone  trials  predominantly  in  Europe 
with  results similartotheother natural  products. 
Calf  lung  lavage  extract  (Infasurf),  produced  by 
investigators  in  upstate  New  York,  is  in  the  final 
stages  of  FDA  approval.  It  has  been  undergoing 
clinical  trials  for  the  last  5 years  including  here  in 
the  State  of  Nebraska.  Approximately  2000 
infants  were  treated  successfully  with  Infasurf  in 
Nebraska. 

Finally  there  is  a modified  natural  surfactant 
which  is  bovine  lung  extract  supplemented  with 
diapalmitan  and  palmitic  acid.  It  is  marketed  by 
Ross  Labs  under  the  trade  name  Survanta  and 
was  approved  slightly  less  than  1 year  ago  for 
general  use. 

All  of  the  products  are  given  by  intratracheal 
instillation.  This  can  be  done  either  by  place- 
ment of  an  endotracheal  tube  and  infusion 
through  a side  port  or  utilizing  catheter  place- 
ment into  the  endotracheal  tube  and  then  infu- 
sion. Doing  this  in  four  divided  doses  under 
different  positioning  of  the  infant  attempts  to 
ensure  that  it  reaches  all  segments  of  the  lung. 
Surfactant  may  be  given  in  a prophylactic  man- 
ner to  prevent  Respiratory  Distress  Syndrome 
or  after  Respiratory  Distress  Syndrome  has  de- 
veloped (rescue). 

RESULTS 

An  increasingly  large  volume  of  literature  is 
present  on  the  trials  of  the  various  products^'^ 
of  surfactant.  In  general  a number  of  similar 
conclusions  can  be  drawn  from  review  of  the 
studies.  There  is  little  question  that  the  use  of  all 
of  the  products  decrease  mortality  ranging  from 
25-50%  over  controls.  Similarly  there  is  a de- 
crease in  the  incidence  of  air  leak  phenomenon 
be  it  pneumothorax  or  pulmonary  interstitial 
emphysema.  Some  trials  also  show  a decrease 
in  the  incidence  of  bronchopulmonary  dyspla- 
sia or  the  chronic  pulmonary  disease  seen  after 
premature  birth  and  artificial  ventilation.  Our 
own  initial  data  suggested  a decrease  in  the 
incidence  of  the  need  for  oxygen  beyond  30 
days  of  age.  A large  number  of  other  para- 
meters have  been  looked  at  including  the  inci- 
dence of  intraventricular  hemorrhage.  The  data 
on  this  particular  event  appears  mixed  with 
some  studies  showing  a decreased  incidence 
and  some  showing  an  increase  in  incidence  or 
no  difference.  Only  the  presence  of  larger  and 
long-term  studies  will  more  fully  answer  these 
particular  questions. 

Preliminary  data  suggests,  over  and  above 
the  effects  on  the  medical  outcome  of  the 


patient,  there  may  be  a decrease  in  overall  cost. 
This  again  shows  some  mixed  results  since  the 
increase  survival  of  the  smallest  youngster  may 
indeed  result  in  increased  total  cost. 

There  are  a number  of  other  unanswered 
questions  in  regard  to  surfactant  therapy.  Is 
prophylaxis  better  than  rescue  treatment?  Pre- 
liminary data  suggests  this  may  be  true  but  is 
inconclusive.  How  many  doses  is  the  ideal 
number?  Again,  preliminary  data  suggests  that  it 
is  at  least  two  and  probably  not  more  than  4 
over  the  first  48  hours  or  sooflife.  Why  do  some 
infants  not  respond?  There  are  a number  of 
possibilities.  This  includes  maldistribution  of  the 
surfactant  when  it  is  given.  The  inactivation  of 
surfactant  by  serum  proteins  and  bacterial  lipases 
may  explain  some  of  these  failures,  especially 
those  associated  with  bacterial  pneumonias. 
Data  from  our  own  institution  suggests  that 
pretreatment  with  steroids  further  improves  the 
response  to  surfactant.® 

WHAT  ABOUT  COMPLICATIONS? 

There  are  very  few  documented  complica- 
tions of  giving  surfactant.  There  is  some  incon- 
clusive data  that  initially  suggested  that  an  in- 
crease in  pulmonary  hemorrhage  but  this  has 
not  been  fully  confirmed  by  other  studies.  The 
concern  with  use  of  the  natural  products  and  an 
immunologic  response  to  the  proteins  present 
have  not  been  borne  out.  Studies  have  not  been 
able  to  demonstrate  conclusively  increase  inci- 
dence of  antibodies  in  treated  patients. 

There  has  also  been  an  expressed  concern 
that  the  free  availability  of  surfactant  products 
will  result  in  further  disruption  of  regionalization 
of  perinatal  care  and  that  people  will  underesti- 
mate the  other  needs  of  small  preterm  infants 
once  the  respiratory  distress  is  treated.  Obvi- 
ously a 1000  gram  28  week  premature  infant 
has  a wide  variety  of  needs  beyond  strictly  their 
pulmonary  status. 

THE  FUTURE 

The  future  of  surfactant  therapy  lies  in  several 
areas.  The  use  in  other  disease  states  is  only 
there  if  its  use  in  other  disease  states  is  only 
beginning,  justas itseemsto workin respiratory 
distress  of  a newborn,  it  should  similarly  work  in 
adult  respiratory  distress  syndrome.  A trial  is 
underway  for  use  in  patients  with  diaphrag- 
matic hernia  on  or  off  extracorporeal  mem- 
brane oxygenation.  The  product  of  the  future  is 
probably  none  of  the  products  mentioned  in 
this  review.  It  is  this  writer's  estimate  that  the 
ideal  product  may  very  well  be  a synthetic 
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surfactant  with  surfactant  associated  proteins 
produced  by  genetic  engineering.  This  would 
seem  to  achieve  the  positive  advantage  of  both 
natural  and  artifical  products. 
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In  1 990,  when  I determined  that  I would  seek 
the  nomination  for  the  Presidency  of  the  NMA, 
I was  only  peripherally  aware  of  the  scope  of 
change  which  would  beset  medicine  in  1 992.  In 
the  first  few  months  of  this  year,  we  have  seen 
at  least  three  major  new  challenges  to  medicine, 
in  the  form  of  RBRVS,  the  CLIA-88  regulatory 
changes,  and  the  significant  restructuring  of 
CPT  coding  procedures.  This  new  reimburse- 
ment scheme  of  the  Health  Care  Financing 
Administration  (HCFA)  was  to  have  redressed 
longstanding  perceived  shortcomings  in  reim- 
bursement for  physicians  in  primary  care,  es- 
pecially in  rural  and  underserved  areas.  In 
reality,  with  the  coincident  changes  in  coding 
procedures  and  with  the  geographical  fee  dif- 
ferentials, many  if  not  most  of  these  "improve- 
ments" have,  in  fact,  become  net  losses  for  all 
physicians. 

Long  before  Senator  Kerrey  officially  entered 
the  Presidential  race,  health  care  reform  had 
become  a priority  issue  in  Nebraska  as  well  as  in 
the  entire  country.  Even  with  his  withdrawal 
from  presidential  politics  (at  least  for  1992), 
health  care  issues  are  certain  to  be  a major  plank 
in  the  platforms  of  both  political  parties  this  fall. 
With  the  defeat  of  Republican  Dick  Thornburgh 
by  underdog  Harris  Wofford  in  the  recent  Penn- 
sylvania congressional  election,  the  Democrats 
feel  that  they  have  found  a "grass  roots"  issue 
with  which  to  flagellate  the  Republican  admin- 
istration and  candidates.  With  the  recent  House 
Banking  scandal,  such  an  issue  is  certainly  wel- 
comed by  incumbent  and  challenging  Demo- 
crats alike.  Much  as  in  1 962,  the  future  of  health 
care  will,  to  a significant  extent,  depend  upon 
the  outcome  of  the  elections  this  year. 

However,  even  a Republican  sweep  in  the  fall 
elections  should  not  cause  us  a great  deal  of 
comfort.  After  all,  the  Republican  administra- 
tion has  controlled  HCFA  for  the  past  1 0 years, 
and  who  among  us  feels  we  have  been  fairly 
treated  by  HCFA?  Both  Democrats  and  Repub- 
licans recognize  the  need  for  reform;  they  differ 
only  in  the  approach  they  would  take.  Signifi- 


Darroll J.  Loschen,  M.D. 

cantly,  no  one  is  saying  that  the  system  should 
remain  unchanged. 

As  NMA  President,  I realize  that  I will  be 
called  upon  to  respond  to  penetrating  ques- 
tions about  our  current  health  care  delivery 
system.  In  fact,  I have  little  difficulty  in  defending 
the  great  bulk  of  our  current  system.  Pejorative 
facts  and  figures  notwithstanding,  America  still 
sets  the  standard  of  health  care  for  the  world. 
However,  such  "aberrations"  as  the  37,000,000 
uninsured,  the  12%  of  gross  national  product 
spent  on  health  care,  and  the  ever  increasing 
problem  of  access  to  technology  present  severe 
challenges  which  will  need  to  be  addressed. 
This  situation  has  not  gone  unnoticed  by  the 
NMA.  Two  years  ago.  Dr.  Skip  Collicott,  the 
then-President  of  the  NMA,  spearheaded  an 
initiative  to  address  these  issues.  As  a result,  a 
Committee  on  Health  Planning  was  created,  co- 
chaired by  Drs.  Herb  Reese  and  Allen  Dvorak. 
The  fruits  of  this  committee  are  now  available  in 
the  form  of  the  Nebraska  Health  Care  Reform 
white  paper.  By  formally  studying  and  develop- 
ing policy  on  these  issues,  the  NMA  is  in  a 
unique  position  to  be  a catalyst  in  assisting 
governmental  and  private  agencies  as  they 
struggle  to  address  this  issue  in  the  next  few 
years.  As  you  probably  know,  Drs.  Reese  and 
Dvorak  have  both  been  appointed  to  the 
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Governor's  Blue  Ribbon  Health  Care  Coalition, 
whose  function  it  is  to  develop  long  range 
health  care  strategy  for  the  State.  As  President  of 
the  NMA,  I plan  to  see  that  this  Committee 
remains  very  active,  expanding  on  their  current 
iniatives,  so  that  the  NMA  members  and  the 
patients  they  serve  will  continue  to  be  well- 
represented  at  all  levels. 

All  NMA  members  are  aware,  of  course,  that 
the  NMA  Presidency  traditionally  rotates  from 
Lincoln  to  Omaha  to  "outstate".  Since  I am  the 
designated  "outstate"  President,  I intend  that 
this  year  will  have  rural  health  issues  as  a priority. 

At  its  last  meeting  before  the  Annual  Session, 
the  NMA  Board  of  Directors  authorized  the 
creation  of  a permanent  committee  on  Rural 
Health,  with  myself  as  first  Chairman.  An  explor- 
atory meeting  of  this  committee  has  already 
been  held.  I have  elected  to  include  in  this 
committee,  as  observers,  liaison  representatives 
from  other  legitimate  health  care  organizations. 
It  is  my  hope  that  by  receiving  their  direct  input 
into  the  deliberations  of  this  committee,  the 
NMA  might  be  able  to  more  clearly  define  its 
role  in  the  resolution  of  the  monumental  prob- 
lems besetting  health  care  delivery  in  rural  areas 
of  the  State.  Also,  as  a family  physician,  much  of 
my  emphasis  as  President  of  the  NMA  will  be  to 
foster  and  to  advance  the  positions  of  primary 
caregivers  in  the  State. 

Nonetheless,  even  though  I am  a family  phy- 
sician from  rural  Nebraska,  it  behooves  me  to 
remember  that  I represent  all  physicians  in  the 
state.  I hope  that  none  of  you  will  hesitate  to 
remind  me  that,  during  the  next  year,  first  and 
foremost  I need  to  wear  my  NMA  hat,  with  my 
"rural"  and  "FP"  hats  being  worn  only  when  they 
are  not  in  conflict  with  established  NMA  policy. 

In  selection  of  Commission  and  Committee 
Chairholders  and  members,  I have  endeavored 
to  retain  the  wisdom  which  comes  from  experi- 
ence, while  adding  a substantial  number  of  new 
members,  to  infuse  this  vital  facet  of  NMA 
activity  with  new  blood  and  new  ideas.  To  some 
extent  I have  realigned  the  Commission/Com- 
mittee structure  to  more  closely  reflect  the 
actual  functions  of  these  bodies,  and  to  make 
them  more  answerable  to  the  Board  of  Direc- 
tors and  to  the  House  of  Delegates.  Some  "ad- 
hoc"  committees  which  have  not  been  active 
for  a number  of  years  have  been  sunset.  I will 
attempt  to  rejuvenate  activity  in  some  commit- 
tees which  need  to  address  issues  of  vital  impor- 
tance to  NMA  membership.  If  you  are  asked  to 


serve,  please  do  so,  if  at  all  possible.  If  you  agree 
to  serve,  please  attend  the  meetings  — the  food 
and  fellowship  after  committee  meetings  is  a 
bonus  shared  by  all  committee  members,  and 
the  NMA  desperately  needs  your  input.  If  you 
have  a particular  interest  in  any  issue  before  the 
NMA,  please  advise  me  so  I can  appoint  you  to 
the  appropriate  committee. 

In  the  past  year,  I have  been  impressed  with 
the  participation  of  the  Young  Physicians'  Sec- 
tion of  the  association.  I will  endeavor  to  stimu- 
late further  participation  of  these  physicians. 
Along  the  same  lines,  the  leadership  of  tomor- 
row will  clearly  come  from  the  students  and 
residents  of  today.  In  recent  years,  we  have  seen 
more  participation  of  these  young  members  in 
commission  and  committee  meetings.  I believe 
these  activities  should  be  encouraged,  and  I will 
work  hard  to  see  further  participation  of  these 
young  people  in  association  affairs. 

Membership  in  the  Association  needs  to  be  a 
priority  for  all  of  us.  We  need  to  show  the  30% 
of  non-member  physicians  in  the  State  how  the 
activities  of  the  NMA  have  improved  their  prac- 
tices, and  how  unfair  it  is  for  them  to  avail 
themselves  of  the  fruits  of  our  labor,  while 
accepting  none  of  the  responsibility. 

Presidents  come  and  presidents  go,  and  the 
only  constant  is  the  NMA  staff.  I want  to  person- 
ally thank  Bill  Schellpeper  and  jim  Ruigh  and  the 
entire  NMA  staff  for  their  help  in  educating  me 
during  my  year  as  President-elect,  and  I sin- 
cerely solicit  their  continued  support  and  devo- 
tion in  meeting  the  challenges  which  we  will 
encounter  this  year.  I am  sure  that  their  realiza- 
tion that  for  many  years  to  come  they  will  have 
to  live  with  whatever  successes  or  failures  we 
realize  this  year  will  make  them  very  candid  in 
guiding  me  along  the  right  paths. 

Finally,  I am  very  grateful  to  you,  the  NMA 
membership,  for  the  confidence  you  have 
showed  in  me  by  electing  me  to  serve  as  your 
President  this  year.  It  will  be  necessary  for  me  to 
call  upon  many  ofyou  for  support  as  we  struggle 
to  meet  the  challenges  that  are  thrust  upon  us. 
Similarly,  my  associates  at  York  have  agreed  to 
make  their  own  sacrifices  for  me  so  I can  carry 
out  my  duties  during  this  year  as  President,  and 
for  that  I am  extremely  grateful.  And,  lastly,  it 
would  all  be  meaningless  but  for  the  enduring 
love  and  support  of  my  wife  Donna. 

Thank  you  very  much. 
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THE  AUXILIARY 


Past,  Present,  Future 

DONNA  STONE 
NMA  President 


It  occurred  to  me  that  views  of  where  we  have  been,  where  we  are,  and  where  we  are  going  might 
be  of  interest  to  all  readers  of  this  page.  (Of  course,  views  and  opinions  expressed  are  those  held  by 
each  of  the  contributors. 


THE  PAST 

Dorothy  Olsen 

Past  President  of  NMAA  and  AMA  Committee  Member 
Long  Time  Member  of  MOMSA 

As  I reflect  on  the  memories  of  serving  as 
President,  in  1 971-72,  and  recall  all  of  the  won- 
derful caring  auxilians  I was  privileged  to  meet, 

I want  to  tell  you  what  a rewarding  experience 
it  was.  As  we  travelled  over  this  beautiful  state, 
several  of  the  leaders  travelled  with  us,  and  I 
became  familiar  with  the  members,  each  work- 
ing in  their  own  area  to  improve  the  quality  of 
life  for  their  communities.  I salute  those  auxilians 
and  will  always  hold  them  in  the  highest  regard. 

Shades  of 'deja  vu',  the  major  concerns  at  that 
time  were  the  threat  of  National  Health  Insur- 
ance and  the  approaching  drug  crisis.  As  we 
carried  this  message  state-wide,  the  medical 
community  seemed  to  say,  'Drugs?'  Here?  Never!' 
But  most  were  interested  in  the  message  about 
NHI.  Guess  what?  The  drugs  came  but  NHI 
hasn't,  YET. 

THE  PRESENT 

Medical  Auxiliary  in  the  1990's 

Sally  Semm 
1991-92  President  of 
Lancaster  County  Medical  Auxiliary 

I have  been  asked  by  the  Nebraska  Medical 
Association  Auxiliary  President,  Donna  Stone, 
to  express  my  views  for  this  organization  during 
the  1990's.  I have  been  a member  for  only  ten 
of  its  seventy  year  history,  yet  I can  see  it  has 
changed  during  this  short  time  period.  The 
evolution  of  this  organization  will  be  effected  by 
the  new  character  of  its  members,  varied  as  that 
might  be,  at  the  National,  State  & local  levels. 

I would  like  to  draw  the  analogy  of  the 
Auxiliary  as  being  like  an  adolescent.  Adoles- 


cence is  searching  to  find  oneself,  wanting 
independence,  yet  desiring  to  still  belong  to  a 
group.  Trying  to  make  an  individual  statement 
yet  desiring  to  still  belong  to  a group.  Trying  to 
make  an  individual  statement  yet  still  wanting  to 
please  the  parent  group.  The  membership  and 
purpose  of  the  medical  auxiliary  has  been  chang- 
ing, and  1 see  it  like  the  struggle  of  an  adolescent. 

The  biggest  change  in  membership  has  been 
the  addition  of  men  to  the  traditionally  all  fe- 
male group.  It  has  been  very  difficult  for  many 
women  to  admit  men  might  have  any  interest  in 
the  auxiliary.  National  says,  "Invite  men,  plan 
meeting  topics  men  would  be  interested  in,  and 
ask  them  to  become  active."  Yet  local  groups 
continue  to  have  daytime  coffees  and  have 
meetings  with  topics  such  as  flower  arranging, 
style  shows,  etc.  Topics  not  likely  to  draw  many 
potential  male  members.  I see  this  as  a very 
adolescent  behavior.  This  is  the  act  of  a secure 
group  not  willing  to  let  "outsiders"  in. 

I feel  society  is  changing,  but  the  auxiliary  is 
resisting.  There  are  several  groups  that  could 
add  to  the  membership  and  share  its  goals  but 
are  currently  not  accepted.  The  first  is  those 
who  are  committed  to  living  with  a physician, 
but  whose  commitment  has  not  been  "legal- 
ized" by  marriage.  Co-habitation  has  become 
more  common  yet  they  are  not  "allowed"  to 
join.  Another  is  the  partner  of  a divorce.  Auxil- 
iary has  lost  many  very  active,  dedicated  mem- 
bers through  divorce.  I personally  feel  those  that 
have  given  to  the  auxiliary  are  being  deserted, 
and  we  should  offer  them  support  and  contin- 
ued membership.  Chances  are,  their  goals  in 
helping  with  community  health  issues  have  not 
changed.  Some  local  and  state  organizations 
are  recognizing  these  needs,  while  national  is 
not.  How  like  an  adolescent  one  becomes  by 
rejecting  those  who  are  different. 
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I see  the  1990's  as  very  active  years  for  the 
Medical  Auxiliary.  Along  with  the  membership 
changes,  I think  their  purpose  and  focus  for 
volunteer  efforts  will  continue  to  follow  health 
education  and  prevention.  I also  see  the  mem- 
bership wanting  fewer  "fluff  activities  for  them- 
selves, but  focusing  on  helping  others.  The 
auxiliary  will  continue  to  grow  in  membership 
because  it  is  still  a unique  group  of  individuals 
that  understand  and  need  one  another,  because 
of  the  common  link  of  being  part  of  a physician 
family.  The  1990's  will  serve  as  the  auxiliary's 
adolescent  years  as  it  searches  to  find  itself.  Like 
true  adolescence  it  can  be  exciting  and  reward- 
ing. The  auxiliary  is  changing  while  it  is  still 
growing. 

...  and  THE  AUXILIARY  OF  THE  FUTURE 

Katie  Gordon 

President,  House  Officers  Association  Auxiliary 

Although  the  look  of  the  physician's  spouse 
or  partner  in  the  1 990's  has  changed,  the  needs 
of  the  physician's  spouse  for  support  and  friend- 
ship remain  the  same.  Furthermore,  spouses 
continue  to  have  a desire  to  participate  in 
community  service  and  public  education  activi- 
ties. The  spouses  of  the  90's  are,  however,  quite 
different  from  their  forebearers.  The  spouse  of 
the  90's  is  more  likely  to  be  male  and  to  have  his 
or  her  own  career.  The  career  spouse  brings  a 
diversity  to  the  auxiliary  with  his  or  her  unique 
leadership  abilities  and  knowledge.  However, 
many  wives  have  chosen  to  become  homemak- 
ers and  mothers  as  their  primary  responsibility. 
These  traditional  spouses  continue  to  play  a 
strong  role  in  the  auxiliary.  The  varying  perspec- 
tives and  unique  qualities  of  the  career  and 
traditional  spouse  are  a significant  benefit  to  the 
organization  willing  to  utilize  these  qualities. 

The  90's  spouse  is  more  likely  to  become 
politically  active.  New  legislation  will  radically 
alter  the  face  of  medicine  in  the  next  10  years. 
As  the  Auxiliary  has  learned,  it  is  the  spouse 
whose  schedule  allows  time  to  contact  law- 
makers and  influence  decision  makers  in  gov- 
ernment. It  is  imperative  that  we  be  an  active 
part  of  this  process  of  change  rather  than  an 
observer  of  it. 

Prior  to  writing  this  article,  I took  an  informal 
survey  of  our  members.  A need  for  friendship 
was  the  primary  reason  most  members  were 
attracted  to  the  auxiliary.  As  these  involved  in 
the  auxiliary  know,  there  is  a special  kinship 
between  medical  spouses.  No  one  else  can  fully 


understand  the  scheduling  difficulties  and  unique 
stresses  the  medical  profession  puts  on  families. 
The  demands  of  the  community  and  society 
also  add  to  the  pressure  on  a medical  family.  The 
auxiliary  that  is  open  and  responsive  to  the 
needs  of  its  members  reassures  the  spouse  that 
he  or  she  is  not  alone:  others  have  met  the 
challenges  of  these  pressures.  In  the  training 
and  transition  years  this  need  of  support  is 
intensified  as  the  medical  family  adapts  its  rela- 
tionship to  cope  with  the  pressure. 

Younger  spouses  have  many  special  needs. 
The  need  to  gain  information  about  life  after  the 
training  years  is  a crucial  role  that  the  auxiliary 
can  fill.  This  was  recently  evidenced  by  the  large 
attendance  at  our  last  general  meeting  during 
which  a panel  discussion  on  the  transition  years 
between  residency  and  practice  was  held.  But 
no  matter  where  a family  is  along  the  con- 
tinuum, the  medical  family  continually  faces 
transitions  to  different  practice  situations, 
changes  in  medical  practice,  and  retirement. 
The  auxiliary  of  the  future  needs  to  recognize 
that  members  who  are  in  transition  have  special 
needs  that  must  be  met  in  order  to  maintain 
involvement. 

The  opportunities  of  life-long  friendship  that 
the  Auxiliary  offers  go  hand  in  hand  with  the 
need  for  support.  Friendship  addresses  many  of 
the  day  to  day  needs  of  the  medical  spouse. 
Friendships  within  the  medical  community  are  a 
need  the  auxiliary  should  continue  to  fill.  Friend- 
ship is  not  a program  that  the  county,  state  or 
national  auxiliary  can  create.  It  is  up  to  each 
individual  auxiliary  member  to  do  his  or  her  part 
to  ensure  an  open  caring  atmosphere. 

If  support  and  friendship  are  the  inward  needs 
to  be  met,  community  service  and  education 
are  the  outward  needs.  In  my  survey  most  of  the 
responses  included  an  expression  of  the  desire 
to  serve  both  the  medical  community  and  the 
community  at  large.  Most  physicians  enter 
medicine  because  they  are  dedicated  to  serving 
people  and  improving  the  quality  of  other's 
lives.  For  many  of  us,  these  traits  attracted  us  to 
our  spouse  and  are  values  that  we  share  as  well. 
The  social  and  health  issues  in  the  nineties  are 
numerous  and  the  medical  auxiliary  of  the  fu- 
ture can  uniquely  address  many  of  them. 

Education  and  community  service  often  com- 
pliment each  other  in  that  the  Medical  Auxilia- 
ries and  Associations  have  and  will  continue  to 
educate  the  public  on  specific  health  issues 
such  as  family  violence,  and  women's  health.  At 
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present,  the  efforts  to  improve  the  public  image 
of  physicians  are  a matter  of  education.  Even  in 
the  training  years,  as  we  receive  feedback  from 
family,  friends,  and  people  in  the  community,  it 
is  evident  that  negative  stereotypes  of  the  phy- 
sician and  his  or  her  spouse  still  exist.  In  my 
survey  many  auxiliary  members  perceived  this 
as  a need,  and  efforts  to  correct  this  perception 
should  continue. 

In  summary,  the  auxiliary  must  adapt  more  to 
the  needs  of  the  male  or  career  oriented  spouse, 
and  to  continue  to  focus  the  attention  of  the 
community  on  health  care  issues.  The  need  for 


political  involvement  must  be  emphasized  more 
as  we  work  through  this  country's  health  care 
issues.  The  auxiliary  that  has  served  physician 
spouses  of  the  past  will  continue  to  attract  the 
spouses  of  the  future.  The  auxiliary  must  pro- 
vide an  open,  caring,  and  friendly  atmosphere 
for  spouses  during  the  training,  transition,  and 
practice  years  if  it  is  to  survive  as  a strong 
organization.  One  focus  of  the  auxiliary  must 
continue  to  be  to  serve  the  needs  of  spouses  of 
physicians  in  training.  A survey  respondent  put 
it  so  well  when  she  said  ". . . if  they're  willing  to 
help  now  I'd  like  to  give  back  to  them  my 
support . . ." 


WELCOME  NEW  MEMBERS 


Charles  J.  Nowaceck,  M.D. 
606  N.  Minnesota 
Hastings,  NE  68901 

Richard  B.  Alarid,  M.D. 

1 4009  Lillian  Circle 
Omaha,  NE  68138 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

JUNE  4-5,  1 992  — 41  st  Annual  Obstetrics  and 
Gynecology  Conference:  "Update  in  Office 
Gynecology",  Marriott  Hotel,  Omaha,  Ne- 
braska. Target  Audience:  Primary  Care  Physi- 
cians (in  conjunction  with  the  College  World 
Series) 

JUNE  12-13,  1992  — New  Approaches  in  the 
Diagnosis  and  Management  of  Patients  with 
Hyperlipidemia,  Mahoney  State  Park, 
Ashland,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Emergency  Medicine  Physicians  and 
others  who  provide  care  in  the  ER. 

OCTOBER  9,  1992  (2:00-7:00  p.m.)  — New 
Concepts  in  Diagnosis  and  Treatment  of 
Vascular  Disease,  Marriott  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  12-1  7, 1992  — Emergency  Medicine 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER. 

DECEMBER  3-5,  1992  — Obstetrics  and  Gyne- 
cology Conference,  Bally's,  Las  Vegas,  Ne- 
vada. Target  Audience:  Primary  Care  Physi- 
cians. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medicai  Center,  600 
South  42nd  Street,  Omaha,  NE  68198-5651.  Caii  (402) 
559-4 1 52  or  use  our  toii-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-5915. 

MAYO  FOUNDATION 

AUGUST  20-22,  1992  — Operative  Gynecol- 
ogy: 3rd  Annual  Live  Televideo  Conference, 


Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

UPDATE  IN  CARDIOVASCULAR  DISEASES  - 
November  7-8, 1992,  Rochester,  Minnesota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

lUNE  20-27,  1992  — The  Eleventh  Annual 
Cornhusker  Canadian  Clinical  Conference. 
Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada,  fee  $1  50.00. 

For  information  contact:  Sharlene  Knippeimeyer,  RN, 
BS,  Education  & Staff  Development,  Lincoln  General  Fios- 
pital,  2300  South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 

ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  III,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25, 1 992  August  20,  21  & 22, 1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 10-12,  1992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


CREIGHTON  UNIVERSITY 

MAY  20, 1 992  — Distinguished  Lecture  Series  — 
Pedro  A.  Jose,  M.D.,  Ph.D.  — "Pathogenesis  of 
Salt-Dependent  Hypertension,  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MAY  22-24, 1 992  — Family  Medicine  Update  — 
Village  East  Resort,  Lake  Okoboji,  lA. 

MAY  28-3 1 , 1 992  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  — Criss  II 
Creighton  University,  Omaha,  NE. 

MAY  30,  1992  — Symposium  on  Fluorescein 
Angiography  and  Retinal  Diseases,  Mahoney 
State  Park,  Ashland,  NE. 

JUNE  5-6,  1992  — Advanced  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

JUNE  6,  1992  — 10th  Annual  Maurice  Grier 
Symposium  — Student  Center,  Creighton  Uni- 
versity, Omaha,  NE. 

JUNE  1 8, 1 992  — Distinguished  Lecture  Series  — 
Thomas  J.  Brady,  M.D.  — "Functional  Mag- 
netic Resonance  Imaging  of  the  Brain",  Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  1 9-20, 1 992  — Clinical  Applications  of  PET 
in  Psychiatry  and  Neurology,  Red  Lion  Inn, 
Omaha,  NE. 

JULY  24-25,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University,  Omaha,  NE. 

AUGUST  14-15,  1992  — Basic  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

SEPTEMBER  18-19,  1992  - Advanced 
Laparoscopy  Course  — Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1992  — Fifth  Annual  Digestive 
Diseases  Symposium  — University  of  Ne- 
braska, Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 
Ultrasonography  and  Day  with  the 
Perinatologists  — Marriott  Hotel,  Omaha,  NE. 

DECEMBER  1 8-19,  1992  - Advanced 
Laparoscopy  Course  — Creighton  University, 
Omaha,  NE. 

I he  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omah,-i,  NE  68178. 
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AUDIO-DIGEST  INVITES  YOU  TO 

Try  One  On  Us! 

Discover  what  Audio-Digcsl  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  .Audio-Digest  postgraduate 
medical  program'’  So  the  first  issue  is  on  us.  .And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions  — months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Categorv'  I credit  for  ever>'  one-hour  program 
toward  tlie  A.M.A's  Pliysician’s  Recognition  .Award  and  additional  credit  where  designated 
by  qualified  boaids  and  as.sociations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 
Q Anesthesiology  Topics  in  Pain  Management 

Q Emergency  Medicine  Coontinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice  — ///(//(  Plood  lha'ssure 

□ *Gastroenterology  — 17/  Board  Rerieie 

□ General  Surgery  — Cn7(cf//  Issues  in  tntensire  Care 

□ Internal  Medicine  - Treating  and  Preventing  Hypertension 

□ Obstetrics/Gynecology / pdate 

□ Ophthalmology  — Sewer  Ideas  in  Gla  ucoma 
Q *Orthopaedics  — the  Hand  and  li  ra/ 

Q Otolaryngology  Focus  on  the  Sinuses 

□ Pediatrics -.-I H Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry  Manifestations  and  Management  of  Anxiety 

□ *l'rology  — Pm.s7n/c  Cancer:  A Progress  Report 

“Gastroenterology.  Orthopaedics  and  Urology  are  once-n-month  issues.  All  other  specialties 
are  Iwice-a-month  issues.  NLW  SI  BSCRIBLRS  ONLY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months.  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 
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Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation* 

A Sfm  Profit  'suhsjihtirH  of  tkf  Calfomia  Medical  Association 

1577  East  Chevy  Chase  Drive 
Glendale,  California  91206 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure^  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  Janes,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,#331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centermial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90th  St..  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St.,  Suite  203 
Omaha.  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whitted,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  681 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
60 1 North  30th  Street,  Omaha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St..  Omaha.  NE  68198-2166 

NebraskaChapter-  American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,401  N.  1 17lh,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  18th  St.,  Columbus,  NE  68601 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  > American  College  of  Physicians 
Robert  R.  Reckcr,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #263,  OmaJia,  NE  681 14 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Cenicimial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Susan  Coiiradt,  M.A.,  R.D.,  C.N. 

6054  Franklin,  Omaha,  NE  68104 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
94 1 O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  685 10 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  #1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56lh  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  685 10 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16th  St.,  Lincoln.  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nil  S.  90th  St.,  Omaha,  NE68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2 1 1 8,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  Stale  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  681 14 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68 198 
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The  MicroTAC  Lite  from  Motorola  weighs  just  7.7  ounces,  yetis 
packed  with  features  to  make  staying  in  touch  more  convenient 


• Fits  easily  into  a pocket,  purse  or  briefcase  so  you  can  take  it  with  you  anywhere 

• Ergonomic  design  for  comfortable  ear-to-mouth  fit 

• 832'Channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 


Save  100 


now  on  the  purchase  of  a MicroTAC  Lite  with 
our  Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 

aUULRR 

436-5030 

Comer  and  "0"  Streets 
Sales  • Service  • Installation 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1 51 2 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D, 


OBSTETRICS  ■ GYNECOLOGY 
William  Gomes,  M.D. 

John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J,  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-92 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 
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LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

„S°555  CONSULTATIVE 

□■■■■■  nephrology  & 

• PERIPHERAL  VASCULAR  SURGERY 

• SURGERY  OF  TRAUMA 
GENERAL  SURGERY 

■ COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

• Board  Certified  • Graduates  of  Mayo  Clinic 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

• Kidney  Dialysis  & Organ  Transplantion 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  6851 0 

• Members  of  American  Society  of  Nephrology 

Day  or  Night  — Call: 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  ■ Lincoln,  NF. 

(402)  483-7825  or  1-800-633-5462 

Phone  (402)  466-8259  or  1-800-633-5462  ^ g^ 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver,  M.D.  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

Kyong  T.  Turk,  M.D. 

(402)489-6554  or  1-800-MED-LINC 
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pathology 

medical 

services 

pc 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON.  M D 
JOHN  H.  CASEY.  M D. 
DEBORAH  K.  DAVIDSON.  D O. 
MICHAELJ.  DUGGAN,  M D 
DONALDA  DYNEK.M  D 
GEORGE  E.GAMMEL.  M.D 
ORINR.  HAYES.  M D 
DAVID  L.KUTSCH.MD 
STEFFAN  R.  LACEY,  MD 
MATTHIAS  I.OKOYE.MD. 
JOHN  F.  PORTERFIELD,  M D 
AINAI.SILENIEKS.M  D 
ROBERT  F.  SHAPIRO.  MD 
DANIELJ.TILL.M  D 
LARRY  D.  TOALSON,  M D 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


OMAHA  , cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Uoyd  E.  Tenney,  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  NagengasL  M.D. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

•Laser  and  Laparoscopic 

•Angioplasty  • Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 
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PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  -O-  STREET 
CORPORATE  CENTRE. 

SUITE  100 
Lincoln,  Nebraska  68510 
PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha.  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Prolessional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
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SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1.  SCOnSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OG ALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


OHIO  - WISCONSIN  - MISSOURI  - Attractive 
opportunities  in  metropolitan  and  scenic  recre- 
ational areas.  Locations  near  pristine  lakes,  white 
water  rivers,  and  National  Forests.  Others  in  college 
communities  offering  professional  and  Big  10  col- 
lege sports,  fine  arts,  and  a broad  spectrum  of 
nationally  renowned  CME  programs.  Positions  avail- 
able: Allergy,  Dermatology,  Neurosurgery,  Occu- 
pational Medicine,  Oncology,  Orthopedics,  Psy- 
chiatry, Rheumatology,  and  Urology.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.;  10624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/CYN  and  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
Lakes  area  and  plains  states.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  courrtry,  or  perhaps  life  in  historic 
villages  - there  iS'something  for  everyone.  To  dis- 
cuss your  practice  preferences  and  these  opportu- 
nities, please  call  our  toll-free  number,  1-800-243- 
4353  or  send  CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 


FAMILY  PRACTICE:  Seeking  1 or  2 Family  Prac- 
titioners for  outstanding  community  practice  site 
and  the  "Good  Life"  for  family  living.  Excellent 
school  system,  hospital,  clinic  and  recreational  fa- 
cilities. Contact  R.VV.  Swigart  at  (308)  754-4421  in 
St.  Paul,  NE. 

DIRECTOR  OF  EDUCATION:  Clarkson  Family 
Medicine  seeks  a qualified  individual  to  coordinate 
and  facilitate  the  educational  experience  of  its 
Family  Practice  residents.  Opportunity  to  be  a part 
of  a new,  developing  program  in  its  second  success- 
ful year.  Candidates  will  have  professional  degree  in 
medicine  or  nursing  or  equivalent  of  master's  de- 
gree in  education,  experience  in  Family  Practice 
Residency  education  and  have  extensive  experi- 
ence and  skill  in  computer  usage.  Respond  with 
letter  of  inquiry  and  CV  to  Richard  Raymond,  M.D., 
Director,  Clarkson  Family  Medicine,  4200  Douglas 
Street,  Omaha,  NE  68131.  Clarkson  Hospital  is  an 
EO  employer. 

FAMILY  PRACTICE  OPPORTUNITY;  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  |ournal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  51 5,  Ankeny,  Iowa,  50021;  1-800-729-7813. 
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“I  have  never  gotten  used 
to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 

Dr.  Aliza  Lifshitz,  Internist,  Los  Angeles,  California, 

Member.  .American  Medical  Association 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  [tiiin,  they  seek  compassion,  empa- 
thy and  support.  AIDS  patients  receive  all  of  these  and 
more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Me.xico  City's  finest  medical  schools,  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  California. 
(X'er  a third  of  htT  patients  have  tested  HIV  positive. 

Most  liv(>  below  the  poverty  level.  Many  are  illi'gal  aliens. 

“I  never  forget  wliat  it  means  to  be  a doctor,  and  what 
it  means  is  embodied  in  the  Principles  of  Medical  Etliics 
of  the  American  Medical  Association  (AMA),”  states  Dr. 
Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with  her 
m her  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  AMA  today. 

Members  of  the  AMA  are  erKX)uraged  to  join  their  stale,  coun^  and  speciafty  soaelies 


American  Medical^ssodation 

Physicians  dedicated  to  the  healllNj^^K  a ((^ 


Alexandria  Orthopaedic  Associates,  P.A 1 4 Drug/Alcohol/Emotfo/ial/Other  Health 

Army  Reserve 17  Problems 


C 


Clarkson  Hospital 4 

D 

Donley  Medical  Supply 20 

L 

Eli  Lilly  & Company 1 2,  1 3 


M 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Medical  Protective  Company 1 5 

Methodist  Hospital 2 Call 


N 


Nebraska  Beef  Council 1 8 

Norfolk  Printing  Co.,  Inc 20 


The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


P 

Palisades  Pharmaceuticals 8 

Parke  Davis 9,  lO 

Postgraduate  Medicine 1 6 

S 

St.  Paul  Fire  & Marine  Insurance  Co 3 

C.  D.  Searle 28 

U 

U.S.  Air  Force 19 

University  of  Nebraska  Medical  Center 1 1 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  control 
Single-agent  efficacy 
Well  tolerated' 

No  adverse  effects  on  total 
cholesterol,  plasnna  glucose 
levels,  renal  function,'  or 


feapMHQj^' 


•The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

t Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 


References;  1.  Data  on  file,  Searle.  2.  Edmonds  D.  Wurth  JP.  Baumgart  P.  et  ai. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy,  in:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade: 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  S.  Midtbc 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
parameters.  Am  J Cardiol.  1990:66:13I-1SI.  4.  Fagher  B.  Henningsen  N.  Huith^n  l 
et  al.  Antihypertensive  and  renal  effects  of  enaiapril  and  slow-release  verapamil 
in  essential  hypertension.  Fur  J Clin  Pharmacol.  I990:39(suppi  1):S41-S43. 

5.  Schmieder  re,  Messerii  FH.  Caravagiia  CE.  et  al.  Cardiovascular  effects  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987;7S:1030- 
1036.  6.  Midtbp  K.  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  in  hypertension.  Angioiogy.  1988:39:1025-1029. 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LIjL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg.  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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monitored  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressu 
lowering  agents  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  ah 
verapamil  administration  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effec 
on  myocardial  contractility,  AV  conduction,  and  repolarization  Combined  verapamil  and  quintdi 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided.  SKKe  signified 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  resuh  in  a lowenng 
semm  lithium  levels  or  increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  i 
monitored  carefully  Verapamil  may  increase  carbamazepine  concentrations  during  combined  ut 
Rifampin  may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearanc 
Verapamil  may  increase  serum  levels  of  cyclosporin  Verapamil  may  inhibit  the  clearance  a 
increase  the  plasma  levels  of  theophylline  Concomitant  use  of  inhalation  anesthetics  and  caku 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  m 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosa 
reduction  may  be  required  There  was  no  evidence  of  a carcinogenic  potential  of  verapai 
administered  to  rats  for  2 years  A study  in  rats  did  not  suggest  a tumorigenic  potential,  a 
verapamil  was  not  mutagenic  in  the  Ames  test  Pregnancy  Category  C There  are  no  adeqm 
and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  dunng  pregnatv 
labor,  and  delivery  only  if  clearly  needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nursi 
should  be  discontinued  during  verapamil  use 

Adverse  Reactions:  Constipation  (7  3%).  dizziness  (3  3%).  nausea  (2  7%).  hypotension  (2  51 
headache  (2  2%),  edema  (19%),  CHF,  pulmonary  edema  (1  8%),  fatigue  (1  7%),  dyspnea  (1  41 
bradycardia  HR  < 50/min  (14%),  AV  block  total  r,2',3*  (12%).  2"  and  3*  (0  8%),  ra 
(12%),  flushing  (0  6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus  T 
following  reactions,  reported  in  1 0%  or  less  of  patients,  occurred  under  conditions  where 
causal  relationship  is  uncertain  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  clair 
cation,  myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope  diarrhea,  dry  mout 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accide) 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  sympiorr 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macuk 
sweating,  urticana.  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynec 
mastia.  galactorrhea/hyperprolactinemia.  increased  urination,  spotty  menstruation,  impotence 
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LUHEN  SECONDS  COUNT...  V 


OardioVascnIar 
Center  Responds 

One  of  the  area’s  preinier  facilities  for  emergency  care  and  treatment  of 
heart  and  vascular  disease,  Methodist  CardioVasculai’  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovascular  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
experience  and  exj^ertise  respond  quickly 
and  efficiently  to  cardiovascular  emergen- 
cies. Within  minutes  they  can: 

V diagnose  a heart  attack 

V intervene  medically 

V perfoiTn  emergency  angioplasty 
or  surgery 

Comprehensive  Treatment  and 
Diagnostic  Services 

The  Cardiovascular  Center  offers  the 
latest  high-tech  diagnostic  and  treatment 
services,  including: 

V laser  and  other  atherectomy 

V angioplasty 

V color  doppler  echocardiography 

V thrombolytic  drug  treatment 

V treadmill  stress  testing  with  or  without 
SPECT  scanning 

¥ infarct-avid 

¥ Hotter  monitor  electrocardiogram 
recording  and  analysis 
¥ comprehensive  angiography 
¥ rest  and  exercise  ventricular  function 
.studies 


Cardiovascular  Fitness  Program 

The  Cardiac  Company  offers  fitness  pro- 
grams to  people  who  have  suffered  heart 
attacks,  have  a medical  lu.story  of  cardio- 
vascular problems  or  family  histoiy  of 
cardiovascular  disease.  Supeivised  by  a 
team  of  medical  experts,  the  outpatient 
program  features: 

¥ a comprehensive  health  and  physical 
fitness  analysis 

¥ individual,  supeivised  exercise 
programs  with  continuous  cai'diac 
monitoring  and  analysis 
¥ risk  factor  counseling  with  educational 
seminars 

¥ a support  group  with  social  events 


METHCXJISr  ^ 

CardkA^^scular 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  681 14 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.- 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^  '* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 
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Texas  A & M University;  1990. 
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(Document  No.  7!-l(X)3).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  E.xpert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC; 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 
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For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


STEREOTACTIC 

RADIOSURGERY 

AT  CLARKSON  HOSPITAL 


STEREOTACTIC  RADIOSllCEIIJ 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nehraska’s^^^^^^£T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reser\’e  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  ediicariiin 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
ot  your  life. 


PLEASE  CALL  YOUR  RESERVE  AMEDD  COUNSELOR: 
Major  Lonny  Honk  (913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 
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non-dues  income  from  your  purchase. 
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The  ACCUPRIL 
Single-Agent  Commitment™ 

Parke-Davis  is  confident  that  for  many  of  your  hypertensive 
patients  ACCUPRIL  will  achieve  the  decrease  in  blood  pressure 
you  expect. 

If,  in  your  medical  judgment,  your  patient  requires  a diuretic  in 
addition  to  ACCUPRIL  at  any  time  during  ACCUPRIL  therapy, 
Parke-Davis  will  refund  your  patient’s  cost  of  the  diuretic.*^ 


ONCE-A-DAYt 


quinapril  HCI  tablets  10, 20, 40  mg 


iee  tX)SAGE  AND  ADMINISTRATION  section  of  prescribing  information. 

f.  after  an  adequate  trial  of  ACCUPRIL  alone,  based  on  your  medical  judgment  as  the  prescribing  physician,  you  determine  that  your  patient  requires  the  addition  of  a diuretic. 
rke-Davis  will  refund  to  the  patient  his/her  cost  for  the  diuretic  prescription  less  any  amount  reimbursed  or  paid  for  by  an  HMO.  insurance  company,  or  any  other  plan  or  program. 

r more  details,  ask  your  Parke-Davis  Repre.sentative  or  call  1-800-955-3077. 

n some  patients,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  may 
warranted. 

XUPRIL  is  available  in  10.  20.  and  40  mg  tablets.  Usual  initial  starting  dosage  is  10  mg  once  daily. 

XUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

:ase  see  brief  summary  of  prescribing  information  on  follow  ing  page. 
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PARKE-DAVIS 


ACCUpril®  (Quinapril  Hydrochloride  Tablets) 


Accupril®  (Quinapril  Hydrochloride  Tablets) 


USE  IN  PREGNANCY 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE  inhibitors  can  cause  iniury  and  even  death  to  the 
developing  fetus.  When  pregnancy  is  delected.  ACCUPRIL  should  be  discontinued  as  soon  as  possible.  See  WARNINGS. 
^tal/Neonatal  Morbidity  and  Mortality 


excessive  tall  in  blood  pressure  because  ot  reduction  in  fluid  volume,  with  the  same  consequences  of  lightheadedness  and 
possible  syncope. 


Patients  planning  to  undergo  any  surgery  and/or  anesthesia  should  be  told  to  inform  their  physician  that  they  are  taking  » h 
inhibitor. 


Before  prescribing,  please  see  full  prescribing  information.  A brief  summary  follows. 

INDICATIONS  AND  USAGE 

ACCUPRIL  Is  indicated  tor  the  treatment  ot  hypertension.  It  may  be  used  alone  or  in  combination  with  thiazide  diuretics. 

In  using  ACCUPRIL.  consideration  should  be  given  to  the  fact  that  another  angiotensin-converting  enzyme  (ACE)  inhibitor,  cap- 
topril,  has  caused  agranulocytosis,  particularly  in  patients  with  renal  impairment  or  collagen  vascular  disease.  Available  data  are 
insufficient  to  show  that  ACCUPRIL  does  not  have  a similar  risk  (see  WARNINGS). 

CONTRAINDICATIONS 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema 
related  to  previous  treatment  with  an  ACE  inhibitor 

WARNtNGS 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and  larynx  has  been  reported  in  patients  treated  with  ACE 
inhibitors  and  has  been  seen  in  0.1%  of  patients  receiving  ACCUPRIL.  Angioedema  associated  with  laryngeal  edema  can  be  fatal. 
If  laryngeal  stridor  or  angioedema  of  the  face,  tongue,  or  glottis  occurs,  treatment  with  ACCUPRIL  should  be  discontinued  imme- 
diately. the  patient  treated  in  accordance  with  accepted  medical  care,  and  carefully  observed  until  the  swelling  disappears.  In 
instances  where  swelling  is  confined  to  the  face  and  lips,  the  condition  generally  resolves  without  treatment,  antihistamines  may 
be  useful  in  relieving  symptoms.  Where  there  Is  Involvement  of  the  longue,  glottis,  or  larynx  likely  to  cause  airway 
obstruction,  emergency  therapy  including,  but  not  limited  to,  subcutaneous  epinephrine  solution  1:1000  (0.3  to  O.S  ml) 
should  be  promptly  administered  (see  ADVERSE  REACTIDNS). 

Hypotension:  Symptomatic  hypotension  was  rarely  seen  in  uncomplicated  hypertensive  patients  treated  with  ACCUPRIL  but,  as 
with  other  ACE  inhibitors,  it  is  a possible  consequence  of  therapy  in  salt/volume  depleted  patients,  such  as  those  previously 
treated  with  diuretics  or  dietary  salt  restriction  or  who  are  on  dialysis  (see  PRECAUTIONS.  DRUG  INTERACTIONS,  and  ADVERSE 
REACTIONS).  In  controlled  studies,  syncope  was  observed  in  0.4%  of  patients  (N  = 3203);  this  incidence  was  similar  to  that 
observed  tor  captopril  (1%)  and  enalapril  (0.8%). 

In  patients  with  concomitant  congestive  heart  failure,  with  or  without  associated  renal  insufficiency.  ACE  inhibitor  therapy  may 
cause  excessive  hypotension,  which  may  be  associated  with  oliguria  or  azotemia  and.  rarely,  with  acute  renal  failure  and  death.  In 
such  patients.  ACCUPRIL  therapy  should  be  started  at  the  recommended  dose  under  close  medical  supervision.  These  patients 
should  be  followed  closely  for  the  first  2 weeks  of  treatment  and  whenever  the  dosage  of  antihypertensive  medication  is 
increased  (see  DOSAGE  AND  ADMINISTRATION), 

It  symptomatic  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and.  if  necessary,  normal  saline  may  be 
administered  intravenously.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses;  however,  lower  doses  of 
ACCUPRIL  or  reduced  concomitant  diuretic  therapy  should  be  considered, 

Neutropenla/Agranulocytosls:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  marrow 
depression  rarely  in  patients  with  uncomplicated  hypertension,  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  such  as  systemic  lupus  erythematosus  or  scleroderma.  Agranulocytosis  did  occur 
during  ACCUPRIL  treatment  in  one  patient  with  a history  of  neutropenia  during  previous  captopril  therapy.  Available  data  from 
clinical  trials  of  ACCUPRIL  are  insufficient  to  show  that,  in  patients  without  prior  reactions  to  other  ACE  inhibitors, 

ACCUPRIL  does  not  cause  agranulocytosis  at  similar  rales.  As  with  other  ACE  inhibitors,  periodic  monitoring  ot  white  blood 
cell  counts  in  patients  with  collagen  vascular  disease  and/or  renal  disease  should  be  considered 
Fetal/Neonalal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  letal  and  neonatal  morbidity  and  death  when  administered 


Hypeikaiemta:  Patients  should  be  told  not  to  use  potassium  supplements  or  salt  substitutes  containing  potassium  without 
consulting  their  physician  (sec  PRECAUTIONS). 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg.  sore  throat,  fever)  which  could  be  a s 
of  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  ACCUPRIL  is  warranted.  This  informaboriB 
intended  to  aid  in  the  safe  and  eftective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or  intended  ettect 
Drug  Interactions 

Concomitant  diuretic  therapy:  As  with  other  ACE  inhibitors,  patients  on  diuretics,  especially  those  on  recently  instituted  dw 
therapy,  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy  with 
ACCUPRIL,  The  possibility  of  hypotensive  effects  with  ACCUPRIL  may  be  minimized  by  either  discontinuing  the  diuretic  or 
cautiously  increasing  salt  intake  prior  to  initiation  of  treatment  with  ACCUPRIL.  It  it  is  not  possible  to  discontinue  the  diuretic 
starting  dose  of  quinapril  should  be  reduced  (see  DDSAGE  AND  ADMINISTRATIDN). 

Agents  increasing  serum  potassium:  Quinapril  can  attenuate  potassium  loss  caused  by  thiazide  diuretics  and  increase  senn 
potassium  when  used  alone  If  concomitant  therapy  of  ACCUPRIL  with  potassium-sparing  diuretics  (eg,  spironotetone, 
triamterene,  or  amiloride),  potassium  supplements,  or  potassium-containing  salt  substitutes  is  indicated,  they  should  be  im  I 
with  caution  along  with  appropriate  monitoring  of  serum  potassium  (see  PRECAUTIQNS), 

Tetracycline  and  other  drugs  that  interact  with  magnesium:  Simultaneous  administration  ot  tetracycline  with  ACCUPRIL 
reduced  the  absorption  ot  tetracycline  by  approximately  28%  to  37%.  possibly  due  to  the  high  magnesium  content  in 
ACCUPRIL  tablets.  This  interaction  should  be  considered  it  coprescribing  ACCUPRIL  and  tetracycline  or  other  drugs  that 
interact  with  magnesium. 

Lithium:  Increased  serum  lithium  levels  and  symptoms  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomo 
lithium  and  ACE  inhibitor  therapy.  These  drugs  should  be  co-administered  with  caution,  and  frequent  monitoring  of  serum  t 
levels  is  recommended.  If  a diuretic  is  also  used,  it  may  increase  the  risk  of  lithium  toxicity 
Dlher  agents:  Drug  interaction  studies  of  ACCUPRIL  with  other  agents  showed 

• Multiple  dose  therapy  with  propranolol  or  cimetidine  has  no  ettect  on  the  pharmacokinetics  of  single  doses  ot  ACCUPRIL 

• The  anticoagulant  effect  of  a single  dose  of  warfarin  (measured  by  prothrombin  time)  was  not  significantly  changed  by 
quinapril  coadministration  twice-daily. 

• ACCUPRIL  treatment  did  not  affect  the  pharmacokinetics  ot  digoxin, 

• No  pharmacokinetic  interaction  was  observed  when  single  doses  ot  ACCUPRIL  and  hydrochlorothiazide  were  administered 
comitantly. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertitity 

Quinapril  hydrochloride  was  not  carcinogenic  in  mice  or  rats  when  given  in  doses  up  to  75  or  100  mg/kg/day  (50  to  60bmt 
maximum  human  daily  dose,  respectively,  on  a mg/kg  basis  and  3 8 to  10  times  the  maximum  human  daily  dose  when  base 
a mg/m’  basis)  for  104  weeks  Female  rats  given  the  highest  dose  level  had  an  increased  incidence  of  mesenteric  lymph  not 
hemangiomas  and  skin/subculaneous  lipomas.  Neither  quinapril  nor  quinaprilat  were  mutagenic  in  the  Ames  bacterial  assai. 
or  without  metabolic  activation.  Quinapril  was  also  negative  in  the  following  genetic  toxicology  studies:  in  vitro  mammaliari  (' 
point  mutation,  sister  chromatid  exchange  in  cultured  mammalian  cells,  micronucleus  test  with  mice,  in  vitro  chromosomn 

ration  with  V79  cultured  lung  cells,  and  in  an  in  vivDcytogem 
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to  pregnant  women.  Several  dozen  cases  have  been  reported  in 
the  world  literature.  When  pregnancy  is  detected.  ACE  inhibitors 
should  be  discontinued  as  soon  as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters 
of  pregnancy  has  been  associated  with  fetal  and  neonatal  injury, 
including  hypotension,  neonatal  skull  hypoplasia,  anuria,  revers- 
ible or  irreversible  renal  failure,  and  death.  Oligohydramnios  has 
also  been  reported,  presumably  resulting  from  decreased  fetal 
renal  function;  oligohydramnios  in  this  setting  has  been  associ- 
ated with  fetal  limb  contractures,  craniofacial  deformation,  and 

hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also  been 
reported,  although  it  is  not  clear  whether  these  occurrences  were  due  to  the  ACE  inhibitor  exposure 
These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine  ACE  inhibitor  exposure  that  has  been  limited  to  the  first  tri- 
mester, Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the  first  trimester  should  be  so  informed. 
Nonetheless,  when  patients  become  pregnant,  physicians  should  make  every  effort  to  discontinue  the  use  ot  ACCUPRIL  as  soon 
as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no  alternative  to  ACE  inhibitors  will  be  found.  In  these  rare 
cases,  the  mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultrasound  examinations  should  be  per- 
formed to  assess  the  intraamniotic  environment. 

It  oligohydramnios  is  observed.  ACCUPRIL  should  be  discontinued  unless  it  is  considered  life-saving  for  the  mother  Contraction 
stress  testing  (CST),  a non-stress  lest  (NST),  or  biophysical  profiling  (BPP)  may  be  appropriate,  depending  upon  the  week  of 
pregnancy  Patients  and  physicians  should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after  the  fetus  has  sus- 
tained irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be  closely  observed  lor  hypotension,  oliguria,  and  hyper- 
kalemia If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion.  Exchange 
transfusion  or  dialysis  may  be  required  as  a means  of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Removal  of  ACCUPRIL,  which  crosses  the  placenta,  from  the  neonatal  circulation  is  not  significantly  accelerated  by  these  means. 
No  teratogenic  effects  ot  ACCUPRIL  were  seen  in  studies  ot  pregnant  rats  and  rabbits,  Qn  a mg/kg  basis,  the  doses  used  were  up 
to  180  limes  (in  rats)  and  one  lime  (in  rabbits)  the  maximum  recommended  human  dose, 

PRECAUTIONS 

General 

Impaired  renal  function:  As  a consequence  ot  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in  renal  function  may 
be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure  whose  renal  tunclion  may  depend  on  the  activity  ot 
the  renin-angiotensin-aldosterone  system,  treatment  with  ACE  inhibitors,  including  ACCUPRIL,  may  be  associated  with  oliguria 
and/or  progressive  azotemia  and  rarely  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and 
serum  creatinine  have  been  observed  in  some  patients  following  ACE  inhibitor  therapy.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  the  ACE  inhibitor  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored 
during  the  first  few  weeks  of  therapy. 

Some  hypertensive  patients  with  no  apparent  preexisting  renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  ACCUPRIL  has  been  given  concomitantly  with  a diuretic.  This  is 
more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduction  and/or  discontinuation  ot  any  diuretic  and/or 
ACCUPRIL  may  be  required. 

Evaluation  of  hypertensive  patients  should  always  include  assessment  of  renal  tunclion  (see  DDSAGE  AND  ADMINISTRA- 
TIDN) 

Hypeikalemia  and  potassium-sparing  diuretics:  In  clinical  trials,  hyperkalemia  (scrum  potassium  ?5.8  mmol/L)  occurred  in 
approximately  2%  of  patients  receiving  ACCUPRIL  In  most  cases,  elevated  serum  potassium  levels  were  isolated  values  which 
resolved  despite  continued  therapy  Less  than  01%  of  patients  discontinued  therapy  due  to  hyperkalemia.  Risk  factors  for  the 
development  of  hyperkalemia  include  renal  insufticiency.  diabetes  mellitus.  and  the  concomitant  use  of  potassium-sparing 
diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at  all  with 
ACCUPRIL  (see  PRECAUTIQNS,  Drug  Interactions). 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors  Characteristically,  the  cough  is  nonproductive,  persistent,  and 
resolves  alter  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  considered  as  part  of  the  differential  diagnosis 
of  cough. 

Surgery/anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 

ACCUPRIL  will  block  angiotensin  II  lormalion  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  Is  considered 
to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 


study  with  rat  bone  marrow.  There  were  no  adverse  effects  o 
tility  or  reproduction  in  rats  at  doses  up  to  100  mg/kg/d^  (E 
and  10  times  the  maximum  daily  human  dose  when  based  or 
mg/kg  and  mg/m’,  respectively) 

Pregnancy 

Pregnancy  Categories  C (first  trimester)  and  D (second  am 
third  trimesters):  See  WARNINGS.  Fetal/Neonatal  Mwfeldi 
and  Mortality 
Nursing  Mothers 

It  is  not  known  if  quinapril  or  its  metabolites  are  secreted  in 
human  milk.  Quinapril  is  secreted  to  a limited  extent,  howeve 
milk  ot  lactating  rats  (5%  or  less  of  the  plasma  drug  concentration  was  found  in  rat  milk).  Because  many  drugs  are  secreted 
human  milk,  caution  should  be  exercised  when  ACCUPRIL  Is  given  to  a nursing  mother. 

Geriatric  Use 


Elderly  patients  exhibited  increased  area  under  the  plasma  concentration  time  curve  (AUC)  and  peak  levels  for  quinapntat  csi 

in  ane  iKplf  In  ' 


pared  to  values  observed  in  younger  patients;  this  appeared  lo  relate  to  decreased  renal  function  lather  than  to  age  itself  In 
controlled  and  uncontrolled  studies  ot  ACCUPRIL  where  918  (21%)  patients  were  65  years  and  older,  no  overall  dilterences 
effectiveness  or  safety  were  observed  between  older  and  younger  patients.  However,  greater  sensitivity  of  some  older  indivxi 
patients  cannot  be  ruled  out. 

Pediatric  Use 

The  safety  and  eticcliveness  ot  ACCUPRIL  in  children  have  not  been  established 

ADVERSE  REACTIONS 

ACCUPRIL  has  been  evaluated  for  safety  In  4960  subjects  and  patients,  Ot  these,  3203  patients,  including  655  elderly  patien 
participated  in  controlled  clinical  trials.  ACCUPRIL  has  been  evaluated  lor  long-term  safety  in  over  1400  patients  treated  lor 
1 year  or  more. 

Adverse  experiences  were  usually  mild  and  transient. 

Discontinuation  of  therapy  because  ot  adverse  events  was  required  in  4.7%  ot  patients  treated  with  ACCUPRIL  in  placebo- 
controlled  hypertension  trials. 

Adverse  experiences  probably  or  possibly  related  to  therapy  or  of  unknown  relationship  to  therapy  occurring  in  1%  or  more  > 
1563  patients  in  placebo-controlled  hypertension  trials  who  were  treated  with  ACCUPRIL  are  shown  below 
Adverse  Events  in  Placebo-Controlled  Trials 


ACCUPRIL 
(N  = 1563) 
Incidence 
(Discontinuance) 

Placebo 
IN  = 579) 
Incidence 
(Discontinuance) 

Headache 

5,6  (0  7) 

10.9  (0,7) 

Dizziness 

3,9  0,8 

2 6 (0,2) 

Fatigue 

2.6  0 3 

1 0 

Coughing 

2.0  0,5 

0.0 

Nausea/^miting 

1.4  0.3 

1.9  (0  2) 

Abdominal  Pam 

1 0 (0,2) 

0.7 

Inlormalion  for  Patients 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the  consequences  of  second-  and  Ihird-trimesler  exposure 
to  ACE  inhibitors,  and  they  should  also  be  tolii  that  these  consequences  do  not  appear  to  have  resulted  from  intrauterine  ACE- 
inhibitor  exposure  that  has  been  limited  lo  the  first  trimester  These  patients  should  be  asked  lo  report  pregnancies  to  their  physi- 
cians as  soon  as  possible 

Angioedema:  Angioedema,  including  laryngeal  edema,  can  occur  with  treatment  with  ACE  inhibitors,  especially  following  the  first 
dose.  Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling  ot 
face,  extremities,  eyes,  lips,  longue,  dilliculty  in  swallowing  or  breathing)  and  lo  stop  taking  the  drug  until  they  have  consulted 
with  their  physician  (see  WARNINGS) 


Symptomatic  hypotension:  Patients  should  be  cautioned  that  lightheadedness  can  occur,  especially  during  the  first  lew  days  ot 
ACCUPRIL  therapy,  and  that  it  should  be  reported  to  a physician.  It  actual  syncope  occurs,  patients  should  be  told  to  not  take  the 


See  PRECAUTIQNS.  Cough 

Clinical  adverse  experiences  probably  or  possibly  related,  or  of  uncertain  relationship  to  therapy,  occurring  In  0 5%  to  1 0% 
(except  as  noted)  ot  the  patients  treated  with  ACCUPRIL  (with  or  without  concomitant  diuretic)  in  controlled  or  unconirolleo 
(N  = 4397)  and  less  frequent,  clinically  significant  events  seen  in  clinical  trials  or  post-marketing  experience  (the  rarer  event 
in  italics)  include  (listed  by  body  system) 

General:  back  pain,  malaise 

Cardiovascular:  palpitation,  vasodilation,  tachycardia,  heort  failure,  hyperkalemia,  myocardial  infarction,  cerebrovascular  act 

hypertensive  crisis,  angina  peclons.  orthostatic  hypotensioo.  cardiac  rhythm  disturbances 

Gastrointestinal:  dry  mouth  or  throat,  constipation,  gastrointestinal  hemorrhage  pancrealihs.  abnormal  liver  lunchon  tests 

Nervous/Psychlalric:  somnolence,  vertigo,  syncope,  nervousness,  depression 

Integumentary:  increased  sweating,  pruritus,  exiotiative  dermatitis,  pholosensilivily  reaction 

Urogenital:  acute  renal  failure 

Other:  amblyopia,  pharyngitis,  sinusitis,  bronchitis,  agranulocytosis,  thrombocytopenia 

Fetal/Neonalal  Morbidity  and  Mortality 

See  WARNINGS.  Fetel/Neonatel  Morbidity  and  Mortality. 

Angioedema:  angioedema  has  been  reported  in  patients  receiving  ACCUPRIL  (0  1%)  Angioedema  associated  with  laiynge 
edema  may  be  fatal  If  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment  with  ACCUF 
should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS) 

Clinical  Laboratory  Test  Findings 
Hematology:  (See  WARNINGS) 

Hyperkalemia:  (See  PRECAUTIONS) 

Creatinine  and  blood  urea  nitrogen:  Increases  (71.25  limes  the  upper  limit  of  normal)  in  serum  creatinine  and  blood  urea  tj . 
gen  were  observed  in  2%  and  2%.  respectively,  ot  patients  treated  with  ACCUPRIL  alone  Increases  are  more  likely  to  occur 
patients  receiving  concomitant  diuretic  therapy  than  in  those  on  ACCUPRIL  alone  These  increases  often  remit  on  continued 


drug  until  they  have  consulted  with  their  physician  (see  WARNINGS) 

All  patients  should  be  cautioned  that  inadequate  fluid  intake  or  excessive  perspiration,  diarrhea,  or  vomiting  can  lead  to  an 


'In  some  patients,  the  antihypertensive  effect  may  dimmish  toward  the  end  ot  the  once-daity  dosing  interval  In  such  patiem 
increase  in  dosage  or  twice-daily  administration  may  be  warranted  , 
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Humulin  70/30.  Convenient  and  simple  to  administer. 

No  more  mixing.  No  more  mixing  errors. 
All  of  which  makes  hving  with  diabetes  a 
httle  easier  for  patients.  And  comphance 
a lot  easier  to  achieve. 


Humulin 

70%  human  insulin  isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 

The  patient-friendly  premix 


WARNING:  Any  change  of  insulin  should  be  made  cautiously  and  only 
under  medical  supervision. 


HI-7905-B-249327  ©1992.  eli  lilly  and  company 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

[nter  into  a partnership  — a partnership 
in  patient  management. 
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A service  of  your  University  of  Nebraska  Medical  Center 
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PRESIDENT  PAGE 


On  Changing  Relations  with  the  PRO 
or  Belling  the  Cat 

D.  I LOSCHEN,  M.IX 
Presidenl 


Upon  returning  from  the  Annual  Session  at 
Omaha,  I found  myself  at  relative  peace  with 
the  world.  I felt  quite  good  about  Association 
affairs  in  general,  with  the  year's  prospects  as 
President  of  the  NMA,  and  with  the  way  things 
had  gone  at  the  Annual  Session.  Unfortunately, 
this  reverie  was  soon  to  be  rudely  shattered. 

Having  been  gone  for  four  days,  the  first  thing 
I wanted  to  do  was  to  go  through  my  mail  at  the 
clinic.  One  of  the  first  letters  I opened,  of  course, 
was  a "Dear  Dr."  letter  from  TSCN.  It  seems  I had 
committed  an  egregious  error  in  not  paying 
enough  attention  to  the  serum  potassium  level 
of  an  unfortunate  terminally  ill  individual  in  our 
"swingbed"  facility,  resulting  in  a "potential  qual- 
ity concern  of  severity  level  H".  the  letter  was 
signed,  of  course,  by  a Lincoln  internist  (a  true 
"peer")! 

As  a "Skilled  Nursing  Facility  within  a PPS 
(Prospective  Payment  System)  hospital",  a 
swingbed  facility  in  a rural  hospital  is  subject  to 
a quality  review  of  5%  of  its  patient  discharges. 
A hospital  must  be  50  beds  or  less  before  it  can 
qualify  for  the  "swingbed"  concept  of  patient 
care.  This  is  another  example  of  how  rural 
physicians  are  selectively  scrutinized  more 
closely  by  the  PRO  than  their  urban  counter- 
parts. 

The  irony  of  it  all  lies  in  the  fact  that,  although 
I see  my  "swingbed"  patients  daily,  exactly  as  I 
do  my  "acute"  hospitalized  patients,  I perform 
this  service  largely  gratis,  inasmuch  as  Medicare 
will  reimburse  for  only  one  physician  visit  per 
week  in  such  a unit.  At  least  I won't  lose  much 
if  the  only  sanction  I receive  is  that  I will  need  to 
pay  back  Medicare  reimbursement,  since  there 
wasn't  any  reimbursement  in  the  first  place. 

As  a rural  primary  care  physician,  I have  over 
the  years  strived  to  avoid  being  caught  up  in 
paranoid  ideations  about  being  treated  in  a 
cavalier  fashion  by  government  regulators  and 
bureaucrats.  That  posture  is  becoming  harder 
and  harder  to  maintain.  I am  sure  that  I must 
have  many  "peers"  in  rural  practice  that  can 


Darroll  J.  l.oschen,  M.D. 


identify  with  the  sinking  feeling  I have  when  I 
receive  a letter  with  the  TSCN  logo.  Unfortu- 
nately, these  individuals  have  not  been  forth- 
coming in  identifying  themselves  to  the  NMA. 
As  a result,  we  do  not  have  a good  knowledge 
base  on  the  extent  of  the  problem.  I know  from 
speaking  with  any  number  of  physicians  through- 
out the  state  that  a problem  exists. 

The  TSCN  spokespersons  deny  that  there  is 
any  bias  in  their  quality  review  of  rural  vs  metro- 
politan physicians.  Whether  intended  or  not,  I 
perceive  that  rural  primary  care  physicians  ^ 
reviewed  more  often,  if  not  more  closely,  than 
their  metropolitan  counterparts.  Admittedly,  this 
may  be  as  much  a result  of  HCFA  mandates 
than  conscious  selective  actions  on  behalf  of 
TSCN,  but  the  end  result  is  the  same.  Rural 
physicians,  especially  those  in  very  small  com- 
munities with  very  small  hospitals,  are  particu- 
larly vulnerable  to  spurious  and  capricious  qual- 
ity review.  There  is  simply  not  the  availability  of 
administrative  personnel  whose  job  it  is  to  as- 
sure all  the  appropriate  "generic  quality  screen" 
issues  are  addressed,  to  say  nothing  of  the 
relative  unavailability  of  specialty  consultation 
for  elderly  Medicare  beneficiaries  in  these  small 
com  munities. 

The  NMA  has  two  committee  structures  in 
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place  for  dealing  with  PRO  issues:  the  PRO 
Overview  Committee,  chaired  by  Dr.  Herbert 
Hartman  of  Omaha,  and  the  PRO  Grievance 
Committee,  chaired  by  Dr.  John  Sage,  also  of 
Omaha.  These  committees  have  worked  hard 
on  behalf  of  the  Association  to  attempt  to 
identify  the  scope  of  TSCN  activities,  and  how 
these  activities  might  be  affecting  the  delivery  of 
health  care  in  the  state,  particularly  in  rural 
areas.  Their  effectiveness,  however,  has  been 
limited  by  the  apparent  unwillingness  of  the 
majority  of  Association  members  to  share  their 
PRO  experiences. 

This  reticence  on  behalf  of  rural  physicians, 
particularly,  is  understandable.  No  one  wants  to 
share  their  "dirty  laundry",  however  inappropri- 
ate the  quality  challenges  might  be.  But,  and 
most  importantly,  physicians  facing  PRO  chal- 
lenges are  understandably  concerned  about 
"making  waves",  thereby  subjecting  themselves 
to  further  and  more  frequent  "quality"  review 
issues.  At  the  very  least  this  "intensified"  review 
is  a logistical  nightmare;  at  worst,  it  has  caused 
some  rural  physicians  in  the  state  to  leave  their 
practices.  This  is  not  to  imply  that  TSCN  is 
intentionally  punitive  in  its  quality  review  pro- 
cess, but  I am  convinced  that  there  is  the 
perception  among  physicians  (particularly  rural 
physicians)  that  such  a punitive  attitude  does,  in 
fact,  exist. 

In  order  to  give  these  NMA  committees 
some  better  data,  and  a better  appreciation  of 
the  specifics  of  the  quality  review  issues  be- 
tween physicians  and  TSCN,  I propose  the 
following  mechanism.  Each  time  a physician 
responds  to  a quality  challenge  from  TSCN,  he/ 


she  should  send  a copy  of  this  response  to  the 
NMA  PRO  Overview  Committee  at  the  Asso- 
ciation office  in  Lincoln.  I do  not  mean  only 
those  instances  where  the  challenge  seems 
arbitrary  and  capricious,  but  ^ responses.  In 
order  to  avoid  compromising  patient  confiden- 
tiality, I would  caution  all  members  who  re- 
spond to  this  challenge  to  completely  block  out 
all  patient  identification  names  and  numbers  in 
their  response  letter  and  in  whatever  other 
documentation  is  sent  to  the  NMA.  I would  also 
encourage  members  to  add  to  the  bottom  of 
their  PRO  correspondence  the  statement  "cc: 
NMA  PRO  Overview  Committee". 

If  the  membership  will  respond  to  this  re- 
quest, I think  the  benefits  will  be  twofold:  (1)  it 
will  provide  the  NMA  with  a better  data  base  on 
exactly  what  sort  of  quality  issues  are  really 
being  addressed  by  the  PRO;  and  (2)  it  will  make 
the  PRO  aware  that  their  activities,  also,  are 
being  reviewed  by  their  "peers". 

Perhaps  my  paranoia  is  showing  as  I grow 
older,  but  in  speaking  with  physicians  from 
other  states,  it  is  apparent  to  me  that  TSCN,  in 
both  their  Iowa  and  their  Nebraska  contracts,  is 
considered  to  be  one  of  the  more  aggressive 
PRO'S  in  the  country.  This,  admittedly,  is  difficult 
to  document,  but  I don't  hear  concerns  from 
colleagues  in  most  other  states  that  come  close 
to  the  concerns  I hear  from  our  own  colleagues 
in  Nebraska  and  Iowa. 

There  are  plenty  of  impediments  to  the  deliv- 
ery of  health  care  in  rural  Nebraska  which  we 
can't  do  anything  about.  I think,  however,  that 
here  is  one  that  the  NMA  has  the  structure  and 
the  will  to  effectively  address. 
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SUMMARY 

The  recent  results  of  two  major  multicenter 
trials,  ECST  (European  Carotid  Surgery  Trialists') 
and  NASCET  (North  American  Symptomatic 
Carotid  Endarterectomy  Trial),  show  benefit  of 
carotid  endarterectomy  for  patients  with  recent 
(4-6  months),  nondisabling,  carotid  distribution, 
cerebral  ischemic  events  (hemispheric  and  reti- 
nal TIA  or  stroke)  and  ipsilateral  severe  (70- 
99%)  carotid  stenosis  provided  that  per- 
ioperative mortality  remains  low.  ECST,  in  ad- 
dition, failed  to  demonstrate  the  benefit  of 
surgery  for  patients  with  mild  stenosis  (0-29%). 
The  comparisons  between  the  studies  in  re- 
gards to  methodology,  measurements,  and 
complications  are  discussed. 

TWO  major  studies  of  carotid  en- 
darterectomy in  stroke  preven- 
tion were  published  in  1991. 
The  results  of  both  were  released  to  the  general 
public  on  the  same  day,  February  21,  1991. 
Warlow  conducted  the  European  Carotid  Sur- 
gery Trialists'  study  (ECST)  sponsored  by  the 
Medical  Research  Council  (MRC),  and  Barnett 
steered  the  North  American  Symptomatic  Ca- 
rotid Endarterectomy  Trial  (NASCET)  supported 
by  the  National  Institutes  of  Health.  The  former 
was  published  in  Lancet,’  and  the  latter  in  New 
England  Journal  of  Medicine.^  Recruitment  of 
patients  was  initiated  in  1981  for  the  European 
(80  centers  in  14  European  countries),  and  in 
1 988  for  the  North  American  study  (50  centers 
in  the  United  States  and  Canada). 

Carotid  surgery  was  introduced  in  1 954  with 
the  intention  of  preventing  ischemic  strokes 
distal  to  carotid  stenosis.^  Between  1971  and 
1985  the  number  of  patients  undergoing  this 
procedure  rose  from  15,000  to  107,000  in 
American  hospitals  excluding  Veterans  Affairs 
institutions.'*  No  clinical  trial  had  shown  un- 
equivocal benefit  of  the  procedure.  The  debate 


about  who  would  benefit  from  the  surgery 
continued  for  almost  40  years."*' 

The  management  of  asymptomatic  patients  with 
carotid  stenosis  remains  under  close  scrutiny. 

14,15,  16,  17,  18 

The  major  goal  of  these  two  studies  (NASCET 
and  ECST)  was  an  assessment  of  the  effect  of 
carotid  endarterectomy  (CE)  on  the  reduction 
of  the  number  of  strokes  and  deaths  following 
recent,  nondisabling,  cerebrovascular  ischemic 
events  (hemispheric  or  retinal  TIAs  or  infarcts) 
associated  with  ipsilateral  carotid  stenosis.  The 
time  limit  following  the  ischemic  event  to  be 
eligible  in  the  study  was  established  at  6 months 
in  the  ECST  and  4 months  (120  days)  in  the 
NASCET.  The  mean  follow  up  was  almost  3 
years  in  the  European,  and  an  average  of  18 
months  in  the  North  American  study.  Only  the 
strokes  that  lasted  more  than  24  hours  were 
countable  as  outcome  events  for  NASCET,  con- 
trary to  7 days  required  in  ECST.  The  surgeons 
were  carefully  chosen  in  both  studies  to  dem- 
onstrate an  ability  to  achieve  a lower  30-day 
perioperative  morbidity  and  mortality  (<6%) 
than  shown  in  community  surveys. 

One  of  the  eligibility  criteria  at  entry  was  an 
assessment  of  the  degree  of  stenosis  in  all 
patients  by  a selective  conventional  cerebral 
angiogram.  The  methods  of  measurement  of 
the  luminal  stenosis  were  distinctly  different 
between  the  studies.  According  to  the  NASCET, 
the  percent  of  luminal  linear  stenosis  was  de- 
rived as  a ratio,  gauging  the  diameter  of  the 
narrowest  lumen  against  the  diameter  of  the 
normal  artery  beyond  the  carotid  bulb  and 
disease  distally  (Figure  1).  In  the  ECST  , al- 
though not  stated  in  their  paper,  the  denomina- 

‘Address  correspondence  and  reprint  requests  to:  Andrew 
P.  Casecki,  M.D.,  Clinical  Fellow,  The  John  P.  Robarts  Research 
Institute,  100  Perth  Drive,  P.O.  Box  5015,  London,  Ontario 
N6A  5K8,  Canada. 
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FIGURE  1 

Patients  included  in  NASCET  had  70%  to  99%  stenosis  as 
measured  by  the  method  shown  in  this  diagram  of  the 
carotid  bifurcation.  If  more  than  one  view  were  available, 
the  view  showing  the  greatest  degree  of  stenosis  was 
used.  In  the  following  formula,  the  numerator  (N)  is  the 
diameter  at  the  site  of  greatest  narrowing,  and  the  de- 
nominator (D)  is  the  diameter  of  the  normal  artery  be- 
yond the  diseased  segment.  The  percentage  of  stenosis 
in  the  example  shown  is  50%  (From  Barnett  HJM:  Stroke 
prevention  by  surgery  for  symptomatic  disease  in  carotid 
territory.  In  Barnett  HJM,  Hachinski  VC  (eds):  Cerebral 
ischemia;  Treatment  and  prevention.  Neurol  Clin  1992; 
10:281-292;  with  permission). 


tor  which  was  utilized  was  the  presumed  origi- 
nal diameter  of  the  carotid  bulb.  This  method 
may  be  more  prone  to  interobserver  variability. 
Subsequently,  the  patients  were  stratified  into 
the  groups  based  upon  the  angiographic  de- 
gree of  luminal  stenosis.  Three  strata  were 
analysed,  mild,  0-29%;  moderate,  30-69%;  and 
severe,  70-99%  in  the  ECST  and  two,  30-69% 
and  70-99%,  for  the  NASCET.  The  European 
study  released  the  results  for  mild  and  severe 
group,  and  the  NASCET,  having  no  mild  group, 
for  the  severe  group  only.  Over  the  preceding 
10  years  778  patients  in  the  severe  (70-99%) 
group  were  randomized  in  the  European,  and 
over  a three  year  period  659  patients  in  the 
North  American  study.  374  patients  were  allo- 
cated into  the  mild  group  in  the  ECST.  No 
results  can  be  claimed  as  yet  for  patients  in 
either  study  with  moderate  stenosis,  and  both 
trials  are  continuing  for  this  group. 
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TABLE  1 

Comparative  analysis  of  the  results  between  NASCET 
and  ECST  in  the  severe  stenosis  (70-99%)  group. 


SEVERE  STENOSIS  (70-99%)  GROUP  RESULTS 
NASCET  ECST 

AGE 

65  tmeoianl 

62.2  (mean) 

MUMBE3  OF 
PATIENTS 

659 

773 

DE.ATH  OR  SEVERE 
PERIOPERATIVE 
STROKE  (within  30  days 
of  surqervi  1 

2.7  % 

3.7  % 

ALL  PERIOPERATIVE 
STROKE  OR  DEATH 
(within  30  days  of 
suroarv) 

5.3  % 

7.5  % 

ABSOLUTE 
OIFFERE.NCE 
BETWEEN  SURGICAL 
AMD  MEDICAL  GROUP. 
BENEFITING 
SURGERY  - ANY 
IPSILATERAL  STROKE 

17%  (AFTER  2 
YEARS) 

1 4 % (A.R'ER  3 YEARS) 

ABSOLUTE 
DIFFERENCE 
BETV/EEN  SURGICAL 
AND  MEDICAL  GROUP. 
BENEFITING 
SURGERY- MAJOR  OR 
FATAL  IPSILATERAL 
STROKE 

10.5  % (AFTER  2 
YEARS- 

7.3  % (AFTER  3 
YEARS) 

ABSOLUTE 
DIFFERENCE 
BETWEEN  surgical 
AND  MEDICAL  GROUP. 
BENEFITING 
SURGERY-  ANY 
MAJOR  OR  FATAL 
STROKE 

9.4%  (AFTER  2 
YEARS) 

5 % (AFTER  3 YEARS) 

ABSOLUTE 
DIFFERE.NCE 
BETWEEN  SURGICAL 
AND  medical  group. 
BENEFITING 
SURGERY. ANY 
MAJOR  STROKE  OR 
DEATH 

1 5 % (AFTER  2 YEARS) 

9.6  % (AFTER  3 
YEARS) 

The  results  of  both  trials  indicate  unequivo- 
cal benefit  of  CE  in  patients  with  severe  (70- 
99%)  carotid  stenosis.  The  summary  of  results 
in  this  group  is  presented  in  the  table.  The  gains 
in  the  risk  reduction  are  higher  in  NASCET  than 
ECST,  despite  shorter  follow-up  period  and  prob- 
ably due  to  the  inclusion  of  some  patients  that 
NASCET  would  have  designed  as  moderate. 
The  perioperative  mortality  and  stroke  morbid- 
ity were  higherin  ECST  than  in  NASCET.  Should 
the  perioperative  stroke  and  death  complica- 
tions approach  10  percent  (instead  of  5.8  in 
NASCET  and  7.5  in  ECST),  the  benefit  of  CE 
would  have  vanished  in  both  studies.  There- 
fore, CE  must  be  performed  by  surgeons  with 
validated  skill.  It  needs  to  be  emphasized  that 
the  results  of  both  studies  do  not  apply  to 
asymptomatic  patients. 

The  discrepancies  in  the  method  of  the  lumi- 
nal stenosis  measurements  may  have  played  a 
role  in  the  final  results  as  the  degree  of  the  linear 


stenosis  to  some  extent  was  overestimated  by 
ECST  by  comparison  with  NASCET.  Thus,  a 
severe  stenosis  estimated  by  the  ECST  criteria 
could  be  called  moderate  by  NASCET.  Be- 
cause of  the  declining  benefit  of  surgery  as  the 
degree  of  stenosis  diminishes  (the  patients  with 
70-79%  benefited  less  than  those  with  80-89% 
or  90-99%  in  the  NASCET),  the  inclusion  of  this 
group  of  less  severe  (but  included  in  the  severe 
ECST  group)  will  dilute  the  benefit. 

Despite  the  methodological  differences,  both 
studies  (ECST  and  NASCET)  show  the  beneficial 
effect  of  carotid  endarterectomy  in  patients 
with  recent  (4  and  6 months),  carotid  distribu- 
tion, nondisabling  ischemic  stroke,  transient 
ischemic  attack  (hemispheric  or  retinal),  or  reti- 
nal infarction,  associated  with  severe  (70-99%) 
carotid  stenosis.  The  results  relate  to  the  ischemic 
events  up  to  4-6  months  prior  to  surgery  and 
the  studies  do  not  provide  an  optimal  manage- 
ment for  patients  with  more  remote  events. 
Endarterectomy  is  not  beneficial  for  patients 
with  mild  (0-29%)  stenosis,  according  to  the 
ECST.  Asymptomatic  patients  were  not  in- 
volved in  these  trials  and  no  conclusions  should 
be  made  in  this  category.  Both  studies  are  still 
underway  to  determine  efficacy  of  CE  in  pa- 
tients with  moderate  (30-69%)  stenosis.  The 
cooperation  of  the  medical  profession  is  re- 
quired to  ensure  the  earliest  possible  comple- 
tion of  this  important  evaluation  of  a common 
strategy  to  prevent  stroke. 


REFERENCES 

1 . European  Carotid  Surgery  T rialists'  Collaborative 
Croup.  MRC  European  Carotid  Surgery  Trial:  interim 
results  for  symptomatic  patients  with  severe  (70-99  %)  or 
with  mild  (0-29%)  carotid  stenosis.  Lancet  1991;337:1 235- 
1243. 

2.  North  American  Symptomatic  Carotid  Endar- 
terectomy Trial  Collaborators.  Beneficial  effect  of  carotid 
endarterectomy  in  symptomatic  patients  with  high-grade 
carotid  stenosis.  N Engl  J Med  1991, 325:445453. 

3.  Eastcott  EHHG,  Pickering  GW,  Rob  CG.  Recon- 
struction of  intenal  carotid  artery  in  a patient  with  inter- 
mittent attacks  of  hemiplegia.  Lancet  1954;2:994-996. 


4.  Pokras  R,  Dyken  Ml.  Dramatic  changes  in  the 
|)orformance  of  endarterectomy  for  diseases  of  the  ex- 
tracranial arteries  of  the  head.  Stroke  1 988;  1 9:1 289- 
1290. 

4.  Bauer  RB,  Meyer  JS,  Fields  WS,  et  al.  Joint  study 
of  extracranial  arterial  occlusion.  III.  Progress  report  of 
long-term  survival  in  f)atients  with  and  without  operation. 
JAMA  1969;208:509-518. 

5.  fields  WS,  Mastenikow  V,  Meyer  JS,  et  al.  Joint 
study  of  extracranial  artery  occlusion.  V.  Progress  report 
of  prognosis  following  surgery  or  nonsurgical  treatment 
for  transient  cerebral  ischemic  attacks  and  cervical  ca- 
rotid artery  lesions  JAMA  1970;211:1993-2003. 

6.  Ziegler  DK.  Carotid  lesions  - to  operate  or  not 
0|)erato.  Curr  Concepts  Cerebr  Dis  1983;15:7-10. 

7.  Callow  AD,  Caplan  LR,  Correll  JW,  Fields  WS, 
Moore  WS,  Robertson  JT,  Toole  JF.  Carotid  Endar- 
terectomy: What  is  its  current  status?.  Am  J Med 
1988;85:835-838. 

8.  Committee  on  Elealth  Care  Issues,  American  Neu- 
rological Association.  Does  carotid  endarterectomy  de- 
crease stroke  and  death  in  patients  with  transient  ischemic 
attacks?.  Ann  Neurol  1 987;22:72-76. 

9.  Cebul  RD,  Whisnant  JP.  Carotid  endarterectomy. 
Ann  Int  Med  1989;111:660-670. 

10.  Sundt  Jr  EM,  Whisnant  JP,  Houser  OW,  Fode  NC. 
f^rospective  study  of  the  effectiveness  and  durability  of 
carotid  endarterectomy.  Mayo  Clin  Proc  1990;65:625- 
635. 

11.  Patterson  REI.  Can  carotid  endarterectomy  be 
justified?  Yes.  Arch  Neurol  1987;44:651-654. 

12.  A Veterans  Administration  Cooperative  Study. 
Role  of  carotid  endarterectomy  in  asymptomatic 
carotid  stenosis.  Stroke  1986;17:534-539. 

1 3.  Mayberg  MR,  Wilson  SE,  Yatsu  F,  Weiss  DC,  et  al 
for  the  Veterans  Affairs  Cooperative  Studies  Program  309 
Trialists  Group.  Carotid  endarterectomy  and  prevention 
of  cerebral  ischemia  in  symptomatic  carotid  stenosis. 
JAMA  1991;266:3289-3294. 

14.  Moore  WS,  Boren  C,  Malone  JM,  Goldstone  J. 
Asymptomatic  carotid  stenosis.  Immediate  and  longterm 
results  after  prophylactic  endarterectomy.  Am  J Surg 
1979;138:228-233. 

15.  Levin  SM,  Sondheimer  FK,  Levin  JM.  The  con- 
tralateral diseased  but  asymptomatic  carotid  artery:  to 
operate  or  not?  Am  J Surg  1980;140:203-205. 

16.  Meissner  I,  Wiebers  DO,  Whisnant  JP,  O'Fallon 
WM.  The  natural  history  of  asymptomatic  carotid  artery 
occlusive  lesions.  JAMA  1987;258:2704-2707. 

1 7.  The  Asymptomatic  Carotid  Atherosclerosis  Study 
Croup:  Study  design  for  randomized  prospective  trial  of 
carotid  endarterectomy  for  asymptomatic  atherosclero- 
sis. Stroke  1989;20:844-849. 

18.  The  Casanova  Study  Croup.  Carotid  Surgery 
Versus  Medical  Therapy  in  Asymptomatic  Carotid  Stenosis. 
Stroke  1991;22:1229-1235. 


June  1992  Nebraska  MedicalJournal  123 


ORIGINAL  ARTICLE 


Regression  and  Stabilization  of  Coronary  Artery  Lesions 
Angiographic  trials  move  beyond  the  NCEP  Treatment  Guidelines 

‘LAURENCE  W.  V.  DeBOER,  M.D.  LAURA  I.  VAILAS,  M,S.,  R.D. 

Associate  Professor  of  Medicine  Cociirector  of  the  Atherosclerotic  Regression  Study 

University  of  Nebraska  Medical  Center  University  of  Wisconsin 


CORONARY  artery  disease  ac- 
counts for  or  approximately 
half  of  all  deaths  in  the 
United  States.  Many  large  epidemiological  stud- 
ies have  demonstrated  a convincing  a relation- 
ship between  blood  cholesterol  levels  and  the 
occurrence  of  coronary  events.  For  example,  in 
Framingham’  a large,  continuing  population- 
based  study  demonstrates  a strong  relationship 
between  blood  cholesterol  and  coronary  heart 
disease.  Further,  the  risk  from  elevated  choles- 
terol is  present  after  the  data  adjusted  for  sex, 
age,  blood  pressure,  smoking  and  diabetes. 
Each  1 percent  increase  in  cholesterol  is  associ- 
ated with  a 2 percent  increased  risk  for  coronary 
disease.  The  major  lipoprotein  responsible  for 
this  increased  risk  is  LDL  cholesterol.  Levels  of 
HDL  cholesterol,  in  contrast,  were  inversely 
related  to  risk  of  developing  coronary  disease.  ^ 

EPIDEMIOLOGICAL  EVIDENCE 

The  Lipid  Research  Clinics  Coronary  Primary 
Prevention  Trial  (LRC-CPPT)  also  found  a strong 
correlation  between  coronary  events  and  blood 
cholesterol.  In  addition,  coronary  events  were 
reduced  when  cholesterol  was  lowered  with 
cholestyramine. The  Multiple  Risk  Factor 
Intervention  Study  (MrFIT)  studied  35,000  pa- 
tients, a population  sufficiently  large  to  relate 
coronary  events  and  blood  cholesterol  on  a 
continuous  basis. ^ 

These  studies  and  similar  evidence  were  suf- 
ficiently strong  that  the  National  Cholesterol 
Education  Program  (NCEP)  formed  national 
guidelines^  to  focus  on  the  diagnosis  and  treat- 
ment of  elevated  low  density  lipoproteins  (LDL). 
The  NCEP  recommends  all  adults  have  a screen- 
ing blood  cholesterol  determination.  Those  who 
have  blood  cholesterol  greater  than  240,  and 
anyone  with  significant  risk  factors  for  coronary 
disease  (see  Table  1)  and  whose  total  blood 
cholesterol  is  between  220  and  240  should 
have  triglycerides  and  FfDL  cholesterol  mea- 
sured so  LDL  cholesterol  can  be  determined  by 
calculation  using  the  formula  LDL  = Total  cho- 


TABLE  1 

Established  risk  factors  for  coronary  disease 
Male 

Family  history  of  CHD  in  members  below  the  age  of  55 

Hypertension 

Cigarette  smoking 

Diabetes  mellitus 

Obesity  (30%  above  ideal  weight) 

HDL  under  35  mg/dl 

lesterol  - HDL  cholesterol  - 1/5  x triglycerides.'' 
(This  formula  is  not  valid  when  triglycerides 
exceed  400).  (See  Table  2) 

ANGIOGRAPHIC  TRIALS 

Epidemiologic  studies,  however,  are  limited 
because  of  the  large  number  of  patients  and 
extended  time  necessary  to  establish  even  simple 
relationships.  Methods  using  surrogate  end 
points  accomplish  the  same  goals  with  smaller 
numbers  of  subjects.  One  approach  is  to  study 
the  fate  of  coronary  lesions  using  quantitative 
coronary  angiography.  This  allows  detailed  ex- 
amination of  the  effects  of  treatment  in  patients 
with  coronary  disease.  A review  of  studies  using 
these  technique  suggests  that  a vigorous  ap- 
proach to  elevated  blood  cholesterol  may  arrest 
coronary  disease  and  may  even  result  in  regres- 
sion of  coronary  lesions.  In  the  early  1980's, 
several  small  angiographic  studies  suggested 
the  potential  for  slowing  progression  of  coro- 
nary disease  by  lowering  blood  cholesterol. 
The  largest  study  of  this  era  was  the  National 
Heart  Lung  Blood  Institute  Type  II  Coronary 
Intervention  Study.  Patients  with  elevated 
cholesterol  were  treated  with  either  diet  and 
placebo  or  diet  plus  cholestyramine.  Coronary 
arteriograms  were  performed  at  baseline  and 
after  five  years  of  treatment.  Fifty  seven  pla- 
cebo-treated and  fifty  nine  cholestyramine- 
treated  patients  were  studied.  Cholestyramine 
reduced  total  cholesterol  from  310  to  256  mg/ 
dl.  LDL  cholesterol  was  reduced  from  242  to 

*All  correspondence,  reprint  requests  and  questions  should  be 
addressed  to  Dr.  DeBoer,  Associate  Professor  of  Medicine,  Univer- 
sity of  Nebraska  Medical  Center,  Omaha,  NE  68198. 
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TABLE  II 

Summary  of  NCEP  Guidelines 


1 DL  cholesterol 
<130  mg/dl 

Risk 

low 

Treatment 

Diet  and  risk  information 
Recheck  LDl  in  5 years 

1 30-1 59  mg/dl 

moderate:  no 
risk  factors 
moderate; 
presence  of 
CAD  vascular 
disease  or  two 
risk  factors 

Diet  and  risk  information 
Recheck  LDl  in  1 year 
Reduce  LDl  to  less  than 
1 30  mg/dl 

over  160  mg/dl 

High  risk; 

no  CAD  nor  vascular 
disease  and  no 
risk  factors 

Reduce  LDL  <160  mg/dl 

High  risk;  CAD 
or  risk  factors 

Reduce  LDL  under 
1 30  mg/dl 

178  mg/dl,  and  HDL  cholesterol  increased 
slightly  from  38  to  41  mg/dl.  The  results  of  this 
study  were  inconclusive.  While  there  was  no 
overall  difference  in  the  two  groups,  a benefit 
was  seen  in  those  lesions  judged  to  be  severe. 
These  lesions  progressed  significantly  less  in  the 
treated  group  than  in  the  placebo  group. 

The  Cholesterol  Lowering 
Atherosclerosis  Study  (CLAS) 

Published  in  1 987,  the  Cholesterol  Lowering 
Atherosclerosis  Study  (CLAS)  done  by  Dr. 
Blankenhorn  at  USC  provided  thefirst  unequivo- 
cal evidence  that  aggressive  treatment  of  el- 
evated cholesterols  could  slow  or  even  reverse 
atherosclerosis.'^  The  CLAS  study  was  confined 
to  middle  aged,  non-smoking  men  with  previ- 
ous bypass  surgery.  Patients  were  instructed  on 
a fat  restricted  diet  (26%  or  less  of  total  calories 
from  fat).  One  group  was  treated  with  placebo, 
the  other  treated  with  nicotinic  acid  and 
colestipol.  Nicotinic  acid  doses  were  titrated 
upwards  until  desired  decreases  in  total  choles- 
terol were  seen  or  until  the  patient  became 
intolerant  of  the  drug.  Patients  received  be- 
tween 3 to  12  grams  of  nicotinic  acid  a day 
along  with  30  grams  of  colestipol  in  divided 
doses.  Fat  was  then  further  restricted  in  the 
treatment  group  to  only  22%  of  total  calories. 
This  treatment  resulted  in  a 26%  fall  in  total 
cholesterol  (from  246  to  180  mg/dl)  a 47% 
reduction  in  LDL  cholesterol  (from  171  to  91 
mg/dl) , and  a 37%  increase  in  HDL  cholesterol 
(from  45  to  61  mg/dl).  Progression  of  coronary 
disease  was  monitored  by  coronary  arterio- 
graphy performed  at  baseline  and  after  two 
years.  Two  observers,  blinded  as  to  treatment 
and  to  temporal  sequence  of  angiographicfilms, 


scored  each  lesion  and  judged  which  angiogram 
was  clinically  the  better  of  the  pair.  Computer 
quantitation  was  also  performed,  but  the  results 
as  yet  have  not  been  published.  Regression  of 
coronary  lesions  was  seen  in  1 7%  of  the  treated 
patients,  but  was  seen  in  only  2.4%  of  the 
control  group,'^  (Figure  1 ).  In  an  extension  study 
(CLAS-II),  coronary  arteriography  was  repeated 
at  four  years  of  treatment.  The  benefit  of 
treatment  extended  throughout  this  interval,'^ 
(Figure  2). 


Diet-Placebo  Niacin-Colestipol 

FIGURE  1 

Results  of  the  CLAS  study  are  shown  for  control  patients 
on  the  left  and  for  treated  patients  on  the  right.  Treat- 
ment with  niacin  and  colestipol  reduced  the  percentage 
of  patients  who  had  progression  and  increased 

the  percentage  of  patients  who  remained  stable  c=i 
and  who  had  regression  ezd. 

The  CLAS  Study  demonstrated  significant 
benefit  when  LDL  cholesterol  was  lowered  and 
HDL  cholesterol  raised  using  large  doses  of 
nicotinic  acid  in  combination  with  colestipol.  In 
contrast,  patients  receiving  a diet  in  which  fat 
provided  only  26%  of  total  calories  showed 
progression  of  coronary  lesions  in  60%  of  pa- 
tients. While  treatment  resulted  in  significant 
benefit  in  saphenous  vein  grafts,  these  effects 
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were  less  marked  than  the  changes  seen  in 
native  coronary  arteries  (Figure  2).  Thus,  while 
diet  alone  may  be  helpful,  drugs  may  be  re- 
quired. It  should  be  noted  that  1 0 percent  of  the 
treated  patientswere  intolerant  of  nicotinic  acid 
and  side  effects  were  not  uncommon.’^ 

New  Lesions  after 


FIGURE  2 

After  four  years,  new  lesions  were  more  common  both 
in  saphenous  vein  graft  and  in  the  native  coronaries  of 
patients  who  were  in  the  control  group  of  the  CLAS- 

II  extension  study  in  comparison  with  treated  patients 

The  Familial  Atherosclerosis 
Treatment  Study  (FATS) 

Subsequent  to  CLAS  came  a report  by  Greg 
Brown  from  the  University  of  Washington.’'* 
The  Familial  Atherosclerosis  Treatment  Study 
(FATS)  evaluated  146  men  with  elevated  apo  B 
lipoproteins  (exceeding  125  mg/dl).  Patients 
were  divided  into  three  treatment  groups: 
1 ) placebo  and  the  American  Heart  Associa- 
tion Step  II  Diet;  2)  diet  with  the  addition  of 
niacin  4-6  gms  per  day  and  colestipol  15-30 
gms  per  day;  or,  3)  diet  plus  lovastatin  20  mg 
twice  daily  and  colestipol  15-30  gms  per  day. 
Niacin  treatment  in  this  study  resulted  in  a 32% 
decrease  in  LDL  and  a 43%  increase  in  HDL. 
These  changes  are  somewhat  more  modest 
than  achieved  in  CLAS  because  less  drug  was 
used.  The  lovastatin  and  colestipol  regimen 
achieved  a 46  percent  decrease  in  LDL  choles- 
terol and  a 15  percent  increase  in  HDL. 

To  quantitate  the  severity  of  atherosclerosis, 
photographic  enlargements  of  coronary 
arteriograms  were  made  of  the  baseline  studies 
and  following  2 1/2  years  of  treatment.  Stenotic 
areas  were  traced  manually,  and  computerized 
calipers  were  used  to  determine  minimal  lumi- 
nal stenosis.  Both  drug  combinations  signifi- 
cantly decreased  average  coronary  stenosis. 
Whereas  diet  treated  patients  showed  a 2.1  + 
3.9  percent  increase  in  percent  stenosis. 


lovastatin-colestipol  treated  patients  showed  a 
-0.7  + 5.3  percent  decrease  in  stenosis  and  the 
niacin-colestipol  treated  patients  showed  a -0.9 
+ 3.0  percent  decrease  in  minimum  stenosis 
diameter.  While  the  changes  seem  small,  al- 
most trivial,  this  percentage  represents  the  aver- 
age of  9 proximal  coronary  segments,  many  of 
which  did  not  have  disease.  The  FATS  Study 
confirms  the  CLAS  findings,  and  in  addition, 
shows  that  lovastatin  in  combination  with 
colestipol  also  has  beneficial  effects  on  coro- 
nary lesions.  Interestingly,  although  the  study 
groups  were  small,  there  was  a statistically 
significant  reduction  in  coronary  events  in  both 
drug  treatment  groups. 

San  Francisco  Specialized  Center  of 
Research  Trial  (SCOR) 

Kane  and  coworkers  at  the  University  of 
California  San  Francisco  Atherosclerosis  Center 
randomized  97  patients  with  LDL  cholesterol 
levels  over  200  mg/dl  to  a 26  month  program  of 
placebo  or  drug  therapy.’^  The  study  was  not 
blinded  for  treatment  which  included  nicotinic 
acid,  colestipol  and,  in  addition,  in  16  patients, 
lovastatin.  Twenty  five  patients  dropped  out  of 
the  study  after  randomization.  During  the  later 
portion  of  the  study,  some  control  patients  were 
placed  on  low  doses  (1 5 gm/day)  of  colestipol. 
LDL  cholesterol  fell  10.6%  in  control  patients 
and  38.1  % from  283  + 58  mg/dl  to  1 72  + 63 
mg/dl  in  the  treatment  group.  HDL  cholesterol 
increased  from  47+14  mg/dl  to  59  + 1 6 mg/dl, 
and  triglycerides  fell  modestly  from  133  + 65  to 
104  + 65  mg/dl  after  treatment. 


20 CHANGES  OF  > 10%  IN  STENOSIS 


Diet  Lovastatin  Niacin 

Colestipol  Colestipol 


FIGURE  3 

Numbers  of  patients  in  whom  clinically  important  re- 
gression or  progression  occurred  is  shown  according  to 
treatment  group  in  the  FATS  Study.  More  patients 
showed  progression  and  many  fewer  showed  regres- 
sion of  lesions  in  the  untreated  control  group.  Used 
with  the  permission  of  the  New  England  Journal  of 
Medicine. 
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Angiograms  were  performed  at  baseline  and 
I after  two  years  of  treatment.  Computer  assess- 
ment of  coronary  stenoses  revealed  that  coro- 
I nary  lesions  in  control  patients  progressed  by 
I approximately  0.8  + 0.9%,  while  in  treated 
patients,  lesions  improved  -1.5  + 0.7%.  This 
difference  was  statistically  significant.  How- 
ever, when  patients  were  classified  as  definite 
progressors  or  definite  regressors,  the  results 
were  "borderline"  (P<.  06) . This  is  the  only  study 
in  which  women  were  randomized.  Subgroup 
analysis  showed  identical  responses  in  women 
and  men. 

The  Program  on  the  Surgical  Control 
of  Hyperlipidemias  (POSCH) 

The  POSCH  Study  remains  the  largest  pro- 
spective angiographic  trial  of  patients  with 
hyperlipidemia.’^  The  study  used  surgical  by- 
pass of  200  cm  of  terminal  ileum  to  lower  blood 
cholesterol  by  preventing  reabsorption  of  bile 
salts.  This  study  investigated  the  effects  of  ileal 
bypass  on  blood  lipids,  coronary  lesions,  mor- 
bidity and  mortality.  It  now  extends  over  10 
years  of  treatment.  Eight  hundred  thirty  eight 
survivors  of  acute  myocardial  infarction  were 
studied,  of  which  421  underwent  ileal  bypass. 
This  procedure  lowered  total  cholesterol  23%, 
lowered  LDL  cholesterol  38%,  and  increased 
HDL  cholesterol  by  4.3%.  Coronary  arterio- 
graphy was  performed  at  baseline,  3 year,  5 
year,  7 year,  and  10  year  intervals  following 
randomization.  Both  control  and  treatment 
groups  showed  progression  in  coronary  lesions 
(Figure  4).  However,  fewer  patients  with  ileal 

POSCH  STUDY:  Progression 
of  Diet  treated  Patients 


FIGURE  4 

The  fate  of  coronary  lesions  in  the  POSCH  study  is 
shown  for  the  diet  treated  control  group.  The  steady 
progression  of  disease  in  this  group,  from  41%  in  three 
years  to  85%  in  ten  years  was  paralleled  with  an  increase 
in  clinical  adverse  events. 


bypass  progressed  than  did  control  patients. 
More  control  patients  underwent  coronary  ar- 
tery bypass  (1 32)  and  coronary  angioplasty  (33) 
than  the  surgical  patients  (52  and  15,  respec- 
tively). It  is  also  apparent  that  treatment  benefi- 
cially altered  coronary  mortality  in  those  pa- 
tients whose  initial  ejection  fractions  were  greater 
than  50%.  Side  effects  of  ileal  bypass  included 
diarrhea,  kidney  stones,  gall  stones  and  intesti- 
nal obstruction.  This  form  of  treatment  is  now 
rarely  used. 

The  Lifestyle  Heart  Trial 

A fascinating  study  from  San  Francisco,  de- 
signed by  Dean  Ornish  and  coworkers,  demon- 
strated beneficial  effects  of  a strict  vegetarian 
diet,  regular  exercise,  stress  reduction  and  smok- 
ing cessation  on  coronary  lesions.’"^  The  only 
animal  products  allowed  treated  patients  were 
egg  whites  and  one  cup  of  nonfat  milk  or  nonfat 
yogurt  daily.  Calories  from  fat  were  reduced  to 
1 0%  of  total  calories.  Cholesterol  consumption 
was  less  than  5 mg  per  day.  Most  calories  came 
from  complex  carbohydrates.  In  addition  to 
diet,  patients  practiced  breathing  exercises,  pro- 
gressive relaxation  techniques  and  meditation 
techniques.  Exercise  for  at  least  3 hours  per 
week  was  required.  Compliance  was  enhanced 
by  group  discussions  twice  weekly.  The  inter- 
vention group  was  small;  only  22  patients  com- 
pleted the  protocol, -and  drop-outs  were  fre- 
quent. Diet  and  lifestyle  changes  decreased 
total  cholesterol  by  24%,  and  decreased  LDL 
cholesterol  by  37%.  It  is  interesting  to  note  that 
patients  had  already  decreased  their  fat  con- 
sumption to  approximately  31%  of  total  calo- 
ries prior  to  randomization  in  the  study. 

After  one  year  of  treatment,  coronary  arterio- 
grams were  repeated  and  coronary  stenoses 
quantified  by  computer  techniques.  Lifestyle 
changes  resulted  in  a reduction  of  luminal 
stenosis  from  40  to  37.7%.  In  19  untreated 
patients,  coronary  lesions  progressed  from 
42.7%  to  46.1%.  More  than  4/5  (82%)  of  the 
treated  group  had  beneficial  effects  seen  in  one 
or  more  of  their  coronary  lesions.  Some  support 
for  the  Lifestyle  Trial  can  be  found  in  the  Leiden 
Trial.  In  that  study,  39  patients  were  placed  on 
a vegetarian  diet  in  which  the  polyunsaturated/ 
saturated  fat  ratio  was  greater  than  2 and  cho- 
lesterol consumption  was  under  100  mg/day. 
Although  most  patients  progressed  (21  of  39),  a 
subgroup  of  18  patients  showed  no  lesion 
growth.  Stabilization  of  coronary  lesions  was 
associated  with  better  dietary  compliance  as 
well  as  lower  LDL  cholesterols  and  improve- 
ment in  the  total/HDL  cholesterol  ratios.’® 
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The  Lifestyle  findings  suggest  that  significant 
dietary  restriction  - well  beyond  those  recom- 
mended by  the  National  Cholesterol  Education 
Program  and  the  American  Heart  Association  - 
may  provide  benefit  to  patients.  Conclusions 
from  the  Lifestyle  Trial  alone  are  limited  because 
of  the  very  small  sample  size  and  of  the  number 
of  drop  outs  in  the  intervention  group.  How- 
ever, these  two  studies  together  suggest  that 
physicians  can  confidently  recommend  severe 
fat  restrictions  to  patients  with  the  knowledge 
that,  in  several  studies,  dietary  fat  restriction  has 
been  shown  to  be  of  benefit. 

The  Mevinolln  (Mevacor)  Atherosclerosis 
Regression  Study  (MARS) 

The  authors  are  currently  evaluating  the  ef- 
fects of  monotherapy  with  lovastatin  on  pro- 
gression and  regression  of  coronary  lesions  in 
patients  with  significant  coronary  artery  dis- 
ease. Arteriograms  are  performed  at  baseline 
and  after  2 years  of  treatment.  The  size  of  this 
study  (254  patients)  and  the  degree  of  choles- 
terol-lowering achieved  by  HMG-COA  reduc- 
tase inhibitors  provides  a unique  opportunity  to 
investigate  lipid  and  non-lipid  factors  affecting 
lesion  geometry  and  the  extent  of  coronary 
narrowing  over  the  relatively  short  study  inter- 
val. Results  should  be  available  from  this  study 
in  the  next  6 months. 

CONCLUSIONS  AND  RECOMMENDATIONS: 

For  these  angiographic  trials  to  be  translated 
into  recommendations  for  clinical  practice,  sev- 
eral criteria  must  be  met.  A variety  of  lipid 
abnormalities  must  have  been  treated  including 
patients  whose  cholesterol  is  not  out  of  normal 
range  (as  in  the  CLAS  and  the  Lifestyle  Trial). 
Clinical  events  must  parallel  changes  in  coro- 
nary anatomy  (as  occurred  in  FATS  and  POSCH). 
Women  should  be  included  as  well  as  men  (as 
in  the  SCOR  Trial).  Finally,  changes  in  saphe- 
nous vein  grafts  should  parallel  changes  in  na- 
tive coronary  arteries  (as  in  CLAS). 

In  most  of  these  studies,  treatment  resulted  in 
reduction  of  LDL  cholesterol  and  total  choles- 
terol well  below  the  recommendations  of  the 
NCEP.  For  example,  the  treated  group  in  the 
CLAS  Study  had  total  cholesterol  reduced  to 
1 80  and  LDL  cholesterol  reduced  to  97  mg/dl. 
Similarly,  in  the  Lifestyle  Trial,  the  treated  group 
had  total  cholesterol  reduced  to  1 72  and  LDL 
cholesterol  reduced  to  95.  In  the  FATS  Study, 
total  cholesterol  was  reduced  to  209  and  LDL 
cholesterol  to  129  in  the  niacin  treated  group, 
and  total  cholesterol  was  reduced  to  182  with 


LDL  cholesterol  of  107  in  the  lovastatin  treated 
group.  The  POSCH  Study  reduced  total  choles- 
terol to  1 96  and  LDL  cholesterol  to  110. 

Patients  with  established  coronary  disease 
make  up  a substantial  proportion  of  referrals  to 
Lipid  Clinic.  We  currently  recommend  these 
patients  be  put  on  a combination  of  diet  and 
medications  such  that  their  total  cholesterol  is 
reduced  below  180  mg/dl  (with  a target  being 
150  mg/dl)  and  their  LDL  cholesterol  be  re- 
duced below  100  mg/dl  with  a target  of  be- 
tween 60-80  mg/dl.  To  achieve  these  treatment 
goals,  aggressive  dietary  management  is  neces- 
sary, and,  in  addition,  most  patients  require 
combinations  of  cholesterol  lowering  medica- 
tions. The  benefits  seen  in  coronary  anatomy  in 
the  trials  discussed  were  paralleled  by  benefits 
in  mortality,  total  mortality,  and  surgical  inter- 
vention in  the  POSCH  Study,  which  is  the 
longest  and  largest  of  these  studies.  Taken  to- 
gether, there  is  a strong  suggestion  that  the  risks 
from  toxicity  seen  with  combination  lipid  drug 
therapy  compare  advantageously  to  the  poten- 
tial benefits  in  patients  with  significant  coronary 
disease. 

SUMMARY 

National  Cholesterol  Education  Program 
Guidelines  for  the  diagnosis  and  treatment  of 
hypercholesterolemia  have  been  formulated 
from  population  studies  relating  coronary  events 
to  blood  lipids.  Such  population  studies  may 
not  be  relevant  to  patients  with  established 
coronary  disease.  Recent  coronary  angiographic 
studies  allow  meaningful  comparisons  of  small 
groups  of  patients.  These  studies  suggest  that 
atherosclerotic  lesions  in  coronary  arteries  can 
be  stabilized,  and  further,  that  regression  of 
coronary  lesions  can  occur.  The  cholesterol 
and  LDL  levels  achieved  in  angiographic  studies 
are  well  below  NCEP  guidelines.  Careful  atten- 
tion to  correcting  lipid  abnormalities  in  patients 
with  established  coronary  disease  may  alter  the 
course  of  their  illness. 
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THE  AUXILIARY 


Report  of  Annual  Meeting  — 1992 


DONNA  STONE 
NMAA  Immediate  Past  President 


The  67th  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  was  held  April  24- 
26  at  the  Marriott  Hotel  in  Omaha,  Nebraska. 
Arrangements  and  activities  were  planned  and 
carried  out  by  the  convention  committee  with 
Barbara  Bohi  and  Kathy  Wilson  serving  as  co- 
chairpersons. 

On  Friday  morning  NMAA  President  Donna 
Stone  presided  at  the  annual  board  meeting 
with  25  members  in  attendance.  The  memorial 
service  was  conducted  by  Sally  Becker,  Chap- 
lain. Memorialized  were:  Pat  Neely,  Gladys 
Barkey,  Helen  Moessner,  Rachel  Carveth  and 
Rae  Miller  from  Lancaster  county;  Sylvia  Borghoff 
from  MOMSA;  Kay  Bell  from  York;  Kay 
Sturdevantfrom  North  Platteand  janet Jakeman 
from  Fremont. 

Jan  Bannister,  North  Central  Regional  Direc- 
torfrom  DesMoines,  Iowa  was  the  guest  speaker. 
As  an  AMA  Auxiliary  representative,  jan  brought 
greetings  from  the  national  auxiliary  and  spoke 
briefly  of  current  and  upcoming  activities  in 
which  all  of  us  will  be  participating.  Annual 
reports  of  auxiliary  activities  were  given  by  state 
and  county  officers  and  committee  chairmen. 
After  1 992-1 993  officers  were  elected,  business 
was  concluded  and  the  meeting  adjourned. 
Approximately  40  members  attended  a lun- 
cheon, after  which  a most  informative  panel 
discussion  was  presented  with  Barbara  Bohi 
serving  as  moderator.  The  topic  was  "Recruiting 
Physicians  to  Rural  Nebraska  — How  May  the 
Spouse  Help?" 

Participants:  Chris  Dawson  - UMNC  medical 
student  spouse;  Brenda  Holmquist  - UNMC 
medical  student  spouse;  Carmen  Kleager  - 
Scottsbiuff  physician  spouse;  janeTaylor-North 
Platte  physician  spouse;  Dorothy  Zimmerman  - 
Assistant  hospital  administrator,  Beatrice. 

Both  of  the  medical  student  spouses  spoke  of 
their  experiences,  their  concerns  and  their  sug- 
gestions as  they  visited  the  rural  communities  in 
which  their  spouses  plan  to  practice  after  gradu- 


ating from  medical  school.  Both  stressed  that 
everything  about  the  community  needs  to  be 
explored:  job  opportunities  for  the  spouse, 
churches,  housing,  recreational  opportunities, 
etc.  The  participants  from  Scottsbiuff  and  North 
Platte  outlined  their  roles  in  their  communities 
regarding  recruitment.  Physicians  spouses  work 
with  the  community  hospitals  to  plan  for  physi- 
cian and  spouse  visits  that  will  include  a com- 
prehensive, friendly  look  at  the  community  and 
everything  in  it  that  would  be  important  to  the 
"recruits".  Dorothy  Zimmerman  outlined  their 
hospital's  approach  to  recruiting  physicians  that 
includes,  among  other  things,  interviews  to  de- 
termine what  the  physician's  expectations  are 
and  then  trying  to  outline  what  can  realistically 
be  expected  if  they  choose  to  practice  in  the 
community.  A video  has  been  produced  to 
present  information  about  medical  aspects  of 
the  area  he/she  will  serve.  Other  services  are 
provided  insofar  as  is  possible  to  attract  the 
physician.  (A  more  complete  report  of  this 
seminar  will  be  published  at  a later  date.) 

On  Friday  evening,  auxilians  and  spouses 
enjoyed  a social  evening  at  the  joslyn  Art  Mu- 
seum with  dinner  in  the  elegant  Members  Room 
and  a private  viewing  of  the  permanent  collec- 
tion in  the  South  Gallery  of  the  Museum. 

Festivities  continued  on  Saturday  morning  at 
the  Happy  Hollow  Country  Club  in  Omaha.  The 
Gavel  Club  meeting  with  Desta  Osborne  pre- 
siding was  held  prior  to  the  Awards  Brunch. 
Fourteen  past  presidents  of  NMAA  were  able  to 
attend. 

Approximately  45  auxilians  attended  the 
brunch  with  Donna  Stone,  soon-to-be  past  presi- 
dent presiding.  Along  with  a delicious  brunch 
and  a warm  welcome  extended  by  Cyndi 
Hartman,  MOMSA,  we  were  all  treated  to  a 
delightful  humorous  reading  by  Omahan  Mary 
Maxwell  called  "Fifty-Five  and  Better".  A number 
of  special  guests  were  able  to  join  us:  14  past 
presidents  of  NMAA,  Donna  Williams,  spouse 
of  Perry  Williams,  immediate  Past  President  of 
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NMA  and  Donna  Loschen,  spouse  of  Darroll 
Loshen,  President  of  NMA  for  1992-1993. 

Our  guest  from  AMA,  jan  Bannister,  spoke  to 
us  about  "Volunteers:  Believers  and  Builders". 
Following  her  address  she  conducted  the  instal- 
lation of  NMAA  officers  for  1992-1993.  The 
following  are  the  new  leaders  of  the  Auxiliary: 

President:  Mona  Damico,  Hastings;  Presi- 
dent-Elect: Barbara  Bohi,  Omaha;  Vice-Presi- 
dent: Sally  Semm,  Lincoln;  Treasurer:  Barb 
Cammel,  Lincoln;  Recording  Secretary:  Barbara 
Peck,  Hastings;  Corresponding  Secretary:  Janice 
Westburg,  Lincoln;  Directors  (two  years):  Kay 
Reed,  Lincoln;  Jill  Johnson,  Kearney;  Roxanne 
Bascom,  Kearney. 

Directors  (one  year):  Jeanne  Rusthoven, 
Grand  Island;  Cynthia  Frank,  Omaha;  Rita  Seiler, 
Omaha. 

It  is  always  a pleasure  to  acknowledge  the 
efforts  all  auxilians  have  made  during  the  past 
year.  The  following  awards  were  presented  to 
recognize  their  achievements: 

AMA-ERF  — Maria  O'Donohue,  chairman 
Largest  total  donation  — Lancaster  County 
Largest  per  capita  donation  — Adams  County 
Including  approximately  $800  from  the  con- 
vention raffle,  in  excess  of  $8800  was  raised 
for  AMA-ERF  for  the  past  year. 

MEMBERSHIP:  Helen  Krause,  Chairman 
Awards  for  most  new  members  and  greatest 
percentage  of  increase  in  membership  were 
both  presented  to  MOMSA. 

HEALTH  PROJECTS:  Debbie  Elson,  Coordi- 
nator 

Certificates  were  presented  to  all  counties  for 
their  special  projects  and  all  their  efforts  to 
promote  health  awareness  in  their  communi- 
ties. 

NMF:  Lynn  Cronk,  Chairman 
Largest  total  amount  raised  — Lancaster  county 
Largest  amount  per  capita  — Northeast  Ne- 
braska 

Total  auxiliary  donations  to  the  Foundation 
for  1991-1992  were  $443.50. 

Donna  Stone  also  presented  certificates  hon- 
oring auxilians  for  25  years  plus  of  dedicated 
membership;  many  of  those  represent  in  excess 
of  40  years  as  an  auxilian.  They  are  indeed  an 
inspiration  to  us  all!  (This  project  will  continue 
until  everyone  has  an  opportunity  to  notify 
Donna  Stone  if  they  have  served  25  plus  years 


as  an  auxiliary  member.  We  do  not  want  to  miss 
anyone.  Please  send  in  your  name  and  number 
of  years  as  soon  as  possible  to  2620  Woodleigh 
Lane,  Lincoln,  NE.  A list  will  be  included  in  the 
fall  issue  of  the  Auxiliary  Newsletter.) 

The  recipient  of  the  Presidential  Award  for 
outstanding  accomplishments  by  an  auxiliary 
was  MOMSA.  With  Cyndi  Hartman  as  Presi- 
dent and  with  a dedicated  board  and  member- 
ship much  was  accomplished,  most  notably  an 
increase  in  membership  of  at  least  30%.  Com- 
munity involvement  programs  included  coali- 
tions with  schools  and  the  Nebraska  Lung  Asso- 
ciation and  a continuance  of  their  project  to 
provide  clothing  for  use  in  the  foster  parent 
program.  For  these  and  all  other  activities 
MOMSA  members  are  to  be  congratulated. 
(With  all  of  the  accomplishments  of  auxilians 
statewide,  it  is  easy  to  see  why  it  is  difficult  to 
select  one  winner.) 

Individual  auxilians  were  also  honored.  Win- 
ners of  the  Merit  Award  and  the  Auxilian  of  the 
Year  Award  were  introduced.  (We  will  keep  you 
in  suspense  until  next  month  when  the  Auxiliary 
page  will  feature  complete  stories  about  these 
two  deserving  auxilians.) 

Following  the  traditional  passing  of  the  gavel 
from  the  old  to  the  new  president,  Mona  Damico, 
NMAA  President  for  1 992-1 993  addressed  the 
audience  and  discussed  her  goals  for  us  for  the 
coming  year:  she  asked  all  of  us  to  INVEST  FOR 
THE  FUTURE,  for  ourselves,  our  families,  our 
organization  and  our  communities. 

The  post-convention  board  meeting  was  held 
following  the  brunch  activities  with  Mona 
Damico  presiding.  Brief  remarks  were  made  by 
AMA  Auxiliary  guest,  Jan  Bannister  and  Dr. 
Darroll  Loschen,  new  President  of  the  NMA. 
Delegates  for  the  annual  meeting  of  the  AMA 
Auxiliary  in  Chicago  were  announced.  Repre- 
senting Nebraska  auxilians  will  be  Donna  Stone, 
Chairman  of  the  Delegation;  Mona  Damico, 
Presidential  delegate;  Barbara  Bohi  and  Sally 
Semm.  Alternate  delegates  will  be  Rose 
Cornelius,  Sidney  and  Helen  Krause,  Fremont. 
(All  delegates  other  than  the  alternates  are 
current  state  officers.) 

On  Saturday  evening,  the  NMA  Inaugural 
Banquet  was  enjoyed  by  auxilians  and  spouses. 
Dr.  Darroll  Loschen  was  installed  as  President  of 
the  NMA  and  Mona  Damico  was  recognized  as 
the  new  NMAA  President.  Auxiliary  Merit  Award 
and  Auxilian  of  the  Year  Award  winners  were 
also  recognized. 
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On  Sunday  morning,  Donna  Stone,  immedi- 
ate past  president  of  NMAA  presented  AMA- 
ERF  checks  to  representatives  from  UNMC  and 
Creighton  University  Medical  School.  Follow- 
ing these  presentations,  she  proudly  gave  the 
NMAA  Presidential  Report  on  the  Auxiliary  to 
the  NMA  House  of  Delegates. 

— and  so  ended  a busy,  informative  and  fun 
67th  Annual  Meeting. 

Donna  Stone 

NMAA  immediate  Past-President 


NEBRASKA  MEDICAL  ASSOCIATION 
AUXILIARY  ANNUAL  STATE  MEETING 
APRIL  24  to  26,  1992 

WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have  contrib- 
uted to  the  success  of  the  convention  and  the 
accomplishments  of  the  past  year,  THEREFORE 
BE  IT 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  sincere  thanks  and  appreciation  to  the 
officers  and  other  members  of  the  Nebraska 
Medical  Association  Auxiliary  Board  of  Direc- 
tors who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  function  of  our  organi- 
zation and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  directed  to  the  members  of  the  Metro- 
politan Omaha  Medical  Society  Auxiliary,  host- 
ess to  this,  the  67th  Annual  Meeting,  for  the 
gracious  hospitality  extended  to  us  all;  and  be  it 
further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Jan  Bannister,  North  Central  Re- 
gional Director  of  the  American  Medical  Asso- 
ciation Auxiliary  for  her  attendance  at  our  con- 
vention; and  be  it  further, 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Metropolitan  Omaha 
Medical  Society  Auxiliary,  Cyndi  Hartman,  to 


our  Convention  Chairman  Kathy  Wilson;  to  our 
Co-Chairman  Barbara  Bohi,  their  gracious  com- 
mittee and  to  all  who  have  assisted  so  capably 
in  planningforourcomfortand  pleasure;  and  be 
it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation  of 
their  assistance  and  leadership,  in  particular  that 
of  Perry  Williams  M.D.  The  Commission  of 
Association  Affairs  be  informed  of  our  grateful- 
ness for  their  help  and  advice  throughout  the 
year  and  for  generously  sharing  with  us  those 
portions  of  their  program  we  are  privileged  to 
attend,  and  be  it  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  James  K. 
Ruigh,  Assistant  Executive  Director,  and  to  their 
office  staff,  our  deep  appreciation  of  their  sup- 
port and  assistance  in  all  matters  pertaining  to 
the  Auxiliary,  and  be  it  further, 

RESOLVED,  that  our  thanks  be  extended 
to  Dr.  Benjamin  Gelber,  Editorofthe  NEBRASKA 
MEDICAL  JOURNAL  for  the  inclusion  of  the 
Auxiliary  News  page;  to  Elba  Lau  Editor  of  the 
NEWSLETTER  of  the  Nebraska  Medical 
Asociation  Auxiliary;  to  Medical  Liability  Mutual 
and  Methodist  Hospital  for  their  interest  and 
monetary  support  of  our  NEWSLETTER;  and  the 
State  Medical  office  personnel  for  their  help  in 
preparing  material  and  mailing  same,  and  be  it 
further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Nebraska  Medical  Associa- 
tion Auxiliary,  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  ASSOCIA- 
TION JOURNAL. 

Respectfully  submitted, 
Beverly  Kruger 
Chairman,  RESOLUTIONS 
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WELCOME  NEW  MEMBERS 


William  S.  Singer,  M.D. 
81 1 1 Dodge  St.,  #322 
Omaha,  NE  681 1 4 

James  D.  Imborck,  M.D. 
7710  Mercy  Rd.,  #309 
Omaha,  NE  68124 

Andrew  W.  Robertson,  M.D. 
8303  Dodge  St. 

Omaha,  NE  681 1 4 

Ghassan  E.  Kanazi,  M.D. 

VA  Hospital,  42nd  & Woolworth 
Omaha,  NE  68105 

Anil  K.  Agarwal,  M.D.  (reinstated) 
808  S.  52nd  St. 

Omaha,  NE  68106 

Lary  L.  Pattee,  M.D. 

1530  S.  70th  St.,  #201 
Lincoln,  NE  68506 

Marvin  E.  Holsclaw,  M.D.  (reinstated) 
3145  O St. 

Lincoln,  NE  68510 

Allen  H.  Graeve,  M.D. 
8300  Dodge  St.,  #124 
Omaha,  NE  68114 

Jeffrey  G.  Meade,  M.D. 
21 15  - 14th  St. 
Auburn,  NE  68305 

Timothy  D.  Mergens,  M.D. 
13906  Gold  Circle 
Omaha,  NE  681 1 4 

Ronald  Hollins,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-3280 

Eamonn  M.  Quigley,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-2000 

IN  MEMORIAM 

ROBERT  G.  PELLEY,  M.D.  (Born  )une  11,1932 
— died  January  6,  1 992)  Medical  Specialty  — 
Diagnostic  Radiology.  Doctor  Pelley  was  a 
graduate  of  the  Creighton  University  School 
of  Medicine  in  1961  and  practiced  in  Fre- 
mont. He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

FRED  M.  WATKE,  M.D.  (Died  April  1 , 1 992)  - 
Medical  Specialty  — Otolaryngology.  Doctor 
Watke  graduated  from  medical  school  in 
1925  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 

JOSEPH  E.  SOBOTA,  M.D.  (Born  August  6, 
1 908  — died  Marcfi  22,  1 992)  Medical  Spe- 
cialty — Internal  Medicine.  Doctor  Sobota 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 939  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 


FRANK  J.  MENOLASCINO,  M.D.  (Born  May  25, 
1 930  — died  April  3, 1 992)  Medical  Specialty 
— Psychiatry.  Doctor  Menolascino  was  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1957  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Surviving  are  his  wife,  Donna, 
six  children  and  one  grandchild. 

LEROY  W.  LEE,  M.D.  (Born  July  29, 1 91 4 - died 
April  1 4, 1 992)  Medical  Specialty  — Urology. 
Doctor  Lee  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1 939  and 
practiced  in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Survivors  include 
his  wife,  Dorothy;  daughters,  Marcia 
Hollestelle  of  Lincoln  and  Marie  Johnson  of 
Omaha;  sons,  Harry  of  Papillion  and  Roger  of 
Lakeside,  NE;  brother  Gene  of  Bellevue;  and 
nine  grandchildren. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

JULY  30  - AUGUST  1,  1992  - (Thursday  - 
Saturday),  Treatment  of  the  Allergic  Patient, 
Okoboji,  iowa,Target  Audience:  Primary  Care 
Physicians,  Fee:  $275. 

AUGUST  5-8,  1 992  — (Wednesday  - Saturday), 
AO/ASIF  Workshop  for  the  Operative  Treat- 
ment of  Fractures,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska,  Tar- 
get Audience:  Orthopedic  Surgeons. 

AUGUST  15,  1992  — (Saturday),  Summer  Pul- 
monary Symposium,  Mahoney  State  Park, 
Ashland,  Nebraska,Target  Audience:  Primary 
Care  Physicians  Fee:  $25. 

SEPTEMBER  1 2, 1 992  — (Saturday  a.m.).  Recent 
Advances  in  the  Management  of  CFIIF,  Spon- 
sored by:  The  Cardiac  Center  of  Creighton 
University  and  University  of  Nebraska  Medi- 
cal Center,  Marriott  Hotel,  Omaha,  Nebraska, 
Target  Audience:  Cardiologists  and  Primary 
Care  Physicians. 

SEPTEMBER  19,  1992  - (Saturday  a.m.).  Deal- 
ing with  Parkinson's  Disease:  A Short  Course 
for  the  Non-Neurologist,  Henry  Doorly  Zoo, 
Omaha,  Nebraska,Target  Audience:  Primary 
Care  Physicians. 

SEPTEMBER  21-26,  1992  - (Monday  - Satur- 
day), Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

OCTOBER  9,  1992  - (Friday,  2:00-7:00  p.m.). 
New  Concepts  in  Diagnosis  and  Treatment 
of  Vascular  Disease,  Mariott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  12-17,  1 992  - (Monday-Saturday), 
Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC.  Omaha,  Ne- 


braska, Target  Audience:  Emergency  Medi- 
cine Physicinas  and  other  who  provide  care 
in  the  ER,  Fee:  $700. 

DECEMBER  3-5,  1 992  - (Thursday  - Saturday), 
Obstetrics  and  Gynecology  Conference, 
Bally's  Las  Vegas,  Nevada,  Target  Audience: 
Primary  Care  Physicians  Fee:  $250. 

FEBRUARY  6,  1993  — (Saturday),  Advances  in 
the  Diagnosis  and  Management  of  Cardio- 
vascular Disease,  Sponsored  by:  The  Cardiac 
Center  of  Creighton  University  and  Univer- 
sity of  Nebraska  Medical  Center,  Marriott 
Hotel,  Omaha,  Nebraska,  Target  Audience: 
Primary  Care  Physicians,  (In  conjunction  with 
the  Heartland  Ball) 

FEBRUARY  27-MARCH  2,  1993  - (Saturday  - 
Tuesday),  11th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Hotel,  Park  City, 
Utah,  Target  Audience:  Ophthalmologists, 
Plastic  Surgeons,  Fee:  $450. 

FEBRUARY  28-MARCH  5,  1993  - (Sunday- 
Friday),  ENT  Ski  Conference,  Keystone  Re- 
sort, Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons, 
Allergists,  Primary  Care  Physicians,  Fee:  $400. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 10-12,  1992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — Flouse  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  20-27,  1992  — The  Eleventh  Annual 
Cornhusker  Canadian  Clinical  Conference. 
Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada,  fee  $150.00. 

For  information  contact:  Sharleno  Knippcimoyer,  RN, 
BS,  [ducation  & Staff  Development,  Lincoln  General  Hos- 
pital, 2B00  South  Lbth  Street,  Lincoln,  NF  68502,  (402) 
473-5638. 


ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  III,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

60TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Novem- 
ber 5,  6,  and  7,  1992  (Thursday,  Friday,  and 
Saturday),  Red  Lion  Hotel,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 


MAYO  FOUNDATION 

SEPTEMBER  10-1 1, 1992  — Hepatology  Update 
1992,  Rochester,  Minnesota. 

OCTOBER  25, 1 992  —The  Individualized  Man- 
agement of  Hyperlipoproteinemia,  Roches- 
ter Minnesota. 

UPDATE  IN  CARDIOVASCULAR  DISEASES  - 
November  7-8, 1 992,  Rochester,  Minnesota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, NM  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


CREIGHTON  UNIVERSITY 

JUNE  18,  1 992  — Distinguished  Lecture  Series , 
Thomas  J.  Brady,  M.D.,  "Functional  Magnetic 
Resonance  Imaging  of  the  Brain",  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

JUNE  19-20, 1992  — Clinical  ApplicationsofPET 
in  Psychiatry  and  Neurology,  Red  Lion  Inn, 
Omaha,  NE 

JULY  24-25,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University  , Omaha,  NE. 

AUGUST  14-15,  1992  — Basic  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

SEPTEMBER  18-19,  1992  — Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1992  — Fifth  Annual  Digestive 
Diseases  Symposium,  University  of  Nebraska, 
Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 

Ultrasonography  and  Day  with  the 
Perinatologists,  Marriott  Hotel,  Omaha,  NE. 

DECEMBER  18-19,  1992  — Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

For  further  information  contact:  Sally  C.  O'Neill,  Ph.D., 

Associate  Dean,  Creighton  University  CME  Division,  2500 

California  Street,  Omaha,  NE  68 1 78. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25,  1 992  August  20,  21  & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 

write  to:  The  Lipid  Disorders  Training  Center,  S249 

Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 

Call:  319/335-8203. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 


to  certification.  Ihese  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

Jo  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


"let  me  know  if  TWIS  stuff  works... 

X'M  -CEMPTEh  To  TRV  IT  MyS£LF.  " 
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1992  Nebraska  Medical  Association  50-Year  Practitioners 


CHARLES  F.  ASHBY,  M.D. 
Geneva 


Charles  F.  Ashby  was 
born  in  Fairmont,  Ne- 
braska on  February  9, 

1920.  Doctor  Ashby  ob- 
tained his  medical  educa- 
tion at  the  University  of 
Nebraska  College  of 
Medicine.  Fie  interned  at 
Wesley  Memorial  I lospi- 
tal  in  Chicago.  Doctor 
Ashby  served  as  a physi- 
cian on  a Navy  destroyer  in  the  Pacific  Theater  during 
World  War  II.  Following  his  discharge  in  1 947,  he  entered 
family  practice  with  his  father.  Doctor  A.  A.  Ashby,  in 
Fairmont.  Fie  has  practiced  in  Geneva  since  1950. 


LOUIS  G.  BUNTING,  M.D. 
Hebron 


Louis  G.  Bunting  was 
born  in  Pruning,  Nebraska 
on  May  4,  1915.  Fie  ob- 
tained his  medical  educa- 
tion at  the  University  of 
Nebraska  College  of 
Medicine  and  interned  at 
the  University  of  Nebraska 
Hospital  from  1942 
through  1943.  Following 
service  in  the  U.S.  Army, 

Doctor  Bunting  completed  a residency  in  medicine  and 
surgery  at  the  University  of  Nebraska.  Fie  entered  family 
practice  in  Bethany,  Missouri  in  1 947,  moving  to  Hebron, 
Nebraska  where  he  practiced  from  1949  through  1981. 
Doctor  Bunting  was  granted  life  Membership  in  1982. 


HODSON  A.  HANSEN,  M.D. 
Lincoln 


Hodson  A.  Hansen 
was  born  on  May  12, 

1917  at  Minden,  Ne- 
braska. He  interned  at  the 
Presbyterian  Hospital  in 
Chicago  and  took  a one- 
year  pathology  residency 
at  Nebraska  Methodist 
Hospital  in  Omaha.  From 
1947  to  1949.  Doctor 
Hansen  was  in  genera! 
practice  in  Kearney.  He  completed  a residency  in  obstet- 
rics and  gynecology  at  the  University  of  Colorado  in  1 953. 
Doctor  Hansen  has  practiced  obstetrics  and  gynecology 
in  Lincoln  since  1953. 


GEORGE  E.  PLACE,  M.D. 


Lincoln 


George  E.  Place  was 
born  in  Tecumseh,  Ne- 
braska on  July  31,  1916. 

I le  obtained  his  medical 
education  at  the  Univer- 
sity of  Nebraska  College 
of  Medicine.  Doctor  Place 
took  a rotating  internship 
at  St.  Elizabeth  Hospital  in’ 

Lincoln.  Following  service 
in  the  U.S.  Army  from 
1943  until  1946,  Doctor 
Place  entered  private  practice  in  Lincoln  specializing  in 
general  and  family  practice  until  his  retirement  in  1989. 
Doctor  Place  was  granted  Life  Membership  in  1989. 


PAUL  M.  SCOTT,  M.D. 
Auburn 


Paul  M.  Scott  was  born 
in  Cozad,  Nebraska  on 
November  19,  1914.  He 
obtained  his  medical  edu- 
cation from  the  Univer- 
sity of  Nebraska  College 
of  Medicine.  Doctor  Scott 
took  a rotating  internship 
at  the  University  of  Illinois 
Research  Hospital  in  Chi- 
cago. Following  service  in 
the  U.S.  Army  Air  Force  from  1 943  to  1 946,  Doctor  Scott 
started  his  medical  practice  in  Auburn.  He  specializes  in 
family  practice.  Doctor  Scott  currently  serves  as  NMA 
Councilor  in  the  Third  District. 


Also  recognized  for  50  years  of  medical  practice  but 
unable  to  attend  the  Annual  Session  were: 

Gordon  E.  Gibbs,  M.D.,  Thermal,  California; 

Fred  W.  Harb,  M.D.,  Albuquerque,  New  Mexico; 
Henry  Kammandel,  M.D.,  Tucson,  Arizona; 

Daniel  M.  Miller,  M.D.,  Omaba; 

John  C.  Nelson,  M.D.,  Wymore; 

Hubert  O.  Paulson,  M.D.,  Lincoln; 

J.  Alfred  Proffitt,  M.D.,  Grand  Island 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1992  Annual  Session 


Dr.  Stanley  F.  Nabity  presiding  at  the  Board  of  Coun- 
cilors' meeting. 


1992  Honors  Luncheon. 


Dr.  Richard  H.  Meissner,  Speaker,  calls  the  opening 
session  of  the  House  to  order. 


Dr.  Darroll  |.  Loschen  presenting  50-year  certificate 
to  Dr.  Charles  F.  Ashby. 


Dr.  Darroll  J.  Loschen  presenting  50-year  certificate 
to  Dr.  Louis  G.  Bunting. 


Dr.  Darroll  |.  Loschen  presenting  50-year  certificate 
to  Dr.  Hodson  A.  Hansen. 


Dr.  Darroll  J.  Loschen  presenting  50-year  certificate 
to  Dr.  George  E.  Place. 
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Dr.  Darroll  |.  Loschen  presenting  50-year  certificate 
to  Dr.  Paul  M.  Scott. 


50-year  practitioners  being  recognized  by  the  House 
of  Delegates. 


! 


I 


Dr.  Sushil  Lacy  presiding  at  the  Board  of  Directors' 
meeting  of  the  Nebraska  Medical  Foundation. 


Dr.  Paul  E.  Collicott  presenting  the  necrology. 


i 


Dr.  Perry  T.  Williams,  1991-92  NMA  President,  ad- 
dressing the  House  of  Delegates. 


Mary  Dean  Harvey,  Director,  Nebraska  Department 
of  Social  Services,  addressing  the  House  of  Delegates. 


Dr.  Timothy  O.  Wahl,  Chairman,  NMPAC,  address- 
ing the  House  of  Delegates. 


Dr.  Mark  Horton.  Director,  Nebraska  Department  of 
Health,  addressing  the  House  of  Delegates. 
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Reference  Committee  #1  in  session. 


Reference  Committee  #2  in  session. 


Reference  Committee  #4  in  session. 


Reference  Committee  #3  in  session. 


Reference  Committee  #5  in  session. 


Reference  Committee  #6  in  session. 


1992  Presidents'  Reception. 


1992  Presidents'  Reception. 
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Doctors  Blaine  Roffman,  Perry  Williams  and  Darroll 
Loschen  at  the  Inaugural  Banquet  head  table. 


Dr.  Blaine  Roffman  serving  as  master  of  ceremonies 
for  the  1992  Inaugural  Banquet. 


Dr.  Darroll  J.  Loschen  accepting  the  President's  Gavel 
from  Dr.  Perry  T.  Williams. 


Dr.  Perry  T.  Williams  presents  the  President's  Medal- 
lion to  Dr.  Darroll  |.  Loschen. 


Dr.  Perry  T.  Williams  pins  the  President's  Badge  on 
Dr.  Darroll  J.  Loschen. 


Dr.  Darroll  J.  Loschen  accepts  the  "It's  Only  a Pump- 
kin" plaque  from  Dr.  Perry  T.  Williams. 


June  1992  Nebraska  MedicalJournal  141 


Dr.  Darroll ).  Loschen  pins  the  Past  President's  Badge 
on  Dr.  Perry  T.  Williams. 


Dr.  Darroll  J.  Loschen  presents  a plaque  for  outstand- 
ing service  as  President  to  Dr.  Perry  T.  Williams. 


Dr.  Darroll  |.  Loschen,  1992-93  NMA  President, 
presenting  his  inaugural  address. 


Mrs.  Donna  Stone  presenting  the  NMA  Auxiliary 
report  to  the  House  of  Delegates. 


Mrs.  Donna  Stone  presents  an  AMA-ERF  check  to  Dr. 
Richard  O'Brien,  Creighton  University  School  of 
Medicine. 


Mr.  Wally  Seiler  presents  "An  Evening  with  Mark 
Twain"  during  the  1992  Inaugural  Banquet. 


Mrs.  Donna  Stone  presents  an  AMA-ERF  check  to  Dr. 
Frederick  Paustian,  University  of  Nebraska  College  of 
Medicine. 


Ms.  Rosalynn  Fraser  presenting  the  McWhorter  Me- 
morial Scholarship  to  Ms.  Sandra  Allbery. 
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Dr.  Sushil  Lacy  presenting  the  Tanner  Memorial 
Scholarship  to  Ms.  Kimberly  Kleveland. 


Dr.  Sushil  Lacy  presenting  a Nebraska  Medical  Foun- 
dation Student  Research  Scholarship  to  Mr.  David 
Krainacker,  Creighton  University  School  of  Medicine. 


Dr.  Thomas  Stolee,  President,  Minnesota  Medical 
Association,  addresses  the  House  of  Delegates. 


Dr.  Charles  Damico  presents  the  report  of  Reference 
Committee  #2. 


Dr.  Sushil  Lacy  presenting  a Nebraska  Medical  Foun- 
dation Student  Research  Scholarship  to  Ms.  Anna 
O'Crady,  University  of  Nebraska  College  of  Medicine. 


Dr.  Darroll  J.  Loschen  recognizes  NMA  Executive 
Director,  William  Schellpeper,  for  30  years  of  dedicated 
service. 


Dr.  Frederick  Faustian  presents  the  report  of  Refer- 
ence Committee  #1. 


Dr..  Gordon  Adams  presents  the  report  of  Reference 
Committee  #3. 
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Dr.  M.  Jack  Mathews  presents  the  report  of  Refer- 
ence Committee  #4. 


Dr.  John  Reed  presents  the  report  of  Reference 
Committee  #5. 


Dr.  Dwight  Larson  presents  the  report  of  Reference 
Committee  #6. 


Dr.  Chris  Caudill,  NM  A Secretary-Treasurer,  addresses 
the  House  of  Delegates. 


Dr.  Richard  Blatny  presents  the  report  of  the  Nomi- 
nating Committee. 


Dr.  Darroll  J.  Loschen  presenting  Dr.  Robert  F.  Shapiro 
with  the  President-Elect  badge. 


Dr.  Robert  F.  Shapiro,  1992-93  NMA  President-Elect, 
being  escorted  to  the  podium  by  Dr.  Paul  E.  Collicott. 


Dr.  Robert  F.  Shapiro,  1992-93  NMA  President-Elect, 
addressing  the  Mouse  of  Delegates. 


I 
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AUDIO-DIGEST  INVITES  YOU  TO 

Try  One  On  Us! 

Discover  wliat  Audio- Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
mt'dical  program'’  So  the  Hrst  issue  is  on  us.  And  here's  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  I credit  for  every  one-hour  program 
toward  the  AM.A's  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  (pialihed  boaids  and  associations  • lax  deductible  eligibility. 

Check  the  FREE  issue  you'd  like— no  strings  attached 

□ Anesthesiology  — roprc.s'  in  Pain  Management 

□ Emergenc'j  Medicine  — Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice  — //;<//)  Blood  Pressure 
Q *(lastroenterology  — (7/  Board  Reriete 
Q General  Surgery  Critical  Issues  in  Intensive  Care 
[j]  Internal  Medicine  — TVeuIfwfl  and  Preventing  Hypertension 
Q Obstetrics/Gynecologj  -,-l///(7)?V)hc  t'pdate 

□ Ophthalmology  /dmv /«  Glaucoma 

Q *()rthopaedics  — AV'/M/nwr/  the  Hand  and  H'rLst 

□ Otolaryngology  — Fih-us  on  the  Sinuses 

□ Pediatrics— .-!«  Hour  with  Sydney  S Gettis:  Recent  Clinical  Advances 
Q Psychiatry —Manifestations  and  Management  ofAtuiety 
Q *lIrology  — /Vo.v/ule  Cancer:  A Progress  Report 

“Gastroenterology.  Orthopaedics  and  Urology  art'  once-a-month  issues.  .All  other  specialties 
are  tivice-<i-month  is.sue.s.  nlw  SIJBSCRIBERS  ONLY 

Q I’m  already  sold.  Please  rush  me  the  FREE  cassette  I've  checked  above  as  follows: 

□ For  7 month.s.  Id  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months.  7 issues,  enclosed  is  my  check  for  ,$24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 


(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISIMND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis.  M.D. 


OBSTETRICS  ■ GYNECOLOGY 
William  Gomes,  M.D. 

John  P.  Reilly,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-92 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 


11-92 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

r.a_55a  CONSULTATIVE 

□■■■■■  nephrology  & 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

• Board  Certified  • Graduates  of  Mayo  Clinic 

CHESTER  N.  PAUL,  M.D,,  FACS  LOUIS  J.  GOGELA,  JR.  M.D,,  FACS 

• Kidney  Dialysis  & Organ  Transplantion 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  68510 

• Memlrers  of  American  Society  of  Nephrology 

Day  or  Night  — Call: 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  ■ Lincoln,  NF. 

(402)  483-7825  or  1-800-633-5462 

Phone  (402)  466-8259  or  1-800-633-5462 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

(402)  489-6554 

or  1-800-MED-LINC 

11. 92 

pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E BOON,  M D 
JOHN  H.  CASEY,  M D 
DEBORAH  K.  DAVIDSON.  0.0 
MICHAELJ.  DUGGAN.  M O 
DONALD  A DYNEK.M  D 
GEORGE  E.GAMMEL.M  D 
ORINR  HAYES,  M O 
DAVID  L.  KUTSCH,  M D 
STEFFANR  LACEY,  M 0 
MATTHIAS  I.OKOYE,  M O 
JOHN  F PORTERFIELD,  M 0 
AINAI.SILENIEKS.M  0 
ROBERTF  SHAPIRO.  M D 
DANIELJ.  TILL.M  0 
LARRY  D TOALSON,  M D 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  Of  800/742-7414 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney.  M.D. 

David  H.  Bingham.  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou.  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  • Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructve  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1 -800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-92 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,M.D. 
M.  SIMONS,  M.O. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127  0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  *0'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
Lincoln.  Nebraska  eesio 

PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolui  C.  I'ilkiiLS,  M l).  , I'UKTiliis 
Richard  II.  Meissner,  M l), 
liverclt  C.  Madsoii,  M I). 

Peter  J.  Whined,  M l). 

JoIui  I).  Gril'fitlLs,  M.D. 

Jeffery  J.  IlolUnan,  M l). 
Michael  A.  Ilalsted,  M l) 
Kathryn  F-.  Ikxiges,  M.D. 


11-92 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Prolessional  Center  418  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391  -1 922  (402)  572-4297 

Alter  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 


11-92 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiutf,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1 SCOnSBLUFF 
(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 
5,  VALENTINE 

(402)  376-2525 
6 AINSWORTH 
(402)  387-2800 
7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA 

(308)  284-4011 

9,  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-3911 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


OHIO  - WISCONSIN  - MISSOURI  - Attractive 
opportunities  in  metropolitan  and  scenic  recre- 
ational areas.  Locations  near  pristine  lakes,  white 
water  rivers,  and  National  Forests.  Others  in  college 
communities  offering  professional  and  Big  10  col- 
lege sports,  fine  arts,  and  a broad  spectrum  of 
nationally  renowned  CME  programs.  Positions  avail- 
able; Allergy,  Dermatology,  Neurosurgery,  Occu- 
pational Medicine,  Oncology,  Orthopedics,  Psy- 
chiatry, Rheumatology,  and  Urology.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.;  10624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 

INTERNAL  MEDICINE,  EAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  and  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
Lakes  area  and  plains  states.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  life  in  historic 
villages  - there  is  something  for  everyone.  To  dis- 
cuss your  practice  preferences  and  these  opportu- 
nities, please  call  our  toll-free  number,  1-800-243- 
4353  or  send  CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate ’leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Eincoln,  NE  68508 


EXECUTIVE  DIRECT OR-Challenging,  fast-pased 
environment  with  opportunity  for  an  Executive 
Director/Psychiatrist  to  guide  25  therapist  outpa- 
tient clinic  in  recent  growth  and  orchestrate  future 
growth.  Our  clinic  is  a family  systems  mental  health 
and  substance  abuse  facility.  We  offer  outstanding 
salary,  superior  benefit  package  and  continued 
growth  potential.  If  you  possess  an  entrepreneurial 
spirit  and  are  looking  for  a special  opportunity,  call 
or  write  to:  Operation  Bridge,  Attention;  Maureen 
O'Donnell,  (402)  496-4777,  701  N.  114th  St., 
Omaha,  NE  681  54. 

INTERNALMEDICINE,  FAMILY  PRACTICE  AND 
OBSTETRICS-GYNECOLOGY  PRACTICE  OPPOR- 
TUNITIES — Rural  Lake  Country  community  is  seek- 
ing the  above  practitioners  to  join  an  active  13 
physician  multispecialty  group.  Quality,  comfort- 
able living  environment,  multiple  recreational  ac- 
tivities, fine  educational  opportunities  and  cultural 
activities  abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  benefits.  Send 
curriculum  vitae  or  inquires  to  Lake  Region  Clinic, 
P.C.,  Attention:  Joel  Rotvold,  Administrator,  P.O. 
Box  1 1 00,  Devils  Lake,  ND  58301  or  call  collect  at 
(701 ) 662-2157  for  further  information. 

DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  51 5,  Ankeny,  Iowa,  50021 ; 1-800-729-781  3. 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


ADVERTISER’S  INDEX 


A 

Army  Reserve 7 

C 

Clarkson  Hospital 4 

D 

Donley  Medical  Supply ^ 3 

L 

Eli  Lilly  & Company 1 1 

M 

Methodist  Hospital 2 

N 

Nebraska  Beef  Council 3 

Norfolk  Printing  Co.,  Inc 1 3 

P 

Parke  Davis  Pharmaceuticals 9,  10 

Postgraduate  Medicine 6 

S 

St.  Paul  Fire  & Marine  Insurance  Co 20 

U 

U.S.  Air  Force 1 9 

University  of  Nebraska  Medical  Center 12 


Drug/Alcohol/Emotional/Other  Health 
Problems  ^ 


HELP  IS  AVAILABLE 


FOR  YOU^ 


r 

FOR  A MEMBER  OF  YOb^ 

FOR  A PROFESSIONAL,  FRt|ND  OR^' 
COLLEAGUE 


Call 


% 


The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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“You  work  hard  to  earn  your 
professional 
reputation.” 


You  deserve  the  backing  of  a financially 
stable  insurance  company  with  more 
than  $ 1 2 billion  in  assets. 

**Your  reputation  deserves  a 
strong  defense.** 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representingThe  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 

IStftuI 

(f^  ^ 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 


2 EAST  103RD  ST. 

NEW  YORK  NY  10029 
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One  Out  Of  Every  Three 
Americans  Has  Problems  Sleeping 


' Sleep.  It  restores  the  body 
and  refreshes  the  mind. 
Everyone  needs  it.  Yet  for 
millions  of  Americans,  sleep  is  elusive. 

For  people  with  sleep  disorders  the 
idea  of  a good  night’s  sleep  is  nothing 
more  than  a dream. 


The  Sleep  Center,  affiliated  with 
Richard  Young  and  Methodist  Hospi- 
tals,  utilizes  state-of-the-art  diagnostic 
testing  to  help  people  who  suffer  from 
chronic  sleep  problems.  The  Sleep 
Center,  located  at  2566  St.  Mary’s  Avenue  in  the  Park  East 
Medical  Building,  is  Omaha’s  first  accredited  sleep  disorders 
facility.  A variety  of  painless,  non-invasive  sleep  studies  are 
conducted  — by  board  certified  sleep  technologists  working 
under  the  direction  of  physicians  specializing  in  sleep  disor- 
ders, pulmonary  medicine,  and  clinical  neurophysiology  — 
in  a setting  that  is  more  like  a hotel  room  than  a high-tech 
diagnostic  sleep  laboratory. 

What  is  Involved  with  a Test  at 
The  Sleep  Center? 

Sleep  disorders  can  affect  a person’s  health  and,  in  some  cases, 
may  even  be  life  threatening.  Through  an  evaluation  at  The 
Sleep  Center,  a patient’s  sleep  problems  can  be  assessed  and 
test  results  sent  to  the  referring  physician  who  recommends 
treatment  based  on  that  information. 

Once  a physician  decides  that  a sleep  test  is  needed,  the  patient 
enters  The  Sleep  Center,  usually  for  an  overnight  stay.  During 
the  stay,  that  patient  resides  in  a comfortable,  private  room 
where  polysomnographic  recordings  arc  performed.  A 
technologist  monitors  equipment  from  an  adjoining  room 
and  is  there  to  respond  to  the  patient's  needs  throughout 
the  testing  process. 

Otice  the  test  is  completed  a sleep  stage  analysis  is  performed, 
interrelations  between  autonomic  functions  and  sleep  states 
are  examined  and  overall  sleep  quality  is  assessed.  These 


How  many  of 
your  patients  are  not 
getting  a good 
night’s  sleep? 


results,  along  with  treatment  recom- 
mendations, are  then  sent  to  the  refer- 
ring physician. 

Physicians  may  choose  from  a variety 
of  painless,  non-invasive  diagnostic 
tests  including: 

All-Night  Polysomnograms  used 

to  evaluate  a number  of  sleep  disorders 
such  as  sleep  apnea,  insomnia  and 
parasomnias  and  periodic  limb  move- 
ment  disorder. 

All-Night  Electroencephalo- 
gram used  to  evaluate  epilepsy,  especially  those  suspected  of 
possible  nocturnal  seizures. 

MULTIPLE  Sleep  Latency  Test  used  to  evaluate 
narcolepsy  and  other  disorders  producing  excessic’e  day- 
time somnolence. 

Standard  Testing  Includes: 

• Electroencephalogram  (EEG),  which  measures  brain  wave 
activity 

• Electrooculogram  (EOG),  which  records  eye  movements 
during  sleep 

• Electromyogram  (EMG),  which  tracks  muscle  mov  ements 

• Electrocardiogram  (EKG),  which  monitors  heart  rate  arid 
activity 

• Respirograms,  which  monitors  breathing 

• Oximetrv’,  which  indicates  the  levels  of  oxygen  in  the  blood 

If  one  of  your  patients,  isn’t  getting  a gixrd  night’s  sleep,  call 
The  Sleep  Center  at  (402)  342-9291.  A certified  sleep  tech- 
nologist will  answer  your  questions,  Monday  through  Frida)’ 
from  8 a.m.  to  4:30  p.m. 

THE  SLEEP  CENTER 

25bb  St.  Maty's  Avenue  • Park  Last  Medical  Building 
Omaha,  NL  08105  • (402)  342-9291 
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Global  Excellence  in  Diabetes  Care 
Eli  Lilly  and  Company 
Indianapolis.  Indiana 
46285 


In  insulin  therapy 

Make  life  easier 
for  many  of  your  patients 

Humulin  70/30.  Convenient  and  simple  to  administer. 

No  more  mixing.  No  more  mixing  errors. 

AU  of  which  makes  living  with  diabetes  a 
little  easier  for  patients.  And  compliance 
a lot  easier  to  achieve. 


7QX 

Humulin  ^0 

70%  human  insulin  isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 

The  patient-friendly  premix 

WARNING:  Any  change  of  insulin  should  be  made  cautiously  and  only 
under  medical  supervision. 


HI-7905-B-249327  ©i992.  eli  lilly  and  company 


STEREOTACTIC 

ENDOCURIETHERAP 

AT  Clarkson  hospital 


STEREOTACTIC  E^DOaRlETHER.\PY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950. 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues.  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

...  HOSPITAL 


Nebraska’s^^^^^^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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The  American  Orthopaedic  Foot  and  Ankle  Society 

Practical  Foot  and  Ankle  Care 
for  the  Primary  Care  Physician 

One  and  one  half  day  course  in  basic  foot  care 

Colorado  Springs 

September  25-26, 1 992 

Course  Chairman 

Edward  M.  Fitzgerald,  M.D.,  Colorado  Springs 

Registration  Fee  $150 


Contact:  Pamela  Jacobson 
American  Orthopaedic  Foot  and  Ankle  Society 
901  Boren  Ave.,  Suite  1300,  Seattle,  WA  98104 
1-800-235-4855 


Review  current  treatment  options  and  gain  skill  in  patient  management  through  hands-on  workshops  and 
study  protocols  for  some  of  the  common  foot  problems.  Features  a distinguished  regional  and  national  faculty 
of  orthopaedic  surgeons,  primary  care  physicians  and  footwear  specialists. 


I Physician  Practice  Opportunities  p 
I Immediate  Openings  | 


ONCOLOGY:  Proven  W2  income  of  $497,000.  City  of  65,000, 
1/2  hr  from  metro.  Superb  lab,  CT  & MRI,  radiation  therapy. 
LNTERNAL  MEDICINE:  8-way  call,  state-of-the-art  clinic. 
City  of  60,000,  aerospace  museum,  excellent  schools,  near 
metro. 

PEDIATRICS:  2 Practices:  Academics  & private  practice, 
city  of  300,000,  or  group,  city  of  30,000.  Potential:  $115,000- 
$130,000. 

OB/GYN:  Closeknit  city  of  30,000,  colleges,  ranch  or  city 
living.  700  births,  low  HMO  & Medicaid.  Net  income 
potential:  $200,000+. 

ORTHOPEDIC  SURGERY:  3 Practices:  Waterfront  City, 
Ranching  Area,  or  Metropolitan  Area.  Potentials  exceeding 
$400,000  net  per  year. 

UROLOGY:  2 Practices:  Iowa  waterfront  community,  solo 
or  associateship;  or  Dallas  suburb.  Potential  $200,000  +. 
OTHER  SPECIALTIES:  Call  for  info,  all  regions  of  the 
United  States. 

All  replies  kept  confidential. 


J.  SHERRIFF  a ASSOCIATES 


10983  Granada,  Suite  202  • Civerland  Park,  Kansas  66211 
1-600-533-0525 
FAX  (913)  451-3931 


AMA  NEWS  NOTES 


PROPOSAL  AFFECTS  NURSING  HOME  DRUGS 
The  AMA  provided  the  Flealth  Care  Financ- 
ing Administration  with  comments  on  proposed 
federal  regulations  that  would  govern  the  use  of 
psychopharmacological  drugs  in  nursing  homes. 
The  regulations  respond  to  concerns  about  the 
use  of  "chemical  restraints"  to  control  rather 
than  treat  nursing  home  residents.  While  ac- 
knowledging that  a few  residents  may  have 
been  subject  to  inappropriate  drugs  in  isolated 
cases,  the  AMA  said  that  the  proposal  goes  too 
far.  For  example,  an  unintended  effect  of  the 
rule  would  be  to  limit  a physician's  ability  to 
prescribe  a medically  necessary  drug.  The  AMA 
believes  that  prescribing  in  a nursing  facility 
should  be  governed  by  the  same  standards  as  in 

any  other  health  care  setting. 

★ ★ ★ 


CLIA  RAISES  TESTING  COSTS 

Federal  regulations  for  implementing  the  Clini- 
cal Laboratory  Improvement  Amendments  of 
1 988,  or  CLIA,  are  likely  to  increase  the  cost  of 
medical  testing  both  for  physicians  and  patients. 


(continued  on  page  9-A) 


chronic  wounds. 


Pliysicuias  know  and  agonize  alx)Lii  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem.  Bergan 
Mercy  Medical  Center  has  opened  Omaha's  first  dedicated  Wound  Care  Center.  This 
facility  is  one  of  -tO  centers  across  the  country  pro\  iding  a specialized  and 
comprehensix  e approtich  to  the  treatment  of  chronic  non-healing  wounds.  We 
offer  a specitilly  trained  staff,  advanced  grow  th-factor  technologv'  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  inx  ite  you  to  tour  this  new  facility  and  to  meet  our  staff  of  professionals.  To 
make  an  appointment,  or  if  you  ha\  e any  questions  about  the  Bergan  .Mercy  WMund 
Care  Center,  call  our  program  director.  Loree  Henkel.  RX.  at  (-t02)  39S-s500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 


Wo  u n d Care  C e n t e r® 

2011  SoLitli  “’sth  Street 
Omaha.  NK  68124 
(402)  398-5s00 


y Imagine  Office  Management 
At  1four  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

firfer  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


n 


AMA  NEWS  NOTES 

(continued  from  page  6-A) 


according  to  the  CLIA  Study  Coalition.  The 
coalition  — consisting  of  the  AMA,  American 
Hospital  Assn.,  Health  Industry  Distributors  Assn, 
and  Health  Industry  Manufacturers  Assn.  — 
sponsored  a study  that  found  the  regulations 
will  increase  the  costs  for  physician  office  labo- 
ratories and  hospitals  by  $409  million  to  $728 
million  during  the  first  year,  depending  on  the 
final  form  that  the  regulations  take.  After  the 
third  year,  the  average  cost  of  performing  a 
single  test  will  be  62  cents  to  $1 .1 6 higher  than 
it  would  have  been  without  the  regulations.  The 
coalition  study  estimates  that  about  4,000  of 
the  nation's  88,400  physician  office  and  clinic 
laboratories  will  be  forced  to  close  or  confine 

their  testing  to  a very  few  waived  tests. 

★ ★ ★ 


MEDICAID  COVERS 
CONTRACEPTIVE  IMPLANT 

Each  of  the  50  states  in  the  nation  has  opted 
to  provide  Medicaid  coverage  for  Norplant 
(levonorgestal)  and  other  long-acting  contra- 
ceptives, William  Toby  Jr.,  acting  administrator 
of  the  Health  Care  Financing  Administration,  or 
HCFA,  told  the  AMA.  Toby  was  responding  to 
a House  of  Delegates  action  recommending 
that  all  states  provide  coverage  for  the  drug, 
which  is  implanted  in  a woman's  arm.  He  noted 
that  although  the  state  Medicaid  programs  plan 
to  provide  coverage,  some  have  had  difficulty 
obtaining  Norplant  because  of  limited  supplies. 
HCFA  is  negotiating  with  the  manufacturer  to 

make  the  product  more  available. 

★ ★ ★ 


HCFA  RESPONDSTO  RECOMMENDATIONS 
The  Health  Care  Financing  Administration,  or 
HCFA,  responded  to  AMA  recommendations 
for  changes  in  Medicare's  postpayment  review 
ofphysicians.  Acting  Administrator  William  Toby 
Jr.  told  the  Association  that  the  agency  will  take 
action  to  make  sure  that  carriers  provide  due 
process.  Among  other  things,  HCFA  will  instruct 
carriers  to  communicate  their  postpayment  pro- 
cedures annually  through  newsletters  or  bulle- 
tins. The  AMA  had  also  indicated  concern  with 
the  federal  agency's  requirements  governing 
how  physicians  repay  any  overpayments  they 
receive  from  Medicare.  The  AMA  recommended 
that  HCFA  amend  its  procedures  so  that: 


BC/E  family  practitioners,  do  yourself  a 
favor  and  take  a look  at  this  model  of  what 
family  practice  is  meant  to  be. 

Canby,  Minnesota  has  a modern  - 
economically  strong  clinic,  hospital  and 
long-term  care  system  nestled  in  a 
community  where  old  fashioned  values 
merge  with  a progressive  spirit.  Join  two  BC 
family  practitioners,  physician  assistant, 
and  the  area's  best  consulting  physicians 
and  services  to  care  for  today  and  shape  the 
future  of  Midwest  health  care. 

Combine  our  compensation  and  benefits 
with  a low  cost  of  living-earnings  become 
not  a question,  but  a guarantee. 

In  Canby  you  work,  play  and  live  in  a 
community  of  close  knit  friendly 
people.. .just  as  it  should  be. 

Canby  Community  Health  Services 
1 12  St.  Olaf  Avenue  South 
Canbv,  Mn  56220 
507-223-7277 


• Physicians  would  not  be  required  to  begin 
repayments  until  after  completing  the  ap- 
peals process. 

• The  agency  would  reduce  the  interest  rate 
charged  to  physicians. 

• The  interest  rate  would  be  no  higher  than 
the  rate  Medicare  pays  when  physician 
claims  are  delayed. 

it  ir  "k 
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Our  occurrence  policy  has  been  the  industry  standard  choose  from  a variety  of  programs,  both  occurrence  and 

for  nearly  a century.  But  some  doctors  want  a claims-  claims-made,  that  offer  greater  flexibility  and  savings, 

made  policy.  So  we  have  it  available.  At  the  Medical  The  choice  is  yours.  Call  us  today. 

Protective  Company,  we  have  no  ax  to  grind.  You  can 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154  • (402)  334-9689 


FOURTH  ANNUAL 

LINCOLN  CARDIOVASCULAR  CONVERENCE 


S.  Allen  Jr.  C.  Housc-Franchcr  N.K.  Hollcnbcrg  P.  Mucha  E.E.  Rosenbaum 


Thursday-Friday,  September  17  8c  18,  Bob  Devaney  Center,  Lincoln,  Nebraska 
Sponsored  by  Nebraska  Heart  Institute  8c  Southeast  Nebraska  Chapter,  AACN 


PURPOSE 

The  format  and  content  of  this  year's  conference  is  specifically  designed  for  primary  care  physicians,  nurses,  and  allied 
hcalUi  personnel  who  care  for  patients  with  cardiac  disease.  This  stimulating  update  will  provide  current  information  to 
facilitate  diagnosis  and  management  of  these  patients. 


For  more  information,  please  compete  and 
return  form  to: 

Lincoln  Cardiovascular  Conference 
suite  300,  1919  South  40th  Street 
Lincoln,  Nebraska  68506 


I 1 

I Name  I 

I Add„„ I 

I City/State/Zip  | 

I 1 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor  Richard  B.  Svehla, 
M.D.,  Omaha,  Counties:  Douglas,  Saipy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT : Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  EHxon,  Knox,  Madi^n,  Pierce, 

Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Couax, 
Dodge,  Mciiick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nucimlls,  Saline,  Thayer. 

EIGHTH  DISTRICT;  Councilor  Richard  D.  Fitch, 
M.D.,  O'NeilL  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Shend^ 

NINTH  DISRICT:  Councilor  Gordon  Brainbtidge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Bufmo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howanl,  Loup,  Sherman,  Thomas, 

Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franldin,  Frontier,  Pumas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  DISTRICT : Councilor  Rtmald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkirts. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyeraie,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 
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Cheyenne-Kimball-Deuel . 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte*Loup  Valley  

Saline  

Sarpy 

Saunders 

Scotts  Bluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

. John  Welch,  Hastings 

. Roger  Massie,  Hainview 

. Wendell  L.  Fairbanks,  Alliance 

. Cheri  L.  Jensen,  Kearney 

. Mark  Carlson,  David  City 

. R R Andersen,  Nehawka 

. Calvin  Cutright,  Sidney 

. Scott  Green,  West  Point 

. Loren  Jacobsen,  Broken  Bow  .... 


. Carl  Falcone,  Fremont 

, Willis  L.  Wiseman,  Wayne 

. Murray  Markley,  Loup  City 

. Blake  Butler,  Beatrice 

. Anne  Morse,  Grand  Island 

. J.  C.  Wilcox,  Aurora 

.Melvin  Campbell,  Ainsworth 

. Gordon  O.  Johnson,  Fairbury 

. Berl  W.  Spencer,  OgEillala 

. D.  M.  Laflan,  Creighton  

. Benjamin  Gelber,  Lincoln 

. Robert  Dellinger,  North  Hatte  .... 

. Steffan  Lacey,  Norfolk 

. Blaine  Roffman,  Omaha 

. Richard  Votta,  Norfolk 

. A.  J.  Alderman,  Chadron 

. Dean  R Thomson,  Nebraska  City 

. Richard  Cimpl,  Columbus 

. Robert  E,  Tuma,  Crete  

.Jan  Golnick,  Papillion 

.John  Hansen,  Wahoo 

.James  Massey,  Scottsbluff 

. Paul  Hoff,  Seward 

.Jeff  Hollis,  Geneva 

. Gary  Ensz,  Auburn 

. Richard  F.  Klug,  McCook 

. Ronald  Morse,  Tekamah  

. Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elizabeth  Rapier,  Hastings 
David  Johnson,  Osmond 


Katherine  Keifer,  Kearney 
Victor  Thoendel,  David  City  . 


Clinton  Dorwart,  Sidney 
Thomas  Tibbels,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Wayne  Zlomke,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.D.  Jobman,  Aurora 


R A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
James  Fosnaugh,  Lincoln 
Mark  Nielsen,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
FVadip  Mistry,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 
Richard  Bell,  Wahoo 
Kent  Lacey,  Scottsbluff 
Roger  Jacobs,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Lennie  Deaver,  Cambridge 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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AM  A NEWS  NOTES 


PHYSICIANS  FILE  ELECTRONIC  CLAIMS 

Nearly  half  of  physicians  who  submit  claims 
to  third-party  payers  have  the  ability  to  bill 
electronically,  usually  because  they  have  the 
equipment  or  their  service  bureaus  do.  Of  those 
who  have  access  to  electronic  billing,  three- 
fourths  actually  use  it  for  Medicare  claims, 
according  to  the  AMA  Center  for  Health  Policy 
Research.  The  center  reported  that  physicians 
may  be  anticipating  the  U.S.  Dept,  of  Health  and 
Human  Service's  proposal  to  discourage  paper 
claims.  Only  57%  of  physicians  with  electronic 
billing  submit  their  non-Medicare  claims  using 

the  faster  technology. 

★ ★ ★ 


DEMOCRATS  AND  REPUBLICANS 
PREPARE  HEALTH  PLATFORMS 

AMA  trustees  presented  the  medical 
profession's  views  on  health  care  reform  during 
the  Democratic  and  Republican  parties'  plat- 
form committee  hearings.  Lonnie  R.  Bristow, 
MD,  testified  before  the  Democratic  National 
Committee  in  Cleveland.  Rep.  Nancy  Pelosi  (D, 
Calif.)  chaired  the  hearing  during  the  trustee's 
testimony.  She  told  R.  Bristow  that  she  favored 
a single-payer  system,  but  she  thought  it  was 
important  to  hear  different  viewpoints.  She  said 
she  appreciated  the  detail  of  the  AMA's  written 
statement,  Jerald  R.  Schenken,  MD,  discussed 
the  AMA's  position  during  the  Republican  Na- 
tional Committee's  hearing  in  Salt  Lake  City, 
Sen.  Don  Nickles  (R,  Okla.),  who  chaired  the 
session,  told  Dr.  Schenken  that  the  committee 
would  look  closely  at  the  AMA's  proposal,  Health 

Access  America,  in  developing  its  platform. 

★ ★ ★ 


HHS  UPDATES  CONVERSION  FACTOR 

The  AMA  has  objected  to  the  U.S.  Dept,  of 
Health  and  Human  Services'  recommendation 
for  updating  the  1993  Medicare  conversion 
factor  HHS  Secretary  Louis  W.  Sullivan,  MD, 
had  called  for  a 2.6%  update  for  surgical  ser- 
vices and  0.3%  for  nonsurgical  services.  The 
influential  Physician  Payment  Review  Commis- 
sion, or  PPRC,  also  advised  Congress  that  sur- 
gery should  get  a bigger  increase  in  Medicare 
payments  next  year  than  other  services.  In  dis- 
cussions with  the  department,  the  AMA  has 
argued  that  multiple  conversion  factor  updates 
undermine  the  resource-based  relative  value 
scale.  The  PPRC  has  recommended  a single 
update  for  the  future.  HHS  has  said  it  will  give 
serious  consideration  to  a single  increase  for 
1994. 


* * * 


ADVK  K TO  AllTHOKS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Kdiior  at  the  lollowint; 
address:  Benjamin  H.  (lelber.  M I)..  2221  So.  17.  Suite  310,  Lincoln,  NK 
68502.  The  manuscript  should  l)e  typewritten,  double-spaced,  on  84  x 1 1 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  ol  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscnpt.  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  ol  each  author 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summarv’  for  article:  ail  major  .scientific  articles  should  be  accompanied 
by  a summar>'  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completene.ss  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  84  x 11  in.  paper.  Kach  'I'able  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Kach  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Leiters-to-the-Editon  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  relumed  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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President  Darroll  Loschen,  M.D.  (right)  accepts  the  Private  Sector  Initiative  Award  on  behalf  of  the 
Nebraska  Medical  Association  from  Grovernor  Ben  Nelson  and  Department  of  Aging  Director,  Jacklyn 
Smith.  The  Association  was  honored  during  the  Governor's  Conference  on  Aging  in  Grand  Island  on  May 
21,  for  its  participation  in  the  Medi-File  Card  Project  and  the  Reach  Out  and  Touch . . . The  Aging  Network 
effort. 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


AM  A NEWS  NOTES 

INSPECTOR  GENERAL  KUSSEROW  QUITS 
U.S.  Inspector  General  Richard  Kusserow 
told  his  senior  staff  that  he  will  leave  his  post  at 
the  Dept,  of  Health  and  Human  Service.  "We 
wish  Kesserow  good  luck  in  his  next  career  and 
we  look  forward  to  a constructive  relationship 
with  his  successor,"  the  AMA  said.  In  1990,  the 
AMA,  American  Hospital  Assn,  and  38  state 
medical  associations  called  for  Kusserow's  res- 
ignation. "In  his  nine  years  as  inspecor  general, 
Kusserow  has  failed  to  demonstrate  the  bal- 
ance, objectivity  and  judgement  essential  to  the 
job,"  the  AMA  told  HHS  Secretary  Louis  W. 
Sullivan,  MD.  Thousand  of  physicians  were 
outraged  when  the  IG,  who  is  responsible  for 
investigating  charges  of  Medicare  fraud,  de- 
famed a deceased  physician  on  the  Sept.  20, 
1990,  telecast  of  "ABC  Prime  Time  Live." 
Kusserow  made  an  unsubstantiated  claim  that 

the  physician  was  drug-impaired. 

* * ★ 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  ot  an  airplane  in  airborne  schotil. 
Surx'ive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

TTie  Army  Reser\’e  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  ytiu’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  ofler. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
ot  your  life. 


PLEASE  CALL  YOUR  RESERVE  AMEDD  COUNSELOR: 
Major  Lonny  Houk  (913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


Our  reputation  depends  on 
our  exceeding  your 
expectations. 


Your  reputation  depends  on  a strong 
defense. 


Only  the  lawyers  in  our  firm  who 
specialize  in  medical  liability  represent 
doctors  insured  by  The  St.  Paul.  And, 
throughout  Nebraska,  only  the  most 
experienced  law  firms  work  for  you. 

Our  work  is  to  protect  your 
professional  reputation. 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation. 

You  will  find  The  St.  Paul's  claim 
representative  understands  the 
complexities  of  your  situation  as  well 
as  your  profession. 

Your  practice  and  your  reputation 
deserve  protection  from  a company 
with  more  than  $12  billion  in  assets. 

Call  your  independent  insurance 
agent  representing  The  St.  Paul. 

Or  call  Robert  Slaughter,  Vice 
President  and  General  Manager  in 
The  St.  Paul's  Omaha  Service  Office 
at  (402)  330-5400  or  1-800-642-8430. 


IStftuI 


Emil  Sodoro,  Sodoro.  Daly  and  Sodoro 


mW 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul.  Minnesota  55 1 02 


PRESIDENT'S  PAGE 


"Parasites  vs  Commensals" 


I).  |.  LOSCHEN,  M,tX 
President 


In  Nebraska,  some  30%  of  practicing  physi- 
cians do  not  belong  to  the  Nebraska  Medical 
Association  (NMA).  Even  more  do  not  belong  to 
the  American  Medical  Association  (AMA).  I 
briefly  mentioned  this  fact  in  my  inaugural  ad- 
dress (reprinted  as  my  first  "President's  Page"), 
and  it  got  the  attention  of  at  least  one  non- 
member physician.  This  individual  took  um- 
brage at  my  implication  that  he  and  other  non- 
members were  "parasitic"  (his  term,  not  mine).  I 
agree  that  he  should  probably  not  be  consid- 
ered parasitic  — that  term  connotes  injury  to  the 
host  organism.  I propose  a better  categorization 
would  be  that  of  a "commensal"  — one  who  "tags 
along"  with  the  host  organism,  enjoying  the 
benefits  of  the  host's  activities,  yet  not  materially 
contributing  to  the  well-being  of  the  host. 

Non-members  often  cite  membership  in  their 
specialty  society  as  a reason  for  not  joining  the 
NMA,  and  have  difficulty  perceiving  the  need 
for  membership  in  the  broader  state  medical 
society.  From  the  perspective  of  a family  physi- 
cian who  has  served  as  President  of  the  NAFP, 
and  as  an  FP  who  has  devoted  no  small  measure 
of  time  and  effort  to  my  specialty  society,  I can 
speak  with  some  authority  on  the  importance  of 
supporting  these  organizations.  These  societies 
fulfil  a special  purpose  in  addressing  the  con- 
cerns peculiar  to  individual  specialties.  Their 
role  in  assuring  the  academic  excellence  of  their 
members  through  CME  activities  is,  in  itself, 
reason  enough  to  justify  our  support.  However, 
if  we  rely  upon  our  specialty  societies  to  repre- 
sent medicine  in  the  broader  legislative  arena, 
we  play  directly  into  the  hands  of  governmental 
policymakers  who  would  "divide  and  conquer" 
the  medical  profession.  What  better  example  of 
this  could  be  cited  than  the  current  iniatives  of 
the  HCFA,  as  it  encourages  individual  societies 
to  "cut  their  own  deal"  with  respect  to  reim- 
bursement under  RBRVS.  If  the  percentage  of 
membership  in  the  NMA  (and  the  AMA)  falls 
below  a "critical"  level,  it  will  lose  credibility  as 
spokesman  for  the  profession.  Should  this  oc- 
cur, we  will  all  be  the  losers,  regardless  of 
specialty. 


Darroll  J.  Loschcn,  M.I). 


Another  frequently  cited  reason  for  non-mem- 
bership is  the  cost  of.such  membership.  Indeed, 
cost  is  a significant  concern.  At  every  meeting  of 
the  NMA  Board  of  Directors  that  I have  at- 
tended, the  cost  of  membership  and  the  cost  of 
NMA  activities  are  given  paramount  attention. 
Indeed,  it  is  costly  for  the  Association  to  effec- 
tively carry  out  its  programs  and  functions.  This 
cost  will  continue  to  be  a concern.  The  Board 
continues  to  seek  further  sources  of  non-dues 
income,  to  keep  the  dues  structure  as  reason- 
able as  possible.  I need  to  point  out,  however, 
that  I (and  all  members  of  the  NMA)  am  no 
"better  off  financially  than  my  non-member 
colleagues.  To  me,  my  NMA  (and  AMA)  dues 
are  simply  another  of  the  necessary  costs  of 
doing  business.  The  fact  that  my  dues  must  be 
higher  because  of  the  lack  of  support  from  my 
"commensal"  colleagues  does  indeed  tend  to 
irritate  me,  however. 

If  there  is  a stellar  example  of  what  the  NMA 
has  done  for  physicians  in  the  state,  it  is  the 
increased  reimbursement  we  have  realized  from 
the  Medicaid  program.  In  fact,  for  those  that 
deliver  babies,  the  increased  reimbursement 
from  less  than  two  (2)  deliveries  of  Medicaid 
clients,  compared  with  the  reimbursement  of 
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two  years  ago,  will  more  than  pay  for  the  annual 
NMA  dues. 

It  is,  indeed,  time  for  us  to  strongly  enlist  the 
support  of  all  physicians  in  the  Association's 
activities.  Non-member  physicians  need  to  know 
that  the  NMA  is  indeed  tired  of  their  reaping  the 
benefits  of  our  labors.  It  is  time  that  we  more 


strongly  than  ever  encourage  these  individuals 
to  join  us,  so  that  we  may  more  effectively 
represent  the  profession. 

These  thoughts,  I realize,  are  like  "preaching 
to  the  choir."  I would  therefore  encourage  you 
to  contribute  this  issue  of  the  Nebraska  Medical 
lournal  to  one  of  your  non-member  colleagues. 
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ORIGINAL  ARTICLE 


Health  USA:  Appropriate  For  Nebraska 

(A  COMMENTARY) 

nnOMAS  P.  WEIL,  Ph.  i). 

President,  Bedford  Health  Asociates,  Inc. 


Health  reform  is  certainly  near 
the  top  of  the  nation's  domes- 
tic agenda.  Few  proposals  have 
been  articulated  more  clearly  than  Senator 
Bob  Kerrey's  Health  USA.’  In  recent  months, 
you  may  have  been  asked  by  a patient  a rela- 
tively simple  question:  How  would  the  Senator's 
"A  National  Health  Program  for  the  United 
States"  be  received  and  what  might  be  its 
impact  in  his  home  state  of  Nebraska? 

At  first  blush,  Nebraska  may  not  be  the  prime 
setting  to  be  used  as  a possible  test  site  for  his 
proposal.  During  the  past  decade,  the  state  has 
experienced  minimal  population  growth;  its 
percentage  of  non-whites,  families  below  the 
poverty  line,  and  those  without  health  insur- 
ance are  significantly  below  national  averages 
(Table  1).  In  addition,  Nebraska  hospital  inpa- 
tient, and  emergency  room  and  outpatient  uti- 
lization rates  per  1,000  are  below  the  national 
average,  which  is  fortunate  considering  that  the 
state  has  a slightly  higher  percentage  of  resi- 
dents eligible  for  Medicare. 

During  the  1 985-90  period,  the  90  Nebraska 
hospitals  experienced  a severe  (-23.0%)  decline 
in  admissions  and  a smaller  (-1 1 .1  %)  decrease  in 
their  average  daily  census  (Table  II).  Moreover, 
their  percentage  growth  over  these  five  years  in 
outpatient  visits  was  roughly  half  the  national 
average.  The  percentage  increase  in  emer- 
gency room  visits  being  slightly  ahead  of  the 
U.S.  "norm"  may  be  accounted  for  by  the  state 
only  having  80%  of  the  national  average  of 
actively  practicing  physicians. 

In  an  attempt  to  provide  a multi-payer,  uni- 
versal access,  comprehensive  health  insurance 
plan  that  also  focuses  on  containing  health  care 
costs.  Senator  Kerrey,  with  the  assistance  of  an 
expert  health  policy  group,  came  up  with  an 
approach  that  uses  parts  of  several  models:  the 
U.S.  market  driven,  competitive;^  the  Canadian, 
singlepayer;^  and,  the  German  quasi-private, 
quasi-public.'^  Those  in  Nebraska  who  are  op- 
posed to  any  further  government  involvement 


in  the  health  care  system  would  call  it  a "womb 
to  tomb  socialized  medicine  program;"  and, 
those  politically  on  the  far  left  might  say  that  this 
is  a watered-down,  political  compromise  of  the 
Canadian  singlepayer  approach,  where  the  doc- 
tors are  reimbursed  on  a fee-for-service  basis; 
where  most  hospitals  are  locally  owned  and 
managed;  and,  where  the  government  negoti- 
ates physician  and  hospital  rates  within  global 
budget  limits. 

Although  it  might  be  relevant  to  compare 
Senator  Kerrey's  Health  USA  to  other  health 
reform  plans  or  to  provide  a detailed  critique  of 
his  recommendations,  this  commentary  has  a 
far  more  limited  scope.  It  focuses  on  these 
elements  of  Senator  Kerrey's  proposal:  the  plan's 
concept  of  universal  access;  the  comprehen- 
siveness of  the  benefits  provided;  the  financing 
of  the  plan;  the  payment  methodology  to  phy- 
sicians and  hospitals;  and,  the  reliability  of  the 
estimated  cost  projections. 

Universal  Access  and  Equity.  Health  USA,  if 
enacted,  would  cover  all  Nebraska  residents 
with  comprehensive  health  insurance  benefits 
irrespective  of  whether  or  not  the  individual  is 
currently  eligible  for  Blue  Cross/Blue  Shield, 
private  insurance,  an  HMO,  Medicare,  Medic- 
aid, or  uninsured.  These  benefits  would  be 
immediately  available  to  161,000  Nebraskans 
now  without  any  coverage,  most  of  whom  are 
among  the  state's  working  poor  and  their  de- 
pendents, and  the  medically  uninsurable.  A 
number  of  additional  residents,  who  are  cur- 
rently underinsured,  would  be  able  to  receive  a 
broader  spectrum  of  benefits  without  any  sig- 
nificant out-of-pocket  expenses.  Senator  Kerrey's 
plan,  unlike  other  health  reform  proposals  now 
being  debated,  has  as  cornerstones  the  con- 
cepts of  universal  access  and  social  equity. 

'Address  correspondence  and  reprint  requests  to  Thomas  P. 
Weil,  Ph.D.,  President,  Bedford  Health  Associates,  Inc.,  Manage- 
ment Consultants  for  Health  and  Hospital  Services,  B.B.  & T. 
Building,  Suite  1019,  Asheville,  N.C.  28801, 704-252-1616  or  FAX 
704-253-3820. 
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TABLE  1 

Selected  Population,  Demographic,  and  Health  Care  Data,  State  of  Ne- 
braska and  U.S.,  Selected  Dates,  1980-1990, 


Variable 

Date 

Nebraska 

U.S. 

Population 

change 

1980-90 

-<-0.5% 

-1-9.8% 

% 65  years  of 
age  & older 

1990 

13.9% 

12.5% 

% Non-white 

1990 

6.2% 

19.7% 

% Families 
below  poverty 
line 

1990 

11.1% 

13.5% 

Birth  rate 

1988 

14.9 

15.9 

Infant  mort- 
ality rate 

1988 

9.0 

10.0 

Percent  unin- 
sured, under  65 
years  of  age 

1988 

12.0% 

15.0% 

Hospital  ad- 
missions/1.000 

1990 

119.1 

125.5 

Hospital  ER 
visits/1,000 

1990 

231.3 

348.9 

Outpatient 

visits/1,000 

1990 

785.2 

868.1 

Physicians/ 

1,000 

1989 

1.68 

2.10 

Medicare 

1988 

14.9% 

13.5% 

Medicaid 

1988 

6.9% 

9.5% 

Sources:  American  Hospital  Association,  Statistical  Guide.  Chicago:  The 
Association,  1 986  and  1 991 ; and,  U.S.  Department  of  Commerce,  Statistical 
Abstract  of  the  United  States.  1991,  Washington,  D.C.:  Government  Printing 
Office,  1991. 


TABLE  II 

State  of  Nebraska  and  U.S.,  Percentage  Change  in  Selected  Hospital 
Variables  in  the  Five  Year  Period,  1985-1990. 


Variable 

Nebraska 

U.S. 

No.  of  beds 

-11.9% 

-7.4% 

No.  of  admissions 

-23.0% 

-6.9% 

Average  daily  census 

-11.1% 

-4.6% 

Percentage  of 
occupancy 

-1-4.2% 

-<-3.1% 

No.  of  births 

-6.5% 

+ 12.4% 

No.  of  surgical 
procedures 

-h13.4% 

+8.5% 

No.  of  emergency 
room  visits 

-<-17.0% 

+ 16.1% 

No.  of  outpatient 
visits 

-1-24.7% 

+45.9% 

Full-time  equivalent 
personnel 

-t8.8% 

+ 14.0% 

Total  expense,  adj. 
per  admission 

-<-61.7% 

+52.4% 

Total  expense,  adj. 
per  inpatient  day 

-<■41.2% 

+49.3% 

Source:  American  Hospital  Association,  Statistical  Guide.  iy»b-iyyi,  Chi- 
cago: the  Association,  1986-1991 
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Comprehensiveness  of  the  Benefits  Offered. 
Health  USA  benefits  include  "inpatient  and 
ambulatory  hospital  and  physician  care,  preven- 
tive services,  ancillary  diagnostic  and  treatment 
services,  home  health  services  and  skilled  nurs- 
ing facility  care,  prescription  drugs,  durable 
medical  equipment,  mental  health  services,  and 
substance  abuse  treatment."’  Among  the  few 
items  excluded  are  dental  services,  over  the 
counter  drugs,  and  a private  room  in  a hospital. 
The  potential  impact  on  physicians,  hospitals, 
and  other  health  care  providers  of  such  a com- 
prehensive spectrum  of  benefits,  without  any 
significant  deductibles  and  co-insurance  fea- 
tures, needs  some  discussion. 

Increasing  evidence  suggest  that  the  amount 
of  and  the  content  of  medical  care  that  an 
individual  receives  in  the  U.S.  is  related  to 
whether  or  not  the  person  has  health  insurance 
coverage.®  Although  the  nation's  uninsured 
population  contains  a larger  percentage  of  per- 
sons in  fair  or  poor  health  than  among  the 
insured,  those  without  coverage  use  physician 
and  hospital  benefits  far  less  frequently.^^There- 
fore,  providing  basic  benefits  to  the  currently 
uninsured  and  underinsured,  based  on  these 
studies,  could  increase  the  total  volume  of 
primary  care-type  physician  and  hospital  ser- 
vices demanded  in  the  range  of  four  to  eight 
percent. 

In  recent  years,  moreover,  there  have  been  a 
number  of  studies  that  have  analyzed  the  asso- 
ciation of  health  insurance  coverage  (the 
uninsured,  those  with  private  health  insurance, 
and  those  eligible  for  Medicaid),  resource  con- 
sumption, and  morbidity.  Among  the  tertiary- 
type  services  analyzed  include  lung  cancer,® 
invasive  cardiology  and  open-heart  surgery,^ 
AlDs,’°  high-risk  nursery  care,”  and  high-cost 
and  high-discretion  procedures.’^ 

These  studies,  in  toto,  indicate  that  the 
uninsured  may  have  more  difficulty  in  obtaining 
care  in  several  ways.  First,  they  initially  experi- 
ence reduced  access  to  health  care  providers, 
particularly  to  hospital  inpatient  services.  Sec- 
ond, there  is  strong  evidence  that  there  are 
differences  between  the  uninsured  and  the 
insured  in  resource  consumption,  with  the  infer- 
ence that  the  uninsured  now  receive  consider- 
ably less  services  than  either  those  insured  or 
those  eligible  for  Medicaid  benefits.  Third,  insur- 
ance coverage  has  a more  major  influence  on 
the  use  of  high-cost  and  high-discretion,  and 
tertiary-type  services  than  on  medically  neces- 
sary care. 


Health  USA  could  result  in  a modest  increase 
in  the  utilization  of  services  among  rural  physi- 
cians and  hospitals,  primarily  having  the  impact 
of  providing  additional  revenues  for  previously 
uncompensated  care.  It  would  result  in  a signifi- 
cant increase  in  the  volumes  (a  range  of  20%  to 
30%)  requested  from  medical  and  surgical 
subspecialists,  and  tertiary-type  hospitals.  A key 
question  is  where  is  the  revenue  forthcoming  to 
pay  providers  for  these  additional  complex  and 
expensive  patient  care  needs? 

Financing  of  the  Plan.  Health  USA  would 
be  a federal-state  program,  in  which  the  federal 
contribution  would  average  87%  of  the  costs 
to  each  state,  which  would  be  responsible 
through  a health  services  commission  to  admin- 
ister the  program.  Funds  now  allocated  to 
Medicare,  Medicaid,  and  CHAMPUS  would  be 
combined  with:  (a)  a 4%  gross  payroll  tax  paid 
by  employers;  (b)  a 1%  tax  on  wages  and 
salaries  by  employees;  (c)  increasing  the  top 
personal  income  marginal  tax  rates  from  3 1 % to 
33%;  (d)  increasing  corporate  income  taxes  by 
1 0%;  and,  (e)  other  assorted  sources  to  pay  for 
the  plan. 

The  underlying  assumption  of  the  Health 
USA  financing  approach  is  that  we  as  a nation 
will  continue  to  expend  roughly  12%  of  our 
gross  domestic  product  (GDP)  for  health.  This 
is  an  amount  that  is  one-third  greater  than  either 
Canada  or  Germany;  and  almost  twice  what  is 
spent  in  Japan.’®  Can  we  rebuild  our  crumbling 
infrastructure  and  be  competitive  internation- 
ally, and  still  consume  such  a high  percentage  of 
our  GDP  for  health? 

The  Payment  Methodology  to  Physicians  and 
Hospitals.  Individuals  and  families  under  the 
Health  USA  plan  would  choose  among  compet- 
ing fee-for-service  plans,  health  maintenance 
organizations  (5.1%  of  Nebraska  residents  are 
now  so  covered),  and  other  existing  or  new 
third  party-payers.  Alternatively,  Nebraska  resi- 
dents could  enroll  in  a fee-for-service  plan  man- 
aged by  the  state.  Each  approved  third-party 
plan  would  receive  a fixed  capitation  payment 
from  the  state's  health  services  commission  for 
every  enrollee.  The  plan  would  need  to  accept 
the  commission's  capitation  fees  as  payment  in 
full,  except  for  limited  cost  sharing,  for  required 
benefits. 

The  Health  USA  plan  is  flexible  in  the  sense 
that  physicians  can  be  paid  on  a fee-for-service 
basis  using  the  Medicare  resource-based  rela- 
tive value  scale  (RBRVS);  on  a salary;  or,  on  a 
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capitation  basis.  However,  if  the  total  annual 
expenditures  for  the  state's  or  an  area's  physi- 
cian services  exceed  the  Nebraska  target,  then 
some  or  all  of  the  excesses  would  be  deducted 
from  next  year's  fee  increases.  What  in  essence 
happens  is  the  state  health  services  commission 
places  a dollar  ceiling  on  total  physician  fees  for 
ayearand  anticipates  that  doctors  will  equitably 
divide  these  resources  among  themselves.  This 
process  would  need  to  occur  in  what  appears  to 
be  an  environment  where  particularly  medical 
and  surgical  subspecialists  can  anticipate  a sig- 
nificant increase  in  demand  for  their  expertise  to 
treat  patients  with  complicated,  pre-existing 
conditions,  who  for  the  most  part  were  previ- 
ously uninsured  or  underinsured. 

Under  the  Health  USA  proposal,  the  state 
health  services  commission  would  negotiate 
with  each  hospital  a global  operating  budget. 
States  would  pay  an  annual  target  amount, 
which  would  be  adjusted  by  changes  in  volume. 
As  with  physicians,  if  negotiations  between  the 
state  health  services  commission  and  the  hospi- 
tal reached  an  impasse,  the  issue  would  be 
referred  to  mediation  or  arbitration.  In  addition, 
a certificate-of-need  type  approach  would  be 
reinstated  at  the  state  level  for  the  approval  of 
hospital  expansion  or  renovation  projects  and 
the  replacement  or  acquisition  of  new  technol- 
ogy. this  could  be  envisioned  as  an  intensively 
political  process  and  could  be  an  approach  to 
limit  the  scope  of  services  offered  at  many  of  the 
state's  rural  hospitals. 

Reliability  of  the  Estimated  Cost  Savings.  It  is 
projected  that  the  Health  USA  proposal  would 
actually  decrease  the  nation's  total  health  spend- 
ing by  $11.5  billion  in  1 991  (less  than  2%  of 
the  total)  and  by  $1 58.1  billion  over  its  first  five 
years.  There  are  a number  of  reasons  why  these 
projections  might  be  bullish. 

First,  a multi-payer,  universal,  comprehensive 
national  health  insurance  plan  will  significantly 
increase  the  demand  for  physician  and  hospital 
services.  The  Germans  with  a somewhat  similar 
quasi-private,  quasi-public  system  provide 
1 1 7.0%  and  1 55.5%  more  physician  visits  and 
hospital  days  per  person  per  annum  respec- 
tively, than  the  U.S.’‘*  Although  it  is  unlikely  that 
utilization  in  the  U.S.  will  increase  to  German 
"norms,"  the  Health  USA  plan  also  emphasizes 
universal  access,  equity,  and  comprehensive 
health  insurance  benefits. 

Second,  it  is  unlikely  that  competition  among 
the  various  third-party  payers  as  envisioned  in 


the  Health  USA  plan  will  significantly  reduce  per 
unit  costs  or  improve  the  quality  of  services. 
This  generalization  is  based  on  a number  of 
findings.  Lincoln,  Norfolk,  and  Omaha,  for 
example,  are  the  only  cities  in  the  state  that  have 
two  or  more  short-stay  hospitals,  so  competitive 
bidding  for  acute-care  services  in  most  of  Ne- 
braska is  more  theory  than  reality.  Although  the 
large  and  well  capitalized  staff-and  group-HMOs 
have  been  able  to  successfully  reduce  hospital 
utilization,  the  market  driven,  competitive, 
middle-class  oriented  managed  care  plans  have 
been  far  less  successful  in  containing  costs.’® 

When  state  or  the  federal  government  at- 
tempts an  HMO-Medicare  or  Medicaid  demon- 
stration, moreover,  most  of  the  experience  to 
date  suggests  that  the  private  sector  "games" 
the  selection  of  risk  and  reimbursement  rates  to 
end  up  with  more  monies  at  the  bottom  line  at 
the  expense  of  the  public  sector.’^’^  More 
simply  stated  is  that  competition  in  the  health 
care  field  among  third-party  payers  is  conceptu- 
ally inconsistent  with  a highly  regulated  ap- 
proach as  envisioned  in  the  Health  USA  pro- 
posal.’® And,  therefore,  it  is  of  no  surprise  that 
physician  and  hospital  rate-setting  in  the  U.S.  to 
date  has  experienced  rather  mediocre  success. 

Third,  the  only  realistic  way  to  afford  a univer- 
sal, comprehensive  national  health  insurance 
plan  in  the  U.S.  is  to  implement  a single-payer 
Canadian  type  plan.  This  could  generate  an 
annual  estimated  savings  ranging  from  $55.0 
billion^’  to  $100.0  billion^^  and  could  result  in  a 
decrease  of  roughly  7,200  positions  in  Ne- 
braska in  the  health  care  field.  Senator  Kerrey 
was  also  sensitive  to  the  political  muscle  of  the 
Health  Insurance  Association  of  America,  the 
American  Medical  Association,^®  the  American 
Hospital  Association,  and  other  providers  who 
are  supporters  of  universal  access  of  basic  phy- 
sician and  hospital  benefits,  but  are  opposed  to 
a single-payer,  Canadian  style  system  with  glo- 
bal budgetary  limitations.  It  is  in  that  monolithic 
rather  than  pluralistic  approach  where  we  might 
save  the  dollars  in  administrative  costs  and 
curtailing  competitive-related  expenditures  to 
provide  universal  access  and  a comprehensive 
national  health  insurance  plan. 

Concluding  Comments.  What  I have  come 
to  recognize  with  considerable  reluctance  is 
that  the  Canadians  and  the  Germans  spend  one- 
third  less  of  their  GDP  for  health;  and,  yet  are 
able  to  provide  universal  access  and  compre- 
hensive national  health  insurance  benefits  with 
morbidity  and  mortality  statistics  that  are  supe- 
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rior  to  the  U.S.'^  They  also  require  their  health 
care  providers  to  deliver  a greater  volume  of 
services  with  less  resources.  A recent  compari- 
son of  expenditures  for  physician  services  in  the 
U.S.  and  Canada.^^  found  that  higher  expendi- 
tures per  capita  here  are  explained  by  higher 
fees;  the  quantity  of  physician  services  per 
capita  used  is  actually  lower  in  the  U.S.  than  in 
Canada.  Furthermore,  Canadian  hospitals  func- 
tion with  2.6  full-time  equivalent  employees 
(FTEs)/occupied  bed  in  comparison  to  4.1  and 
4.8  FTEs/occupied  bed  in  the  U.S.  and  in  Ne- 
braska, respectively.^"^^* 

Being  married  for  more  than  a quarter  of  a 
century  to  a native  Cornhusker,  I realize  that  her 
family  and  other  Nebraskans  are  torn  between 
two  polarizing  themes--  the  concern  for  provid- 
ing adequate  health  care  benefits  to  uninsured, 
low  wage  earners  and  their  dependents;  and, 
the  real  probability  of  further  governmental 
involvement  in  the  delivery  of  local  physician, 
hospital,  and  other  health  care  services.  I be- 
lieve that  most  supporters  of  the  "Big  Red" 
would  vote  in  the  short-run  for  more  "incremen- 
talism" than  what  is  envisioned  in  Senator 
Kerrey's  health  reform  plan,  which  is  probably 
not  affordable  without  a single-payer  approach 
and  some  national  policies  that  might  include 
the  rationing  of  specific  services.  As  far  as  a 
long-term  health  care  strategy,  the  Senator's 
proposal,  notwithstanding  the  comments  made 
earlier  in  this  commentary,  needs  to  be  given 
high  marks  because  it  does,  in  fact,  address  the 
nation's  issues  of  health  care  access,  equity,  and 
cost  containment. 
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COMMENTS: 

Dr.  Weil  has  written  a reasonable  and  gener- 
ally accurate  analysis  of  the  main  points  of 
Senator  Kerrey's  "Health  USA  Act".  His  thrust 
is  mostly  descriptive  and  he  avoids  comparison 
with  other  plans  which  have  been  offered. 

In  discussing  plan  financing,  Dr.  Weil  doesn't 
make  it  clear  that  the  income  base  for  the 
proposal  includes  all  wage  and  self-employ- 
ment income.  He  understates  the  "other  as- 
sorted sources"  to  pay  for  the  plan.  These  other 
sources  include  a 2%  tax  on  all  unearned  divi- 
dend and  interest  received  and  increasing  the 
Social  Security  income  base  to  $125,000  for 
both  retirement  income  and  Medicare.  Senator 
Kerrey  then  increases  the  percentage  of  recipi- 
ent Social  Security  income  subject  to  tax  from 
50%  to  85%.  There  are  also  sizeable  increases 
in  alcohol  and  tobacco  taxes. 


The  $500  annual  savings  for  the  Nebraska 
family  earning  $30,000  comes  at  the  price  of  a 
major  increase  in  taxes  for  the  middle  class  and 
corporations.  State  tax  increases  to  meet  its 
1 3%  obligation  are  not  mentioned  even  though 
we  know  what  a problem  the  Medicaid  budget 
has  been. 

Dr.  Weil  addresses  the  politically  sensitive 
capital  set-aside  provision  by  referring  to  it  as  a 
"CON"  process.  This  is  not  correct.  Currently 
only  projects  exceeding  specified  limits  must 
seek  CON  approval.  Usually  the  facilities  have 
funds  or  have  arranged  for  them.  Under  the 
Kerrey  plan,  facilities  would  not  be  able  to 
accumulate  capital.  Some  state  body  would 
have  the  capital  and  facilities  would  be  attempt- 
ing to  gain  access  to  it.  It  would  be  a political 
nightmare. 

Robert  F.  Shapiro  M.D. 
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ABSTRACT 

A 79  year  old  man  suffered  acute  respiratory  distress  secondary  to  delayed  gastric  emptying  several  months  following 
esophagogastrostomy.  No  drainage  procedure  was  performed  at  the  time  of  the  procedure.  The  need  for  a drainage 
procedure  is  controversial.  Symptoms  of  gastric  stasis  have  reportedly  improved  with  a drainage  procedure  and  the  risk 
of  concomitant  pyloromyotomy  or  pyloroplasty  has  been  shown  to  be  minimal  and  may  prevent  a potentially 
catastrophic  complication  as  described  in  this  report. 


I.  INTRODUCTION 

Esophagogastrostomy  is  a 

reliable  conduit  to  re-establish 
alimentary  tract  continuity  fol- 
lowing esophagectomy  for  benign  or  malignant 
disease.  Several  clinical  trials  employing  this 
procedure  report  acceptable  functional  results 
with  a low  morbidity  rate.’"^  Delayed  gastric 
emptying  following  gastric  "pull-up"  is  well  rec- 
ognized and  the  need  for  a concomitant  drain- 
age procedure  remains  controversial.^^  We 
presentthe  unique  case  of  a 79yearold  man, six 
months  following  esophagogastrostomy  who 
presented  with  near  respiratory  arrest  attrib- 
uted to  delayed  gastric  emptying. 

II.  CASE  REPORT 

A 79  year  old  male  with  adenocarcinoma 
arising  in  the  distal  esophagus  underwent 
transhiatal  esophagectomy  with  cervical 
esophagogastrostomy  for  palliation  in  Febru- 
ary, 1988.  No  drainage  procedure  was  per- 
formed at  that  time.  The  patient  did  well  for  six 
months.  In  August,  1 988,  he  developed  dyspnea 
and  mild  epigastric  discomfort.  Two  days  later 
he  presented  in  severe  respiratory  distress  with 
a respiratory  rate  of  40  and  prominent  inspira- 
tory and  expiratory  wheezing.  Arterial  blood 
gases  revealed  a pH  7.3 1 , PO^  66,  PCO  48,  and 
HCO3  21 . A chest  x-ray  demonstrated  a mark- 
edly dilated  intrathoracic  stomach  (Fig.  1 ).  Hu- 
midified oxygen  and  nasogastric  decompres- 
sion dramatically  improved  the  patient's  condi- 
tion and  the  respiratory  rate  and  breath  sounds 
normalized  within  minutes  following  therapy.  A 
chestx-ray  following  insertion  of  the  nasogastric 
tube  confirmed  a decompressed  intrathoracic 
stomach  (Fig.  2).  Further  evaluation  included  a 
Barium  study  and  upper  gastrointestinal 


endoscopy  which  demonstrated  delayed  gas- 
tric emptying.  Balloon  dilatation  of  the  pylorus 
was  performed  without  complication  and  the 
patient  was  discharged.  Although  the  patient 
had  no  further  symptoms  attributable  to  de- 
layed gastric  emptying,  he  succumbed  nine 
months  later  with  metastatic  disease. 

III.  DISCUSSION 

Delayed  gastric  emptying  following  esophag- 
ogastrostomy has  been  extensively  studied.®'^ 
Patients  usually  present  with  symptoms  of  eat- 
ing intolerance  to  include  nausea,  vomiting  and 
regurgitation.  Our  patient  presented  with  acute 
respiratory  distress  due  to  an  impressively  di- 
lated intrathoracic  stomach.  We  propose  that 
this  led  to  compression  of  the  posterior  mem- 
branous trachea  with  airway  obstruction.  There 
are  no  reports  in  the  surgical  literature  docu- 
menting respiratory  failure  secondary  to  de- 
layed gastric  emptying  as  a long-term  complica- 
tion. 

Although  complete  vagotomy  is  routinely 
performed  with  esophagectomy,  many  surgeons 
question  the  need  for  a drainage  procedure  in 
conjunction  with  esophagogastrostomy.  The 
reservations  are  attributed  to  the  rare  occur- 
rence of  clinically  significant  gastric  stasis  and 
the  fear  of  any  added  morbidity  associated  with 
the  procedure.  Cheung  and  associates  com- 
pared patients  who  had  esophagogastrostomy 
with  pyloroplasty  to  a control  group  who  did 


‘Address  correspondence  and  reprint  requests  to  Robert 
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FIGURE  1: 

Chest  x-ray  presentation  with  markedly  dilated  intratho- 
radc  stomach. 


FIGURE  2: 

Chest  x-ray  following  decompression  by  nasogastric  tube 
placement. 


not.  They  found  a statistically  significant  prolon- 
gation of  gastric  emptying  time  in  the  control 
group.  However,  there  was  conflicting  data 
regarding  symptoms  and  gastric  emptying  time. 
Furthermore,  most  patients  who  did  suffer  clini- 
cally significant  gastric  stasis  improved  over 
time.  They  found  no  increased  morbidity  asso- 
ciated with  pyloroplasty.  Because  of  the  low 
morbidity  associated  with  pyloroplasty,  they 
concluded  that  this  procedure  be  uniformly 
performed  to  prevent  long-term  gastric  stasis. 

Others  have  failed  to  duplicate  these  results 
and  found  no  prolongation  of  gastric  emptying 
time.^'^  Some  authors  have  found  increased 
morbidity  associated  with  a drainage  proce- 
dure.^ Hanna  found  that  a high  esophag- 
ogastrostomy  with  a drainage  procedure  uni- 
formly led  to  dumping  symptoms.”  Thus,  be- 
cause of  conflicting  data,  surgeons  are  slow  to 
form  a consensus  regarding  a drainage  proce- 
dure. 

IV.  SUMMARY 

We  present  a case  of  acute  respiratory  com- 
promise due  to  tracheal  compression  by  an 


impressively  dilated  intrathoracic  stomach 
caused  by  delayed  gastric  emptying  following 
esophagogastrostomy  without  a drainage  pro- 
cedure. The  need  for  a drainage  procedure  at 
the  time  of  esophagogastrostomy,  to  prevent 
delayed  gastric  emptying,  remains  controver- 
sial. We  believe  that  the  use  of  a concomitant 
drainage  procedure  should  be  seriously  consid- 
ered, as  the  operative  risk  is  minimal  and  it  may 
prevent  the  complications  associated  with  in- 
trathoracic gastric  dilatation.  For  those  patients 
undergoing  esophagogastrostomy  without  drain- 
age, balloon  pyloroplasty  can  be  considered  as 
an  alternative  to  medical  or  surgical  manage- 
ment in  patients  who  later  present  with  compli- 
cations attributed  to  delayed  gastric  emptying. 

REFERENCES 

1.  Waters  PF,  Pearson  FG,  Todd  TR,  et  al.. 
Esophagectomy  for  complex  benignesophageal  disease.  J 
Thorac  Cardiovasc  Surg  95:378-381,  1988. 

2.  Baker  JW,  Schechter  GL.  Management  of 
panesophageal  cancer  by  blunt  resection  without 
thoracotomy  and  reconstruction  with  stomach.  Ann 
Surg  23(5):491-499,  1986. 


154  Nebraska  MedicalJournal  July  1992 


3.  Ujiki  GT,  Pearl  GJ,  F’oticha  S.  Mortality  and  morbid- 
ity of  gastric  "pull-up"  for  replacement  of  the  pharyn- 
goesophagus.  Arch  Surg  122:645-647,  1987. 

4.  Schechter  GL,  Baker  JW,  Gilbert  DA.  Functional 
evaluation  of  pharyngoesophageal  reconstruction  tech- 
niques. Arch  Otolaryngol  Head  Neck 

Surg  113:40-44,  1987. 

5.  Angorn  IB.  Oesophagogastrostomy  without  a 
drainage  procedure  in  oesophageal  carcinoma.  BrJSurg 
62:601-604,  1975. 

6.  Bevan  K,  Slack  RW,  et  al..  Gastric  atony  com- 
plicating pharyngo-gastric  anastomosis.  J Laryngology 
and  Otology  101:519-521,  1987. 

7.  Collis  JL.  Surgical  treatment  of  carcinoma  of  the 
oesophagus  and  cardia.  Br  J Surg  58:801-804,  1971. 

8.  Kraft  RO,  Fry  WJ,  DeWeese  MS.  Postvagotomy 
gastric  atony.  Arch  Surg  88:865-871,  1 964. 

9.  Lam  KH,  Lim  ST,  Wong  J,  Lam  SK.  Gastric  histology 
and  function  in  patients  with  intrathoracic  stomach  re- 
placement after  oesophagectomy.  Sugery  85:283-90, 
1979. 

1 0.  Cheung  HC,  Siu  KF,  Wong  J.  Is  phyloroplasty  neces- 
sary in  esophageal  replacement  by  stomach?  A prospec- 
tive randomized  controlled  trial.  Surgery  102(1):  19-24, 
1987. 

11.  Hanna  ED,  Harrison  AW,  Derrick  JR.  Long-term 
results  of  visceral  esophageal  substitutes.  Ann  Thor  Surg  3: 
111-117,  1987. 


COMMENT 

This  article  describes  treatment  of  airway 
obstruction  secondary  to  a markedly  dilated 
intra  thoracic  stomach  following  transhiatal 
esophagogastrectomy.  While  the  treatment 
seems  to  have  been  successful  the  fact  that  a 
drainage  procedure  was  not  done  at  the  original 
operation  is  troubling.  It  has  been  axiomatic  of 
esophagogastrectomy  for  many  years  that  a 
gastric  decompression  procedure  is  required- 
either  pyloromyotomy  or  pyloroplasty.  Those 
with  the  greatest  experience  in  this  field  and 


indeed  responsible  for  the  reintroduction  of 
trans  hiatal  esophagectomy  as  a viable  surgical 
alternative,  namely  Orringer,  Sloan  et  all,  clearly 
state  in  numerous  articles  dating  back  to  1978 
that  "when  gastric  outlet  obstruction  due  to 
pylorospasm  complicates  esophageal  resection 
and  reconstruction  the  result  may  be  disastrous. 
1 therefore  always  perform  a gastric  drainage 
procedure  in  these  patients".' 

While  the  question  of  gastric  decompression 
may  be  controversial  in  some  circles  it  is  clearly 
not  so  in  the  writings  and  experience  of  these 
leaders  in  the  field.  Even  though  the  treatment 
described  results  in  a "happy  ending",  a more 
conservative  and  time  tested  approach  at  the 
original  operation  may  have  obviated  the  entire 
problem. 

Dan  A.  Morgenstern,  M.D. 
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High  frequency  jet  ventilation 
(HFJV)  has  been  used  in  the 
management  of  neonatal  pul- 
monary disease  since  the  mid  1 980's.  Pioneer- 
ing work  by  Boros^  and  others  have  demon- 
strated the  clinical  usefulness  of  this  mode  of 
ventilator  assistance  in  a number  of  clinical 
settings. 

Jet  ventilation  is  just  one  type  of  high  fre- 
quency ventilation.  The  other  major  type  is 
high  frequency  oscillatory  ventilation  (HFOV) 
which  uses  a piston-like  device  for  respiration. 

The  jet  ventilator  (Bunnell  Life  Pulse,  Bunnell, 
Inc.,  Salt  Lake  City,  Utah),  uses  a special  jet 
endotracheal  tube  in  standard  sizes  (2. 5-4.0 
mm  ID).  The  tube  is  a special  triple  lumen 
tube.  The  first  lumen  is  for  the  exchange  of 
respiratory  gases.  The  second  is  for 
humidification  of  the  airway.  The  third  lumen 
is  for  monitoring  peak  inspiratory  pressures 
near  the  distal  end  of  the  tube.  This  device  was 
FDA  approved  in  1990. 

The  exact  mechanism  by  which  high  fre- 
quency jet  ventilation  achieves  effective  ven- 
tilation is  still  not  completely  understood. 
Ventilator  rates  vary  from  250-700  breaths  per 
minute.  The  ventilator  circuit  has  a minimal 
compressible  volume,  high  flow  rates  and  di- 
rect delivery.  There  is  also  increased  airway 
turbulence.  These  factors  result  in  more  effi- 
cient exchange  of  gases,  probably  throughout 
the  tracheobronchial  tree.  Dead  space  is  mini- 
mal using  this  form  of  ventilation.  In  addition, 
this  method  of  ventilation  has  the  remarkable 
capacity  of  allowing  continued  ventilation  of 
the  lung  even  in  the  presence  of  a significant 
air  leak. 

The  clinical  indication  for  using  HFJV  in- 
clude a number  of  neonatal  conditions  which 
can  result  in  respiratory  failure.  The  following 
table  shows  the  diagnosis  of  babies  receiving 
HFJV  at  Childrens  Hospital  in  Omaha  from  9/ 
90  to  1 2/91 . A single  patient  could  have  more 


than  one  diagnosis: 

PATIENTS  RECEIVING  HFJV  (N  = 19) 


Diagnosis  Patients 

Respiratory  Distress  Syndrome  10 

Persistent  Fetal  Circulation  6 

Hydrops  4 

Aspiration  3 

Pneumonia  2 

Pulmonary  Hypoplasia  1 

Sepsis  1 

Diaphragmatic  Hernia  1 

Omphalocele  1 

Infant  of  a Diabetic  1 


The  mortality  rate  for  this  group  of  infants 
was  15.8%  (3  out  of  19).  One  patient  was  a 
term  infant  with  perinatal  distress,  seizures 
and  persistent  fetal  circulation.  A second  was 
a 26  week  gestation,  preterm,  infant  who  had 
severe  respiratory  distress  syndrome  and  pul- 
monary interstitial  emphysema.  The  third  in- 
fant had  fetal  hydrops  at  30  weeks  gestation 
and  had  other  anomalies.  Other  reasons  for 
considering  HFJV  in  newborns  would  include 
congenital  lobar  emphysema,  bronchopleural 
fistula  and  after  cardiopulmonary  bypass. 

To  initiate  HFJV,  the  patient  generally  will 
first  demonstrate  that  he  is  failing  to  improve 
or  getting  worse  on  conventional  ventilation. 
This  is  generally  defined  as  a mean  airway 
pressure  greater  than  1 5 in  1 00%  oxygen.  The 
patient  is  reintubated  with  a Hilo  jet  endotra- 
cheal tube  and  the  tube  is  then  hooked  up  to 
the  jet  ventilator.  The  conventional  ventilator 
is  adjusted  to  a low  IMV  of  about  10  breaths 
per  minute  to  avoid  atelectasis  of  the  lungs. 
The  initial  peak  inspiratory  pressures  on  the 
HFJV  are  set  the  same  as  or  slightly  lower  than 
the  pre-jet  conventional  ventilator  settings. 

Response  to  HFJV  is  usually  rapid  with 
improvement  in  PC02  and  P02  occurring 
within  1 0-30  minutes.  The  most  dramatic  and 
consistent  improvement  is  often  seen  in  per- 
sistent fetal  circulation  with  a rapid  lowering 
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of  the  PC02  to  the  mid  20's  mmHg.  These 
patients  require  very  close  monitoring  and 
frequent  blood  gases  because  of  the  rapid 
change  in  blood  gas  values.  Frequent  ventila- 
tor adjustments  are  to  be  expected. 

Unfortunately,  not  all  infants  will  respond 
to  HFjV.  If  improvement  is  going  to  occur,  one 
should  see  it  in  0.5-6  hours.  If  not,  the  progno- 
sis for  survival  diminishes  considerably.  For 
those  patients  meeting  ECMO  (Extracorpo- 
real Membrane  Oxygenation)  criteria  after  a 
trial  of  HFJV,  consideration  should  be  given  to 
ECMO  therapy. 

Complications  of  HFJV  include  the  same 
risks  as  encountered  with  conventional  venti- 
lation. That  is,  there  is  a risk  of  pneumothorax, 
airway  occulsion,  atelectasis.  However,  these 
risks  are  generally  less  using  HFJV  because  the 
same  degree  of  ventilation  can  generally  be 
achieved  at  a lower  mean  airway  pressure 
(less  barotrauma  to  the  airway).  There  appears 
to  be  a unique  risk  of  bacterial  tracheitis  using 
HFJV.  This  can  result  in  acute  airway  occlusion 
and  a rapidly  fatal  course.  However,  with  the 
newer  Bunnell  HFJV,  and  its  current 


humidification  system,  that  risk  has  been  re- 
duced drastically.  In  the  19  patients  noted 
above,  there  were  no  episodes  of  tracheitis. 

In  summary,  HFJV  has  been  proven  to  be  a 
benefit  in  a variety  of  clinical  settings  in  the 
newborn  infant  with  respiratory  failure.  Fur- 
ther research  and  experiences  will  undoubt- 
edly allow  one  to  use  it  more  judiciously  and 
with  hopefully  even  greater  efficacy. 
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WELCOME  NEW  MEMBERS 


William  S.  Singer,  M.D. 

8111  Dodge  St.,  #332 
Omaha,  NE  681 14 

Andrew  W.  Robertson,  M.D. 
Methodist  Perinatal  Center 
8303  Dodge  St. 

Omaha,  NE  68114 

Huson  H.  T.  Hsieh,  M.D. 

13911  Gold  Circle,  Suite  1 20 
Omaha,  NE  68144 

Randall  D.  Neumann,  M.D. 
2255  S.  132nd  St. 

Omaha,  NE  68144 

Grae  L.  Schuster,  M.D. 

1919  S.  40th  St.,  #312 
Lincoln,  NE  68506 

Timothy  A.  Galbraith,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-2315 

Douglas  M.  Guy,  M.D. 

650  Doctors  Bldg.  N.  Tower 
4242  Farnam  St. 

Omaha,  NE  68131 


Terence  K.  O'Malley,  M.D. 
7710  Mercy  Rd.,  #500 
Omaha,  NE  68124 

John  D.  Pfiug,  M.D. 

1919  S.  40th  St.,  #312 
Lincoln,  NE  68506 

Joan  E.  Borege,  M.D. 

7804  Chicago  Plaza 
Omaha,  NE  681 1 4 

John  M.  Kalec,  M.D. 
Methodist  Hospital 
8303  Dodge  St. 

Omaha,  NE  681 1 4 

Eric  D.  Phillips,  M.D. 

7710  Mercy  Rd.,  #500 
Omaha,  NE  681 24 

John  N.  Walburn,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-2167 


IN  MEMORIAM 


JAMES  S.  CARSON,  M.D.  (Born  October  10, 
1 934  — died  May  9, 1 992)  Medical  Specialty 
— Family  Practice.  Doctor  Carson  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1 959  and  practiced  in  McCook, 
then  moved  to  O'Neill.  He  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Carson  is  survived  by  his  wife.  Sue;  one  son, 
two  daughters,  one  sister,  two  granddaugh- 
ters and  one  step-grandson. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

JULY  30  - AUGUST  1,  1992  - (Thursday  - 
Saturday),  Treatment  of  the  Allergic  Patient, 
Okoboji,  Iowa,  Target  Audience:  Primary  Care 
Physicians,  Fee:  $275. 

AUGUST  5-8,  1 992  — (Wednesday  - Saturday), 
AO/ASIF  Workshop  for  the  Operative  Treat- 
ment of  Fractures,  Center  for  Continuing 
Education,  UNMC,  Omaha,  Nebraska,  Tar- 
get Audience:  Orthopedic  Surgeons. 

AUGUST  15,  1992  — (Saturday),  Summer  Pul- 
monary Symposium,  Mahoney  State  Park, 
Ashland,  Nebraska,  Target  Audience:  Primary 
Care  Physicians  Fee:  $25. 

SEPTEMBER  1 2, 1 992  — (Saturday  a.m.).  Recent 
Advances  in  the  Management  of  CHIF,  Spon- 
sored by:  The  Cardiac  Center  of  Creighton 
University  and  University  of  Nebraska  Medi- 
cal Center,  Marriott  Hotel,  Omaha,  Nebraska, 
Target  Audience:  Cardiologists  and  Primary 
Care  Physicians. 

SEPTEMBER  19,  1992  - (Saturday  a.m.).  Deal- 
ing with  Parkinson's  Disease:  A Short  Course 
for  the  Non-Neurologist,  Henry  Doorly  Zoo, 
Omaha,  Nebraska,  Target  Audience:  Primary 
Care  Physicians. 

SEPTEMBER  21-26,  1992  — (Monday  - Satur- 
day), Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

OCTOBER  9,  1992  - (Friday,  2:00-7:00  p.m.). 
New  Concepts  in  Diagnosis  and  Treatment 
of  Vascular  Disease,  Mariott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  1 2-1  7,  1 992  — (Monday-Saturday), 
Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC.  Omaha,  Ne- 


braska, Target  Audience:  Emergency  Medi- 
cine Physicinas  and  other  who  provide  care 
in  the  ER,  Fee:  $700. 

DECEMBER  3-5,  1 992  — (Thursday  - Saturday), 
Obstetrics  and  Gynecology  Conference, 
Bally's  Las  Vegas,  Nevada,  Target  Audience: 
Primary  Care  Physicians  Fee:  $250. 

FEBRUARY  6,  1993  — (Saturday),  Advances  in 
the  Diagnosis  and  Management  of  Cardio- 
vascular Disease,  Sponsored  by:  The  Cardiac 
Center  of  Creighton  University  and  Univer- 
sity of  Nebraska  Medical  Center,  Marriott 
Hotel,  Omaha,  Nebraska,  Target  Audience: 
Primary  Care  Physicians,  (In  conjunction  with 
the  Heartland  Ball) 

FEBRUARY  27-MARCH  2,  1993  - (Saturday  - 
Tuesday),  11th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Hotel,  Park  City, 
Utah,  Target  Audience:  Ophthalmologists, 
Plastic  Surgeons,  Fee:  $450. 

FEBRUARY  28-MARCH  5,  1993  - (Sunday- 
Friday),  ENT  Ski  Conference,  Keystone  Re- 
sort, Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons, 
Allergists,  Primary  Care  Physicians,  Fee:  $400. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 0-1 2,  1 992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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COLORADO  ADVANCED  LIFE  SUPPORT 

OCTOBER  9 & 10,  1992  - The  Colorado  Ad- 
vanced Life  Support  Committee  announces 
its  Biennial  resuscitation  conference,  at  the 
Westin  Hotel  in  Vail,  Colorado.  Join  Dr.  Jo- 
seph Ornato,  Dr.  James  Seidel  and  others  for 
state  of  the  art  therapy  and  a review  of  the 
Dallas  ECC  Conference  during  the  beautiful 
fall  season  in  the  Rockies. 

For  further  information  contact:  Colorado  ALS,  P.O.  Box 
440895,  Aurora  Colorado  80044.  Phone:  (308)  363-8380. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25, 1 992  August  20,  21  & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  5249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 

MAYO  FOUNDATION 

SEPTEMBER  10-11,1 992  - Hepatology  Update 
1992,  Rochester,  Minnesota. 

OCTOBER  25, 1 992  —The  Individualized  Man- 
agement of  Hyperlipoproteinemia,  Roches- 
ter Minnesota. 

OCTOBER  25,  1992  - Update  on  Sleep  Disor- 
ders, Rochester,  Minnesota. 

UPDATE  IN  CARDIOVASCULAR  DISEASES  - 
November  7-8, 1 992,  Rochester,  Minnesota. 

NOVEMBER  1 2-1 3,  1 992  - Gynecologic  Clini- 
cal Reviews,  Rochester,  Minnesota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, NM  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


CREIGHTON  UNIVERSITY 

JULY  24-25,  1992  — Advanced  Laparoscopy 
Course,  Creighton  University  , Omaha,  NE. 

AUGUST  14-15,  1992  — Basic  Laparoscopy 
Course  — Creighton  University,  Omaha,  NE. 

SEPTEMBER  18-19,  1992  - Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1 992  — Fifth  Annual  Digestive 
Diseases  Symposium,  University  of  Nebraska, 
Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 

Ultrasonography  and  Day  with  the 

Perinatologists,  Marriott  Hotel,  Omaha,  NE. 

DECEMBER  18-19,  1992  - Advanced 

Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

For  further  information  contact:  Sally  C.  O'Neill,  Ph.D., 
Associate  Dean,  Creighton  University  CME  Division,  2500 
California  Street,  Omaha,  NE  68 1 78. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

60TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Novem- 
ber 5,  6,  and  7,  1992  (Thursday,  Friday,  and 
Saturday),  Red  Lion  Hotel,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
DEPARTMENT  OF  PEDIATRICS 

JULY  25, 1 992  — Childhood  Respiratory  Diseases. 

AUGUST  29, 1 992  — Office  Neurology  in  Pedi- 
atrics. 

SEPTEMBER  12,  1992  — General  Pediatrics. 

OCTOBER  24,  1992  — Advances  in  Pediatric 
Cardiology. 

NOVEMBER  14,  1992  - Common  Infectious 
Diseases  of  Children. 

DECEMBER  5,  1 992  - Youth  Sports  Medicine. 

JANUARY  9, 1 993  - Advances  in  Neonatology. 

FEBRUARY  1 3, 1 993  — Adolescent  Medicine  & 
Gynecology. 
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MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics. 

APRIL  13,  1993  — Pediatric  Emergencies. 

MAY  1 5,  1 993  — Common  Pediatric  Cl  Disor- 
ders. 

JUNE  4,  1993  — Renal  Diesase  in  Children. 

For  further  information  contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  600 
SouOi  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4 152  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642- 1 095  Nationwide, 
Fax  Number  (402)  559-5915. 


UNIVERSirV  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 


FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  I hese  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  III,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  mjuries  coming  hito 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence.  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

Tlie  American  M('dical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  t hose  ii 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  jom  their  state,  county  and  specialty  societies 

American  Medical  Association 

I’hysician.s  dedicated  to  the  health  of  America 


L 


REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
APRIL  24-26,  1992 

(These  reports  a()pear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes, 
and  final  action,  refer  to  the  minutes  which  follow  these 
reports.) 


REPORT  OF  THE  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Omaha  - Chairman;  Darroll  j.  Loschen,  M.D., 
York;  Christopher  C.  Caudill,  M.D.,  Lincoln;  Paul  E.  Collicolt,  M.D.,  Lincoln; 
Richard  A.  Raymond,  M.D.,  Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus; 
Herbert  A.  Hartman,  jr.,  M.D.,  Omaha;  Robert  C.  Osborne,  M.O.,  Lincoln; 
Richard  H.  Meissner,  M.D.,  Omaha;  Stanley  F.  Nabity,  M.D.,  Grand  Island; 
David  R.  Little,  M.D.,  Hastings. 

The  Board  has  met  on  several  occasions  since  the  last 
session  of  the  House  of  Delegates  and  presents  this 
report  to  the  House  for  its  consideration  at  the  1992 
Annual  Session. 

1.  RESOLUTION  «1  (F  91 ) APPROVAL  OF  MEDICAID 

REVIEW  CRITERIA 

This  resolution  called  on  the  Association  to  work 
with  the  Nebraska  Department  of  Social  Services  in  the 
review  and  approval  of  Medicaid  review  criteria  as 
necessary.  The  Board  referred  this  matter  to  the  Ad-I  loc 
Committee  on  Medicaid  Services.  The  situation  is  also 
being  considered  by  the  NMA  PRO  Overview  Commit- 
tee which  will  address  this  matter  further. 

2.  RESOLUTION  #2  (F  91)  LIMITATION  ON  AMA 

DELEGATE/ALTERNATE  TERMS 

This  resolution  proposed  that  bylaw  amendments  be 
prepared  to  specify  that  Association  delegates  to  the 
AMA  be  limited  to  a maximum  of  three  2-year  terms. 
This  resolution  was  rejected  by  the  House.  During 
House  consideration  of  this  resolution,  a recommenda- 
tion was  presented  that  the  Association  establish  the 
financial  support  to  send  a representative  of  the  House 
or  the  Association  to  the  AMA  meetings  as  a reward  for 
service  rendered  to  the  NMA.  The  recommendation 
was  amended  to  state  that  the  Board  of  Directors  be 
referred  the  question  of  funding  an  additional  NMA 
member,  at  the  discretion  of  the  Board,  to  both  the 
Annual  and  Interim  sessions  of  the  AMA  as  an  educa- 
tional experience.  The  Board  has  considered  this  matter 
and  is  of  the  opinion  that  if  an  additional  Association 
representative  is  to  be  awarded  a trip  to  an  AMA 
sponsored  meeting,  it  might  best  be  a stipend  toward 
attendance  at  the  AMA's  annual  Leadership  Conference 
rather  than  a session  of  the  House  of  Delegates.  The 
Association  currently  sends  a minimum  of  twelve  indi- 
viduals to  each  session  of  the  AMA  House  of  Delegates. 
In  addition,  representatives  of  the  Metro  Omaha  Medi- 
cal Society  and  the  Lancaster  County  Medical  Society 
are  in  attendance  as  are  various  hospital  section,  stu- 
dent section,  and  other  Nebraska  representatives.  The 
Board  has  made  no  final  decision  on  this  matter  at  the 
present  time  as  the  concern  regarding  the  expense 
involved  continues  to  remain  a subject  of  discussion  by 
the  Board. 


3.  RFSOLUIION  #3  (F  91)  AND  RESOLUTION  #9 
(I  91)  HIV  TESTING  AND  THE  CDC  GUIDELINES 
FOR  HIV  DISEASE 

Resolution  ((9  called  on  the  Association  to  inform  its 
members  of  the  primary  CDC  guidelines  and  urge  them 
to  make  pre|)aration  for  their  implementation.  TFie  CDC 
guideline  recommendations  were  carried  in  the  Associa- 
tion newsletter  which  was  distributed  immediately  after 
the  F all  Session.  Resolution  #3  called  on  the  Association 
to  address  the  federal  policy  and  state  health  policy 
dealing  with  requiring  HIV  testing  of  patients  when 
medically  indicated,  and  urged  that  the  CDC  guidelines 
be  used  in  formulating  national  health  policy.  Both 
resolutions  were  referred  to  the  NMA  Task  Force  on 
AIDS  for  further  action. 

4.  RESOLUTION  #4  (F  91)  NECESSITY  OF 
FALL  SESSION 

I his  resolution,  which  would  have  eliminated  the  Fall 
Session  meeting  of  the  House  of  Delegates,  was  re- 
jected by  the  I louse. 

5.  RESOLUTION  #5  (F  91)  MEDICARE 
REIMBURSEMENT  FOR  NEW  PHYSICIANS 

1 he  Board  of  Directors  remains  cognizant  of  the  fact 
that  HR  1898  is  intended  to  repeal  Medicare  payment 
reductions  for  new  physicians.  The  Association  re- 
quested Nebraska's  three  Congressional  representatives 
sign  on  as  co-sponsors  of  HR  1898.  Congressman 
Bereuter  has  signed  on  and  the  AMA  Washington  office 
is  assisting  in  the  contact  of  Congressman  Barrett  and 
Congressman  Hoagland  in  encouraging  them  to  also  be 
co-S|)onsors  of  the  proposal.  As  of  the  writing  of  this 
report,  there  is  no  Senate  bill,  however,  the  AMA  antici- 
pates a Senate  bill  on  this  issue  may  be  introduced  soon. 
The  Association  is  working  with  the  AMA  regarding  this 
matter. 

6.  RESOLUTION  (F  91)  CLIA  1988 

Fall  Session  resolution  #6  directed  the  Association 
urge  Governor  Nelson  to  withhold  approval  of  LB  551 
final  rules  and  regulations  until  the  federal  government 
made  available  the  rules  and  regulations  governing 
CLIA  '88  at  which  time  possible  amendments  to  LB  551 
would  be  considered.  Governor  Nelson  agreed  to 
withhold  approval  of  the  LB  551  regulations  until  the 
CLIA  information  became  available.  The  CLIA  informa- 
tion became  available  on  February  28,  and  the  com- 
parative analysis  has  taken  place.  It  is  the  Association's 
position  that  the  CLIA  rules  and  regulations  are  prefer- 
able to  LB  551  and  an  effort  to  establish  or  amalgamate 
that  mechanism  as  the  preferable  approach  is  under- 
way. 

7.  RESOLUTION  #7  (F  91)  ANESTHESIA  AS 
THE  PRACTICE  OF  MEDICINE 

This  resolution,  which  stated  that  the  administration 
of  anesthetics  should  only  be  allowed  under  the  super- 
vision of  individuals  licensed  to  practice  medicine  and 
surgery  in  the  State  of  Nebraska,  was  adopted  by  the 
House.  This  position  guided  the  Association  in  address- 
ing LB  144  in  the  Nebraska  Legislature. 

8.  RESOLUTION  #8  (F  91)  DISSEMINATION  OF 
INFORMATION 

This  resolution  called  on  the  Board  of  Directors  to 
take  steps  to  better  inform  the  membership  of  its  activi- 
ties, decisions  and  actions  on  resolutions  and  other 
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pertinent  issues.  The  format  of  this  report  of  the  Board 
is  an  effort  to  better  inform  the  delegates  of  various 
actions  taken  regarding  resolutions  and  other  items  of 
business  referred  to  the  Board  by  the  House  of  Del- 
egates. The  Association  continues  to  present  an  ex- 
panded report  of  House  actions  and  commission/com- 
mittee actions  in  issues  of  the  Association  newsletter. 

9.  RESOLUTION  #10  (F  91)  AND  RESOLUTION  #11 
(F  91)  LICENSURE  OF  TANNING  PARLORS  AND 
LICENSURE  OF  ELECTROLOCISTS 

These  resolutions  proposed  that  the  Association  form 
an  Ad-Hoc  Committee  for  purposes  of  studying  and 
enacting  such  legislation  as  would  license  or  regulate  in 
the  first  instance  tanning  parlors  and  in  the  second 
instance  electrologists.  It  was  determined  that  these 
matters  might  better  be  addressed  through  the  mecha- 
nism of  regulation  by  the  State  Department  of  Health  in 
preference  to  independent  licensure.  It  was  determined 
that  the  Association's  action  on  these  resolutions  should 
be  to  distribute  a state-wide  news  release  which  ad- 
dressed the  possible  involvement  by  the  Department  of 
Health  in  this  matter.  This  news  release  was  distributed 
in  December  as  an  activity  of  the  Commission  on  Public 
Affairs. 

10.  RESOLUTION  #12  (F  91)  LASER  STATEMENT 
The  Board  has  continued  to  recognize  the  state- 
ment in  Resolution  #12  which  established  the  policy 
that  laser  surgery  should  be  performed  only  by  individu- 
als licensed  to  practice  medicine  and  surgery  or  those 
categories  of  practitioners  currently  licensed  by  Ne- 
braska to  perform  surgical  services. 

1 1 . RESOLUTION  #1 3 (F  91 ) PROPOSED  AMENDMENT 
TO  ARTICLES  AND  BYLAWS  OF  THE  ASSOCl.V 
TION  DEALING  WITH  LIMITING  ELECTIVE  POSI- 
TIONS AND  CHAIRPERSONS  OF  COMMISSIONS/ 
COMMITTEES  TO  ACTIVE  MEMBERS  ENGAGED 
IN  FULL-TIME  MEDICAL  PRACTICE  OR  RELATED 
ACTIVITIES. 

This  resolution  dealt  with  the  appropriateness  of 
limiting  elective  positions  and  chairpersons  of  commis- 
sions to  active  members  who  are  engaged  in  full-time 
medical  practice  or  related  activities,  and  also  proposed 
that  the  Board  of  Directors  determine  the  need  for 
establishing  a commission  on  retired  physicians  with  an 
appropriate  charge  of  responsibilities.  The  House  re- 
ferred this  resolution  to  the  Board  for  consideration  and 
possible  referral  to  the  appropriate  committee  or  com- 
mission for  further  study  and  recommendations.  This 
issue  has  been  referred  to  the  Comntission  on  Associa- 
tion Affairs  for  its  consideration  and  a report  back. 

12.  RESOLUriON  #14  (F  91 ) STANDARDIZATION  OF 
COLLECTION  AND  CUSTODY  PROCEDURES  OF 
BODY  FLUID  SPECIMENS 

This  resolution  asked  that  the  Association  seek  to 
have  standardized  procedures,  containers  and  forms 
developed  that  will  satisfy  the  requirements  of  all  re- 
questing entities  which  will  reduce  the  hassle  which 
currently  exists  in  [)rocessing  specimens  for  drug  screens 
and  for  insurance  ap()lications.  I his  resolution  was 
forwarded  for  consideration  by  the  AMA  House  of 
Delegates  at  its  interim  1991  meeting.  I his  resolution 
was  adopted  by  the  AMA  I louse  of  Delegates. 

13.  ANNUAl  AUDI  I 

I he  Association  finished  1991  with  a Italance  of 


$64,427  which  will  help  offset  the  budget-to-projected- 
income  deficit  which  exists  for  1 992.  Membership  dues 
are  the  basic  and  primary  source  of  income  for  the 
Association.  Supplemental  income  generated  through 
administrative  fees  from  Association  endorsed  products 
and  services,  and  the  provision  of  support  services  to 
various  specialty  groups  assists  the  Association  finan- 
cially. A more  detailed  analysis  of  the  financial  situation 
will  be  presented  in  the  report  to  the  Fall  Session  of  the 
House  of  Delegates. 

14.  MEMBERSHIP 

The  Board  continues  to  closely  monitor  the  mem- 
bership statistics  of  the  Association.  The  Board  has 
asked  the  Commission  on  Association  Affairs  to  address 
the  subject  of  membership  retention  and  recruitment 
and  activity  in  this  area  is  underway.  We  finished  1991 
with  a total  physician  membership  of  1805,  a record 
membership  for  the  Association.  A more  detailed  report 
on  various  membership  statistics  will  be  presented  at 
the  Fall  Session. 

15.  UNIFIED  MEMBERSHIP 

The  Board  met  with  Doctor  Jerald  Schenken  for 
purposes  of  discussing  the  issue  of  whether  the  Ne- 
braska Medical  Association  should  consider  instituting  a 
unified  membership  status  with  the  American  Medical 
Association.  The  Board  took  no  official  action  regarding 
unified  membership  as  it  was  the  perception  of  the 
Board  that  while  there  are  many  beneficial  aspects  of 
this  membership  requirement,  it  did  not  appear  that  a 
successful  move  to  unified  membership,  resulting  in 
retention  of  a satisfactory  level  of  membership,  could  be 
accomplished  at  this  time.  It  was  felt  that  a great  deal 
of  discussion  would  need  take  place  prior  to  the 
pursuance  of  the  concept  of  unified  membership  should 
the  decision  be  made  at  some  point  to  look  into  this 
matter  further. 

16.  LONG  TERM  CARE  INSURANCE 

The  Board  suggested  that  the  Commission  on  Asso- 
ciation Affairs  look  into  the  possibility  of  endorsing  long 
term  care  insurance  for  members  of  the  Association, 
their  families  and  staff.  A study  of  available  coverage  in 
this  regard  has  been  undertaken  by  the  commission. 

17.  HIV  INDEMNITY  INSURANCE 

The  American  Medical  Association  Insurance  Agency 
asked  the  Association  to  endorse  the  agreement  it  had 
previously  reached  with  Physicians  Mutual  Insurance 
Coni|tany  to  provide  HIV  indemnity  coverage.  The 
Board  approved  the  [)roposal  and  information  has  sub- 
sequently been  sent  members  of  the  Association. 

18.  RECOGNITION  OF 

FIFTY-YEAR  PRACIIIIONERS 

The  Board  has  discussed  the  recognition  of  fifty-year 
practitioners  during  each  Annual  Session,  and  altered 
the  recognition  procedure  to  enhance  this  very  impor- 
tant activity.  The  changes  will  primarily  center  around 
ex|)anded  use  of  photos  and  biographical  information 
of  the  recipients.  In  addition.  Doctor  Louis  G.  Bunting 
of  I Icltron  was  added  to  the  list  of  those  practitioners  to 
be  recognized  at  this  Annual  Session  subse(]uent  to  the 
list  as  considered  and  approved  during  the  1991  Fall 
Session.  A coding  error  had  listed  an  incorrect  date  of 
graduation  from  mediciil  school  which  has  since  been 
rectified. 
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19.  SUPPORT  GROUP 

Ihe  Po.ircl  has  conlinuod  to  consider  the  matter  of 
establishing  an  Association  support  group  which  would 
relate  to  a member's  potential  negative  emotional  im- 
pact by  a |)rofessional  liability  suit,  PRO  sanction  and/or 
other  emotionally-negative  situations  that  might  arise. 
Ihe  I louse  requested  that  a more  complete  description 
of  the  activity  of  the  support  grouf)  be  considered  at  the 
1992  Annual  Session.  Additional  information  regarding 
the  formation  and  function  of  a support  group  was 
developed  for  and  considered  by  the  board.  Ihe  board 
plans  to  discuss  this  matter  further  at  its  u|)coming 
meeting  and  antici[)ates  this  activity  will  soon  be  under- 
way. 

20.  COMMITTEE  ON  RURAl  I lEAETI  I 

The  board  estalrlished  a Subcommittee  on  Rural 
Health  Coordination  to  begin  discussions  on  various 
issues  pertaining  to  health  care  in  Nebraska  which  are 
unique  primarily  to  the  rural  [lortion  of  the  state.  Follow- 
ing two  meetings,  it  was  evident  that  the  subject  area 
deserved  more  ern[)hasis  from  a broader  perspective 
and  the  board  authorized  the  ap[)ointment  of  a perma- 
nent NMA  Committee  on  Rural  Health  to  include  not 
only  members  of  the  board  and  additional  Association 
members,  but  also  representatives  of  various  specialty 
groups,  midlevel  practitioners,  allied  health  organiza- 
tions and  various  official  agencies  such  as  the  ITcpart- 
ment  of  I lealth.  I he  a[)pointment  of  the  Committee  on 
Rural  Flealth  has  l)oen  completed  and  an  initial  meeting 
has  taken  place. 

21.  AREA  HEALTH  EDUCAIION  CENTER  GRANT 

APPLICATION 

The  board  considered  a rer]uest  from  the  University 
of  Nebraska  Medical  Center  that  the  Association  ex- 
press its  opinion  regarding  an  area  health  education 
center  grant  application  being  pre|)ared.  The  board 
expressed  the  Association's  willingness  to  work  with  the 
Medical  Center  to  identify  the  health  manpower  and 
educational  needs  of  the  state,  to  continue  to  develop 
a health  care  agenda  for  Nebraska  especially  targeting 
the  underserved  and  minority  populations,  and  to  pro- 
vide creative  leadership  in  formulating  health  services 
and  community  oriented  programs  compatible  with  the 
needs  of  the  population. 

22.  STATE  VACCINES  TO  ATTENDING  PHYSICIANS 

During  the  1991  Fall  Session  the  issue  of  providing 

state-subsidized  vaccines  to  attending  physicians  was 
considered  and  referred  back  to  the  board  of  Directors 
and  the  Commission  on  Legislation  and  Governmental 
Affairs  to  promote  legislation  which  would  provide  for 
the  availability  of  vaccines.  Legislation  to  provide  state- 
subsidized  vaccines  was  considered  in  the  1 992  session 
of  the  Legislature  and  was  supported  by  the  Association. 

23.  BUNDLING  OF  FEES  FOR  AUTOLOGOUS  BLOOD 

During  the  1991  Fall  Session,  the  Flouse  of  Del- 
egates recommended  that  the  Board  of  Directors  con- 
tinue to  protest  HCFA's  action  of  reimbursing  autolo- 
gous blood  transfusion  as  a bundled  service.  The  Asso- 
ciation had  informed  Nebraska's  Congressional  delega- 
tion of  this  situation  and  asked  that  they  address  the 
problem.  It  is  the  Board's  opinion  that  this  matter  may 
better  be  addressed  at  the  national  level  as  it  is  country- 
wide in  scope. 


The  Board  of  Directors  presents  this  re|)ort  to  the 
I louse  of  Delegates  for  its  consideration  and  a|)proval 
and  stands  ready  to  consider  items  which  may  be 
referred  to  the  board  during  this  session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

I.  INIRODUCTION 

There  wore  442  credentialed  delegates  represent- 
ing 54  slates  and  territories,  81  national  specialty 
societies,  and  5 s()ccial  sections  and  5 government 
services  represented  at  the  meeting. 

I he  delegates  considered  90  re[)orts,  and  2 1 4 reso- 
lutions on  a wide  variety  of  national  issues  affecting 
physicians  in  the  United  States. 

I IIV  testing  for  health  care  workers  and  the  devel- 
opment of  a new  national  policy  regarding  the  new 
Medicare  [laymcnt  system  were  two  difficult  issues 
that  received  the  most  attention  from  the  delegates 
and  the  national  press. 

I will  try  to  present  to  you  in  this  report  selected 
highlights  from  this  meeting  with  the  conclusions  of 
the  I louse  and  the  affects  that  its  decisions  have  on 
AMA  ()olicy. 

II.  NEW  MEDICARE  PHYSICIAN  SYSTEM 

A.  background 

Some  of  the  1992  payment  levels  have  caused 
great  concern  for  physicians  who  have  received 
their  schedule  for  Medicare  payments  and  limit- 
ing charges  for  services  that  they  typically  pro- 
vide. These  concerns  are  caused,  not  simply 
because  there  was  a reduction  in  payments,  but 
additionally,  because  some  of  these  declines 
appear  far  in  excess  of  what  some  physicians 
had  been  led  to  expect  given  that  the  payment 
cuts  for  1992  were  to  be  limited  to  15%  of  full 
schedule  amounts.  In  other  cases,  anticipated 
[tayment  increases  did  not  occur. 

because  the  final  rule  on  the  new  Medicare 
Payment  System  was  issued  in  November,  and 
the  carriers  began  sending  the  "Dear  Doctor" 
letters  on  November  25, 1991,  there  was  a great 
need  for  information  on  how  the  new  system  of 
payments  would  affect  America's  physicians. 
Therefore,  at  the  interim  meeting,  the  AMA  sched- 
uled an  open  forum  on  Sunday,  December  8, 
1991,  providing  video  tapes  and  issued  several 
"white  papers"  on  the  subject  (See  attached). 
After  a lengthy  debate  in  the  reference  commit- 
tee and  on  the  floor  of  the  House,  the  delegates 
adopted  the  following  policy  statements  to  guide 
the  Association  in  the  coming  months. 

1.  That  the  AMA  take  the  position  that  the 
RbRVS  based  Medicare  Physician  Payment 
Schedule  requires  substantial  improvements 
in  many  of  its  key  elements,  and  that  the 
American  Medical  Association  does  not  en- 
dorse this  new  system  until  substantial  im- 
provements are  made. 

2.  That  the  AMA  publicize  and  seek  to  extend 
the  HCFA's  grace  period  on  the  new  visit 
codes  an  additional  two  months  until  April  1 
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(This  in  actuality  was  extended  to  March  1 ), 
that  it  continue  its  comprehensive  program 
to  educate  physicians  on  the  proper  use  of 
these  codes  and  that  it  work  to  insure  that 
HCFA  engages  in  only  educational  oriented 
profiling  and  review  of  usage  of  these  new 
codes  until  at  least  July  1,  1992. 

3.  That  the  AMA  undertake  an  immediate  analy- 
sis of  the  implementation  of  the  new  Medi- 
care Payment  Schedule,  with  a focus  on 
whether  carrier  implementation  is  consistent 
with  Medicare  laws  and  HCFA  regulations, 
especially  with  regard  to  calculation  and  ap- 
plication of  the  adjusted  historical  payment 
base  (AHPB),  and  that  the  AMA  take  what- 
ever steps  are  needed  to  correct  and  allevi- 
ate errors  in  the  final  schedule. 

4.  That  the  AMA  reaffirm  and  continue  efforts  in 
support  of  its  policy  to  prevent  a further 
reduction  of  the  current  Medicare  limiting 
charges,  (i.e.,  balance  billing  limits  of  140% 
for  E & M services  and  125%  for  all  other 
services). 

5.  That  the  AMA  seek  a second  Medicare  par- 
ticipation decision  to  allow  physicians  to  re- 
consider the  decision  that  they  were  forced 
to  make  in  December  of  1 991  on  the  basis  of 
limited  information. 

6.  That  the  AMA  expand  its  efforts  to  seek 
replacement  of  the  current  flawed  proxy  data 
basis  for  Medicare's  geographic  price  cost 
indices  (CPCI's)  with  current  data  that  reflect 
actual  practice  overhead  cost,  that  the  AMA 
work  to  insure  that  the  professional  liability 
component  of  both  theCPCl'sand  the  RBRVS 
more  accurately  reflect  the  actual  cost  expe- 
rience of  the  physicians  providing  care  to 
Medicare  beneficiaries,  including  specialty 
level  differences  in  these  costs. 

7.  That  the  AMA  assign  a continued  high  prior- 
ity to  legislative  correction  of  grossly  and 
inequitable  elements  of  Medicare  Physician 
Payment  Policy  as  a lack  of  any  payment  for 
interpretation  of  EKG's,  discriminatory  pay- 
ment reductions  for  "new"  physicians,  un- 
founded payment  limits  for  the  services  of 
assistants  in  surgery,  definition  of  "new"  pa- 
tients and  the  discriminatory  50%  copayment 
for  mental  illnesses. 

8.  That  the  AMA  establish  a comprehensive 
program  to  monitor  changes  in  patient  ac- 
cess, physician  practice  patterns,  and  errors 
in  carrier  implementation  under  the  new 
Medicare  Physician  Payment  Schedule,  work- 
ing closely  with  state  and  county  medical 
societies,  and  that  the  AMA  work  with  the 
Health  Care  Financing  Administration  to  cor- 
rect all  identified  deficiencies  in  this  program. 

9.  That  the  AMA  seek  to  achieve  ado(]uate 
funding  for  Medicare  carriers  as  they  imple- 
ment the  RBRVS. 

10.  That  the  AMA  work  with  HCFA  and  the 


national  medical  specialty  societies  to  clarify 
HCFA's  new  Global  Payment  Policy  and  to 
disseminate  accurate  information  to  physi- 
cians on  these  policies  (to  that  extent  the 
Nebraska  Medical  Association's  Ad-Hoc 
Medicare  Committee  held  a workshop  in 
January  of  1 992). 

1 1 .  That  the  AMA  Board  of  Trustees  study  and 
report  to  the  House  on  the  status  and  back- 
ground of  the  "behavioral  offset"  and  the 
"baseline  adjustment"  with  an  emphasis  on 
the  history  of  the  use  of  these  adjustments  in 
Medicare  Part  B,  including  application  to  the 
RBRVS  conversion  factor,  and  the  Medicare 
Volume  Performance  Standards  (MVPS). 

In  related  actions,  the  House  stated  that  the  sole 
purpose  of  medical  licensure  is  to  assure  the  compe- 
tence of  physicians  to  practice  medicine  and  voted  to 
oppose  any  attempt  to  tie  medical  licensure  to  a 
physician's  obligation  to  take  part  in  any  payment  sys- 
tem or  plan,  including  Medicare. 

111.  HIV  AND  PHYSICIANS: 

After  long  and  thoughtful  debate,  the  House  adopted 
the  following  recommendations  regarding  HIV. 

1.  Infection  control  procedures. 

a)  All  healthcare  workers  including  physicians 
should  observe  universal  precautions  and 
proper  infection  control  guidelines.  Hospi- 
tals should  establish  procedures  to  see  that 
these  procedures  are  strictly  enforced  and 
that  educational  programs  covering  proper 
infection  control  procedures  are  available 
for  all  healthcare  workers. 

2.  HIV  infected  physician. 

a)  Any  physician  who  performs  exposure  prone 
procedures  should  voluntarily  determine  his/ 
her  serostatus  on  a frequency  appropriate  for 
the  risk.  The  periodicity  will  vary  according 
to  locale  and  circumstances  of  the  individual, 
and  the  judgment  should  be  made  at  the 
local  level.  A physician  who  tests  negative 
for  HIV  should  voluntarily  determine  his/her 
HIV  serostatus  in  an  appropriate  period  of 
time  after  any  significant  occupational  or 
personal  exposure  to  HIV.  Follow-up  tests 
should  occur  after  a time  interval  exceeding 
the  length  of  the  "antibody  window". 

b)  A physician  who  performs  exposure  prone 
procedures  and  becomes  HIV  positive  should 
disclose  his/her  HIV  infected  status  to  a local 
review  panel  as  defined  in  [trevious  AMA 
policy.  The  local  review  panel  should  estab- 
lish practice  limitations  if  any  for  all  HIV 
infected  physicians. 

c)  The  local  panel  should  be  empowered  to 
monitor  the  I IIV  infected  physician  for  com- 
[)liance  with  any  practice  limitations  estab- 
lished by  the  committee,  advise  the  physician 
on  the  need  to  inform  [ratients  of  his  or  her 
I IIV  status,  monitor  the  infected  physician's 
compliance  with  universal  precautions,  and 
assess  the  affects  of  the  disease  on  [physician's 
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competence  as  AIDS  progresses.  Physicians 
and  other  who  participate  in  making  these 
decisions  must  be  protected  from  legal  chal- 
lenges and  personal  legal  responsibility. 

d)  The  AMA  also  recommended  that  any  HIV 
infected  [rhysicians  who  repeatedly  violate 
local  immunity  imposed  limitations,  and/or 
universal  precautions  Ire  reported  to  state 
licensing  boards  for  possible  discipline. 

e)  An  I IIV  infected  physician  should  refrain  from 
doing  exposure  prone  [rrocedures  or  per- 
form such  procedures  without  permission 
from  the  local  review  [ranel  and  the  informed 
consent  of  the  [ratient. 

f)  The  AMA  reaffirmed  its  opposition  to  manda- 
tory reporting  of  I IIV  and  I IbV  infected  ()hy- 
sicians  to  state  licensure  boards  until  there  is 
conclusive  evidence  that  such  infected  physi- 
cians pose  a significant  or  measurable  risk  to 
patients. 

g)  Additionally,  the  AMA  reaffirmed  its  previous 
policy,  and  remained  opposed  to  mandatory 
testing. 

The  AMA  remained  opposed  to  IIIV  testing  as  a 
condition  of  hos[)ital  medical  staff  privileges. 

In  response,  to  OSMA's  new  regulations,  the  AMA 
was  directed  to  explore  the  feasibility  of  developing 
voluntary  office  visitation  programs  to  assess  policies, 
procedures,  and  educational  programs  that  are  in  place 
concerning  prevention  of  HIV/MbV  transmissions.  (Ef- 
fective 5/1/92) 

The  AMA  will  continue  to  enhance  this  campaign 
to  educate  physicians  on  the  extremely  small  risk  of 
iatrogenic  HIV  infection.  Public  education  will  include 
information  about  the  root  of  transmission,  the  effec- 
tiveness of  universal  precautions,  and  the  efforts  by 
organized  medicine  to  insure  that  patient  risk  remains 
immeasurably  small. 

In  other  related  actions  concerning  AIDS,  the  hlouse 
adopted  resolutions  dealing  with  the  following: 

1.  That  the  AMA  adopt  the  policy  that  general 
consent  for  treatment  of  patients  in  the  hospital 
be  accepted  as  adequate  consent  for  the  perfor- 
mance of  HIV  testing. 

2.  That  the  AMA  adopt  policy  that  physicians  should 
be  allowed  without  explicit  informed  consent, 
and  as  indicated  by  their  medical  judgment  to 
perform  diagnostic  testing  for  determination  of 
HIV  status  of  patients  suspected  of  having  HIV 
infection. 

3.  That  all  patients  who  know  that  they  are  HIV 
positive  should  be  asked  to  notify  their  physi- 
cian of  their  HIV  positive  status. 

4.  The  House  reaffirmed  AMA  policy  that  the  de- 
nial of  care  within  the  expertise  of  the  individual 
physician  on  the  basis  of  a patient's  HIV  status 
is  a violation  of  medical  ethics. 

IV.  NEBRASKA  RESOLUTION  ON  STANDARDIZA- 


IlON  OF  COLLECIION  AND  CUSTODY 
PROCEDURES  OE  BODY  FLUID  SPECIMENS 
A Nebraska  resolution  asked  that  the  AMA  seek  to 
have  standardized  procedures,  containers  and  foriris 
developed  that  would  satisfy  the  reriuirements  of 
all  recjuesting  entities  which  will  reduce  the  hassle 
which  currently  exists  in  [jrocessing  specimens  for 
drug  screens  and  for  insurance  ap[)lications.  The 
I louse  adopted  this  resolution  from  Nebraska. 

V.  INSURANCE  COMPANY  REQUEST  FOR  PATIENT 
INFORMATION 

I ho  House  adopted  the  following  resolution; 

Resolved  that  the  AMA  study  the  issue  of  insur- 
ance company  demands  for  unlimited  access  to 
patient  records  and  recommend  guidelines  for 
disclosure  of  information  contained  in  a |)atient's 
medical  records  to  insurance  companies;  and 
l)e  it  further 

Resolved,  That  the  AMA  work  with  the  insur- 
ance industry  to  insure  insurance  company  ac- 
ceptance of  and  compliance  with  AMA  guide- 
lines for  release  of  patient  records;  and  be  it 
further 

Resolved,  That  the  AMA  seek  to  insure  that 
physicians  are  compensated  for  their  costs  of 
retrieving  and  [troviding  these  records;  and  be  it 
further 

Resolved,  That  while  awaiting  the  development 
of  more  detailed  guidelines  at  some  future  date, 
retjuests  made  to  [)hysicians  or  hospitals  for 
information  must  be  time  and  illness  specific  so 
as  to  avoid  compromising  patient  confidentiality. 

VI.  CONFLierS  OF  INTERESF; 

Physician  ownership  of  medical  facilities.  New 
guidelines  recoir)mending  that  physicians  should 
not  refer  patients  to  a facility  in  which  the  physician 
has  an  investment  interest  unless  there  is  a demon- 
strated need  in  the  community  for  the  facility,  and 
alternative  financing  is  not  available,  and  providing 
an  exception  that  the  [thysician  directly  provide 
care  and  services  for  patients  in  the  facility  of  which 
the  |)hysician  has  an  investment  interest  were 
adopted. 

VII.  PHYSICIAN  PARTICIPATION  IN  STATE 
EXECUTIONS: 

The  Flouse  of  Delegates  adopted  a resolution  that 
the  AMA  oftpose  any  and  all  attempts  either  in  state 
laws,  or  in  rules  or  regulations  that  seem  to  enable 
or  require  physicians  participation  in  legal  execu- 
tions and/or  which  protect  from  disclosure  the 
physicians  participating  or  performing  direct  or 
ancillary  functions  in  an  execution. 

VIII.  LIMITED  LICENSE  PRACTITIONERS  IN  RBRVS: 
The  Flouse  of  Delegates  adopted  the  following 
resolution: 

Resolved,  that  the  AMA  take  immediate  action 
to  demonstrate  the  services  provided  by  fully 
licensed  practitioners  are  indeed  substantially 
different  from  identically  coded  services  pro- 
vided by  limited  licensed  practitioners  because 
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of  training  required  for  full  license  brings  a broad 
range  of  experience  and  insight  to  a service  that 
a limited  licensed  practitioner  lacks  by  defini- 
tion; and  be  it 

Resolved,  That  the  AMA  advocate  development 
and  use  of  a code  modifier  to  identify  Medicare 
services  provided  by  limited  licensed  practitio- 
ners; and  be  it  further 

Resolved,  That  the  AMA  advocate  the  Medicare 
expenditure  data  clearly  differentiate  between 
the  services  of  fully  licensed  physicians  and 
those  of  limited  licensed  practitioners,  and  of 
other  Part  B services;  and  be  it  further 

Resolved,  That  the  AMA  conduct  the  legal  analy- 
sis on  the  extent  to  which  provisions  in  the 
Social  Security  Act  and  the  Omnibus  Budget 
Reconciliation  Act  of  1 989  limit  the  ability  of  the 
Health  Care  Financing  Administration  to  reflect 
acknowledged  differences  between  fully  licensed 
and  limited  licensed  practitioners  and  Medicare 
payments. 

IX.  PEER  REVIEW/UTILIZATION  REVIEW: 

The  House  of  Delegates  adopted  a resolution  that 
the  AMA  continue  to  urge  the  Health  Care  Einanc- 
ing  Administration  and  Congress  to  change  the 
Medicare  peer  review  process  so  that  only  actively 
practicing  physicians  in  the  same  specially  and 
similar  practice  settings  be  allowed  to  perfortti 
Medicare  reviews. 

Additionally,  the  House  passed  a resolution  strongly 
urging  HCFA  to  publish  in  the  "Federal  Register", 
for  review  and  comment,  any  significant  proposed 
changes  in  the  Peer  Review  Organization  (PRO) 
process  or  procedures  which  would  affect  physi- 
cian practice  patterns,  and/or  the  delivery  of  medi- 
cal care. 

Additionally,  the  House  adopted  a resolution  stat- 
ing that  the  AMA  provide  assistance  as  needed  to 
state  medical  associations  to  develop  graduated 
rational  protocols  when  Peer  Review  Organiza- 
tions (pro's)  invoke  intensified  review  for  hospitals 
and  physicians  based  on  the  size  of  the  hospital, 
medical  staff,  and/or  a number  of  hospital  beds. 

The  House  of  Delegates  also  adopted  a resolution 
that  the  American  Medical  Association  pursue  en- 
hancements to  the  current  Peer  Review  Organiza- 
tion (PRO)  process  by  appropriate  action  including 
the  development  of  federal  legislation  if  necessary 
to  insure  that  physicians  being  assessed  Quality 
Intervention  Plan  (QIP)  points  have  an  adequate 
appeal  mechanism  and  proper  due  process,  and 
that  the  AMA  would  continue  to  seek  broad  due 
process  protections  from  the  Health  Care  Financ- 
ing Administration  in  the  Medicare  PRO  sanction 
process. 

X.  RURAE  I lEALIH  CARE: 

Ihe  I louse  of  Delegates  passed  the  following 
resolution: 

Resolved,  That  the  American  Medical  Association 
continue  to  work  with  the  Federal  Office  of  Rural 
I lealth  Policy  to  develop  strategies  to  increase 


access  to  quality  health  care  in  rural  areas,  includ- 
ing additional  policies,  as  needed,  to  eliminate 
geographic  payment  inequities,  that  are  not  based 
on  valid  and  demonstrable  differences  in  the  costs 
of  providing  medical  services. 

Additionally,  the  House  directed  the  AMA  to  strongly 
encourage  the  Health  Care  Financing  Administra- 
tion and  appropriate  State  Departments  of  Health 
to  review  the  Rural  Health  Clinic  Program  eligibility 
and  certification  requirements  to  insure  that  inde- 
pendent (e.g.,  physician)  and  provider  based  (e.g., 
hospital)  facilities  are  certified  as  Rural  Health  Clin- 
ics only  in  those  areas  that  truly  do  not  have 
appropriate  access  to  physician  services. 

XI.  CONCEUSION: 

There  were  many  other  issues  addressed  at  this 
meeting  that  were  of  critical  importance  to  the 
practicing  physician,  but  time  prevents  me  from 
commenting  on  everything. 

The  meetings  of  the  AMA  House  of  Delegates  are 
conducted  in  a most  democratic  manner.  They 
provide  those  who  attend  a unique  educational 
experience,  as  a wealth  of  information  is  assimi- 
lated and  discussed. 

I would  encourage  you  to  attend  and  participate  if 
you  so  desire. 

Any  member  of  the  Association  may  present  testi- 
mony at  the  reference  committee,  and  of  course,  if 
you  can't  come  to  the  meeting,  you  still  can  be 
represented  through  your  delegate.  It  is  imperative 
that  you  let  your  AMA  delegates  know  your  opin- 
ions through  your  actions  at  the  House  of  the 
Nebraska  Medical  Association  or  as  individuals. 

I wish  to  thank  my  co-delegates.  Doctors  Cornelius, 
Coe  and  Roffman  for  their  personal  guidance  and 
support  during  this,  my  initial  meeting  as  a delegate 
to  the  AMA. 

The  NMA  Flouse  of  Delegates  should  also  be  in- 
formed that  I was  selected  to  serve  on  Reference 
Committee  G which  dealt  primarily  with  PRO  is- 
sues and  Rural  Health. 

Respectfully  submitted, 

Paul  E.  Collicolt,  M.D. 


REPORT  HH  OF  THE 

REPORT  OF  THE  AMA  BOARD  OF  TRUSTEES  (1-91) 
Subject:  Health  Insurance  Practices 
Presented  by:  Joseph  T.  Painter,  M.D.  Chairman 

At  the  1 990  Interim  Meeting,  the  House  of  Delegates 
adopted  Substitute  Resolution  9,  "Denial  of  Payment  for 
I’re-Existing  Conditions."  Substitute  Resolution  9 asked 
that  the  American  Medical  Association  review  the  re- 
sults of  recent  studies  and  undertake  further  study  as 
needed,  in  cooperation  with  other  organizations,  of 
health  insurance  [>ractices.  Issues  singled  out  for  review 
were:  (1)  an  evaluation  of  administrative  and  marketing 
costs,  (2)  the  appropriateness  of  experience  and  com- 
munity rating,  (3)  exclusions  from  coverage  of  preexist- 
ing conditions  and  other  insurance  underwriting  prac- 
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tices,  (4)  recommendations  for  health  insurance  reform, 
and  (5)  an  evaluation  of  timely  access  to  medically 
appropriate  health  care  services  and  technology. 

I he  Board  of  Irustees  believes  that  the  AMA  is 
actively  addressing  the  health  insurance  issues  identi- 
fied in  Resolution  9.  Ihis  informational  report,  [rrepared 
with  the  assistance  of  the  Council  on  l egislation  and 
Council  on  Medical  Service,  summarizes  current  Asso- 
ciation policies,  proposals  and  studies  relative  to:  expe- 
rience and  community  rating,  preexisting  condition  cov- 
erage, timely  access  to  services  and  the  Irroader  issue  of 
health  insurance  reform. 

Ihe  Board  and  Councils  are  currently  studying  the 
subject  of  administrative  costs  of  health  insurance  (in- 
cluding marketing  costs),  particularly  those  which  may 
impose  undue  burdens  on  both  [ratients  and  health  care 
providers.  The  results  of  these  studies  will  be  provided 
to  the  Mouse  of  Delegates  at  future  meetings. 


EXPERIENCE  AND  COMMUNITY  RATING 

Experience  and  comnrunity  rating  methods  are  inti- 
mately related  to  the  overriding  issue  of  providing  health 
coverage  to  uninsured  population  groups.  Experience 
rating  can  result  in  unaffordalrle  or  unavailable  health 
insurance  for  individuals  with  significant  health  services 
utilization  or  health  conditions  (including  those  with 
preexisting  conditions),  employees  of  small  companies, 
and  the  unemployed.  The  two  rating  methods  exist 
along  a continuum.  At  one  extreme,  experience  rating 
charges  widely  varying  premiums  on  the  basis  of  health 
status  and  clairtis  history.  At  the  other  end  of  the 
continuum,  community  rating  charges  all  covered  indi- 
viduals the  same  premium  regardless  of  their  potential 
health  risks  or  claims  experience. 

AMA  Studies  and  Policies 

AMA  policy  acknowledges  experience  rating  for  in- 
dividual policies  as  a problem,  and  supports  increased 
emphasis  on  community  rating  for  group  coverage  as  a 
means  of  providing  affordable  health  insurance  to  the 
uninsured.  A 1987  Council  on  Medical  Service  Report 
(Policy  56.035,  AMA  Policy  Comtrendium,  1990  Edi- 
tion) observes  that  "realities  of  today's  marketplace 
(including  to  some  extent  actuarial  considerations)  may 
make  adequate  individual  coverage  unattainable  for 
many  individuals  with  preexisting  conditions  of  some 
severity."  To  address  the  needs  of  this  group,  the  Asso- 
ciation supports  the  "establishment  in  each  state  of  a 
risk  pooling  program  ....  with  coverage  at  a premium 
slightly  higher  than  the  standard  group  rate"  (Policy 
56.040,  AMA  Policy  Comnendium,  1990  Edition).  The 
Association's  Health  Access  America  (HAA)  proposal 
calls  for  a requirement  that  employers  provide  minimum 
adequate  benefits  to  all  full-time  employees.  In  a recent 
joint  review  of  HAA  with  the  Board  of  Trustees,  the 
Councils  on  Medical  Service  and  Legislation  gave  con- 
sideration to  ways  to  focus  efforts  to  effect  health 
insurance  market  reform  for  small  employers.  -As  an 
integral  part  of  these  reforms,  the  Board  and  Councils 
view  small  group  community  rating  as  a way  to  make 
the  health  insurance  product  more  accessible  and  af- 
fordable to  small  business. 

External  Studies  and  Proposals 

Studies  find  that  both  experience  and  community 


rating  have  advantages  and  disadvantages.  Experience 
rating  rewards  a history  of  low  utilization,  with  actuarily- 
related  [rremiums.  Community  rating  allows  a larger 
spreading  of  risk  and  provides  more  protection  to  indi- 
viduals from  the  economic  consequences  of  major 
changes  in  their  health. 

As  noted  above,  the  [)revalence  of  ex|)oricnce  rating 
can  lead  to  a significant  population  of  uninsured  indi- 
viduals for  whom  health  coverage  is  unavailable  or 
unaffordable.  Studies  note  that  community  rating  can 
be  advantageous  relative  to  experience  rating  to  the 
extent  that  it  can  achieve  cormnunity-wide  coverage  at 
ade(]uate  benefit  levels,  and  reduce  the  aggregate  un- 
derwriting costs  associated  with  experience  rating  of 
many  diverse  groups  and  subgroups.  It  can  also  curb 
ftredatory  marketing  practices  and  selective  underwrit- 
ing criteria  that  reduce  access  to  affordable  coverage. 

In  common  with  the  AMA,  both  the  I lealth  Insurance 
Association  of  America  and  the  Blue  Cross  and  iflue 
Shield  Association  (BCBSA)  offer  pro[)osals  on  health 
insurance  coverage  for  the  em[)loyees  of  small  compa- 
nies. A key  feature  of  these  jrroposals  is  the  re(|uirement 
that  all  insurers  which  (rrovide  insurance  to  small  busi- 
ness share  in  the  risk  of  those  who  need  expensive  care, 
similar  to  AMA's  support  for  high  risk  pools  (a  form  of 
community  rating). 

PRE-EXISTING  CONDITIONS 

lemporary  or  permanent  inability  to  obtain  afford- 
able health  insurance  for  (or  because  of)  a preexisting 
illness  or  injury  is  a problem  facing  significant  groups  of 
[)eople.  IntJividuals  with  preexisting  conditions,  who 
lack  or  have  lost  access  to  group  coverage,  and  those 
who  are  new  enrollees  in  health  plans  may  face  signifi- 
cant gaps  in  their  health  insurance  coverage. 

AMA  Studies  and  Policies 

Ihe  1987  Council  on  Medical  Service  report  (Policy 
56.035,  AMA  Policy  Compendium,  1990  Edition)  ad- 
dressed two  major  aspects  of  the  preexisting  conditions 
()roblem:  individual  coverage  and  group  coverage.  This 
re[)ort  notes  that  the  [rroblem  can  be  es|)ecially  severe 
when  health  expense  protection  is  being  sought  on  an 
individual  basis.  As  a result,  "the  AMA  supports  the 
development  of  state  health  insurance  risk  (rools  which 
do  not  itnpose  preexisting  condition  limitations  [PCLs] 
because  of  the  loss  of  previous  insurance  protection  by 
those  seeking  coverage."  In  addition,  the  Association 
advocates  state-level  risk  pools  in  all  states  to  cover  the 
medically  uninsurable,  for  whom  access  to  coverage  is 
not  available,  and  for  others  for  whom  individual  health 
insurance  policies  are  too  expensive  and  group  cover- 
age is  not  available. 

In  contrast  to  individual  coverage,  new  enrollees  are 
less  likely  to  face  PCLs  when  joining  health  insurance 
plans  that  cover  large  groups  of  100  or  more  employ- 
ees. However,  although  exact  information  on  the  preva- 
lence of  PCLs  or  individual  underwriting  is  not  available, 
smaller  group  contracts  may  include  some  degree  of 
medical  underwriting.  To  address  this  problem.  Policy 
56.035  (AMA  Policy  Compendium.  1990  Edition)  rec- 
ommends  that  employers'  business  expense  deductions 
for  employee  health  insurance  be  contingent  upon  the 
absence  of  PCLs  for  new  enrollees  in  such  insurance 
plans. 
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External  Proposals 

The  HIAA  proposal,  for  small  companies  employing 
3 to  25  persons,  includes  guaranteed  coverage  to  all 
employees  regardless  of  health  status,  even  after  job 
changes.  Premiums  for  these  policies  would  be  limited 
to  no  more  than  150%  of  comparable  coverage  for 
larger  groups.  This  proposal  also  recommends  estab- 
lishment of  not-for-profit  organizations  that  would  ad- 
minister reinsurance  funds  to  cover  the  cost  of  high  risk 
cases. 

TIMELY  ACCESS  TO  MEDICALLY  APPROPRIATE 

HEALTH  CARE  SERVICES  AND  TECHNOLOGY 

Nonphysician  segments  of  the  health  care  system, 
especially  third-party  payors,  are  increasingly  becoming 
involved  in  making  general  policy  decisions  about  the 
availability  of  and  coverage  for  health  care  technology. 
The  Board  and  the  Councils  believe  that  physicians  must 
participate  fully  in  these  public  policy  debates  to  fulfill 
their  vital  role  as  advocates  for  patients. 

AMA  Studies  and  Policies 

Policy  107.003S  (AMA  Policy  Comoendium,  1990 
Edition),  contained  in  a joint  report  (1-90)  of  the  Council 
on  Medical  Service  and  the  Council  on  Scientific  Affairs, 
specifically  addresses  the  issue  of  timely  access  to  "new 
or  improved  health  care  technology."  Major  recommen- 
dations adopted  are  principles  to  govern  technology 
assessment  (TA),  broadened  AMA  programs  in  TA  (in- 
cluding the  Diagnostic  and  Therapeutic  Technology 
Assessment  (DATTA)  program  established  in  1982), 
intensified  AMA  leadership  through  liaison  with  external 
TA  programs  and  communication  with  the  public,  rec- 
ognition of  cost  as  a factor  in  the  choice  of  technology, 
and  technology  selection  processes  that  protect  physi- 
cian judgment  and  patient  preferences. 

The  joint  report  urged  that  "payor  determinations 
regarding  coverage  for  health  care  technologies  ...  be 
made  with  the  involvement  of  the  medical  comitiunity 
and  the  public,"  and  that  "such  determinations  ...  be 
timely  and  responsive  to  the  evolving  information  on 
safety  and  effectiveness."  It  called  for  the  AMA  to 
"expand  the  capacity  of  its  technology  assessment  ac- 
tivities to  respond  to  the  greatly  increased  demand  from 
third-party  payors  for  the  evaluation  of  technologies  that 
are  new,  in  widespread  use,  or  potentially  obsolete." 

External  Programs 

The  Councils'  joint  report  notes  that  68  major  medi- 
cal technology  assessment  programs,  using  a variety  of 
assessment  methodologies,  existed  in  1988.  Re[)resen- 
tative  programs  described  in  the  report  were  those  of 
the  BCBSA  and  the  federal  government.  BCBSA's  Tech- 
nology Evaluation  and  Coverage  (TEC)  program  evalu- 
ates the  clinical  utility  of  approximately  30  procedures 
or  devices,  using  criteria  that  must  be  satisfied  if  a 
technology  is  to  be  considered  eligible  for  coverage. 
The  federal  government's  Office  for  Health  Technology 
Assessment  evaluates  major  technologies  upon  rcc|uest 
from  the  Health  Care  financing  Administration. 

HEALTH  INSURANCE  REFORM 

Health  insurance  administrative  costs,  experience 
and  community  rating  issues,  preexisting  condition  cov- 
erage, and  timely  access  to  health  care  technology  are 
all  key  as()ects  of  the  overriding  issue  of  health  insur- 
ance leform.  In  the  view  of  the  Board,  the  Council  on 


Legislation,  and  the  Council  on  Medical  Service,  the 
AMA  studies,  policies,  and  proposals  summarized  above 
address  the  need  for  such  reform.  The  AMA  will  con- 
tinue to  study  these  issues  actively,  monitor  external 
studies,  and  develop  additional  recommendations  for 
health  insurance  reform. 

Legislative  proposals  introduced  this  year  to  address 
the  overall  issue  of  health  insurance  reform  also  address 
many  of  the  issues  discussed  in  this  Board  report.  Rep- 
resentative Stark's  (D-CA)  bill.  The  Health  Insurance 
Reform  Act  of  1991  (HR  2121),  requires  community 
rating  of  premiums  for  mandatory  "core  benefits"  that 
all  insurers  would  have  to  make  available  to  all  employ- 
ers. Such  premiums  would  be  based  on  "the  average 
per  capita  cost  of  providing  coverage"  to  all  individuals 
covered  by  each  individual  carrier.  The  bill  also  limits 
preexisting  condition  exclusions  to  six  months,  as  does 
the  proposed  Health  Equity  and  Access  Reform  Today 
Act  of  1991  (HR  1565)  introduced  by  Representative 
Johnson  (R-CT).  The  latter  bill  also  would  waive  the  PCL 
period  if  an  individual  were  covered  under  a small 
employer  health  benefit  plan  that  was  in  effect  60  days 
or  less  prior  to  the  date  of  enrollment  in  a new  plan. 

Senator  Mitchell  (D-ME)  has  introduced  a bill  (S 
1 227)  that  includes  a "single  cohesive  community  rating 
system"  for  health  benefit  plans  across  small  employers, 
i.e.,  one  that  does  not  treat  small  groups  differently, 
"based  on  health  ...  or  risk  status."  This  bill  also  calls  for 
uniform  billing  and  claim  forms  to  reduce  the  adminis- 
trative cost  of  the  health  care  system;  and  for  state 
consortia  of  all  "small  [market]  share"  health  insurance 
companies  to  facilitate  administrative  cost  reductions 
through  uniform  (electronic)  claims  submission  and 
claims  paytTient.  Rep.  Rostenkowski's  health  care  re- 
form proposal  (HR  3205)  also  contains  provisions  for 
small  market  insurance  reform. 

The  Council  on  Legislation  and  the  Board  have  re- 
viewed these  and  similar  legislative  proposals  carefully 
and  have  supported  those  provisions  consistent  with 
current  policy.  Activities  in  this  area  of  both  Councils 
and  the  Board  are  ongoing  and  will  result  in  additional 
rccotnmendations  and  initiatives  for  health  insurance 
reform. 


REPORT  KK  OF  THE 

REPORT  OF  THE  AMA  BOARD  OF  TRUSTEES  (1-91) 
Subject:  Recourse  by  Physicians  in  Appeals  of 
Unfavorable  Audits  and  Sanctions  by  Medicare 
Carriers  (Resolution  73,  A-91) 

Presented  by:  Joseph  T.  Painter,  M.D.,  Chairman 
Referred  to:  Reference  Committee  G 
(George  E.  Thannisch,  M.D.,  Chairman) 
Resolution  73,  "Recourse  by  Physicians  in  Appeals  of 
Unfavorable  Audits  and  Sanctions  by  Medicare  Carri- 
ers," was  referred  to  the  Board  of  Trustees  at  the  1991 
Annual  Meeting.  The  resolution  calls  upon  the  Ameri- 
can Medical  Association  (AMA)  to  support  the  position 
that  any  physician  who  ex()criences  an  unfavorable 
outcome  of  a "fair  hearing"  conducted  by  a Medicare 
carrier  should  have  recourse  for  a|)|)enl  to  federal  court, 
regardless  of  the  amount  in  dispute.  It  also  recommends 
that  the  Association  support  the  repeal  of  the  provision 
in  Medicare  law  that  currently  restricts  appeals  of  dis- 
putes to  amounts  in  excess  of  $500.00. 
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The  hoard  of  T rusteos,  with  the  advice  of  the  Council 
on  Legislation,  reviewed  Resolution  73  and  views  the 
purpose  of  the  resolution  as  seeking  to  lower  the  thresh- 
old amount  in  controversy  in  order  to  obtain  jurisdiction 
in  the  federal  courts,  federal  jurisdiction  attaches  to 
claims  according  to  carefully  circumscribed  criteria  ad- 
dressed through  constitutional  and  statutory  law  as  to 
whether:  (1)  a sul)stantial  federal  (]uestion  is  involved; 

(2)  a conflict  exists  between  federal  and  state  law;  and 

(3)  the  amount  in  controversy  reaches  the  federal  statu- 
tory threshold.  The  Board  notes  that  the  federal  court 
system  is  overburdened  with  matters  falling  within  cur- 
rent jurisdictional  requirements.  Seeking  to  lower  the 
threshold  amount  would  increase  this  burden,  increase 
the  court's  backlog  of  cases,  and  would  probably  be 
strongly  opposed  in  light  of  the  small  amount  that  would 
be  in  dispute. 

Federal  Regulatory  and  Legislative  Activity 

The  AMA  recently  comniented  favorably  upon  a 
proposed  rule  of  the  I lealth  Care  financing  Administra- 
tion (MCfA)  that  would  establish  in  Medicare  regula- 
tions a uniform  policy  on  aggregation  of  Medicare  fart 
B claims  in  order  to  reach  the  threshold  amount  in 
controversy  requirenient  and  thus  obtain  the  right  to  a 
carrier  or  interruediary  hearing  and  judicial  review.  Ag- 
gregation of  claims  will  be  })ermitted  where  the  claims 
involve  the  delivery  of  similar  or  related  services  to  the 
same  beneficiary  or  from  several  different  beneficiaries, 
if  cornmon  issues  of  law  and  fact  are  involved.  This 
policy  was  develo|)ed  in  response  to  AMA  activity. 

Provisions  in  fIR  2695/S  1332,  AMA's  second  anti- 
hassle bill,  the  Medicare  Physician  Regulatory  Relief 
Amendments  of  1991,  would  allow  individuals  to  file 
administrative  appeals  when  the  carrier  has  failed  to 
implement  or  has  improperly  implemented  Medicare 
policy.  To  be  eligible  for  such  an  appeal,  evidence  must 
be  presented  of  at  least  $500.00  in  damages  as  a result 
of  the  breach  of  policy.  Individuals  would  be  permitted 
to  aggregate  similar  cases  to  meet  this  threshold  amount. 

The  Board  recognizes  the  problem  confronted  by  a 
physician  who  is  subjected  to  a post-payment  audit 
procedure  by  a Medicare  carrier  which  results  in  a 
dispute  of  less  than  $500.00  and  thus  allows  no  further 
recourse  beyond  the  completion  of  an  administrative 
review.  The  aggregation  procedure  proposed  by  HCfA 
will  serve  to  reduce  many  occurrences  of  this  type, 
because  physicians  will  now  be  permitted  to  unite  many 
of  these  claims  and  thus  secure  rights  to  further  appeal. 

RECOMMENDATION 

The  Board  recommends  that: 

1.  Resolution  73  (A-91)  not  be  adopted;  and 

2.  The  remainder  of  this  report  be  filed. 

REPORT  B OF  THE 
REPORT  OF  THE  AMA  COUNCIL 
ON  MEDICAL  SERVICE  (1-91) 

Subject:  Economic  Credentialing 

Presented  by:  Perry  A.  Lambird,  M.D.,  Chairman 
Referred  to:  Reference  Committee  G 
(George  E.  Thannisch,  M.D.,  Chairman) 

At  the  1991  Annual  Meeting,  the  AMA  House  of 
Delegates  filed  Council  on  Medical  Service  Report  G. 


This  informational  report  stated  that  the  Council  was  in 
the  process  of  studying  the  issue  of  economic 
credentialing  and  would  report  back  to  the  Mouse  of 
Delegates  in  greater  detail  at  the  1991  Interim  Meeting. 
I he  following  report  summarizes  the  Council's  findings 
and  provides  several  recomtiiendations. 

Definition  of  "Economic  Credentialing" 

In  response  to  continuing  cost  [>ressures,  some  hos- 
pitals have  begun  to  use  data  on  [)hysicians'  resource 
utilization  and  financial  productivity  as  part  of  their 
overall  criteria  in  detertnining  hospital  medical  staff 
ap|)ointments,  reap()ointments,  and  clinical  privileges. 
I he  data  collected  for  these  purposes  have  reportedly 
included  the  [thysician's  age;  average  patient  length  of 
stay  by  diagnosis-related  grou|)  (DRG);  average  hospital 
charge  |)er  patient;  fre(|uency  of  insurer  denials  for 
admissions,  days,  and  services;  frequency  of  [trofes- 
sional  liability  insurance  settlements;  timeliness  of  medi- 
cal record  completion;  and  percentage  of  "uncollectible 
care"  (i.e.,  bad  debt  and  charity  care).  Inclusion  of  such 
data  in  the  hospital  medical  staff  credentialing  process, 
often  under  the  guise  of  medical  review,  has  reportedly 
become  more  common. 

Whereas  the  general  pur[)ose  of  medical  review  is  to 
enhance  the  cjuality  of  care  provided  to  patients  by 
reviewing  the  medical  necessity  and  approfjriateness  of 
the  services  [trovided,  it  ap[)ears  that  much  of  the 
financial  data  gathered  for  the  purpose  of  credentialing 
are  not  directly  related  to  ciuality  considerations.  Ac- 
cordingly, the  Council  believes  that  "economic 
credentialing"  may  be  defined  as  the  use  of  economic 
criteria  unrelated  to  (quality  of  care  or  professional  com- 
petency in  determining  an  individual's  (jualifications  for 
initial  or  continuing  hos[)ital  medical  staff  membership 
or  [)rivileges. 

Prevalence  of  Economic  Credentialing 

According  to  a 1989  survey  of  hospital  medical  staff 
organizations  conducted  by  the  American  Hospital 
Association's  (AHA)  Division  of  Medical  Affairs,  only 
4. 7%  of  the  3,400  hospital  chief  executive  officers  (CEOs) 
surveyed  reported  that  they  had  a program  to  tie  physi- 
cians' Medicare  prospective  pricing  cost  revenue  pro- 
files into  the  credentialing  process.  However,  in  a 1991 
survey  of  more  than  500  CEOs  conducted  by  the  AHA 
publication  Hospitals.  41.7%  of  the  respondents  indi- 
cated that  in  the  next  five  years  they  believe  hospitals 
will  consider  physicians'  economic  contributions  when 
renewing  privileges.  In  addition,  71.4%  of  the  same 
CEOs  reported  that  they  currently  prepare  economic 
profiles  of  their  medical  staff  members  and  use  them  for 
educational  purposes.  This  activity,  which  is  often 
referred  to  as  "financial  profiling,"  involves  examining 
the  components  of  physicians'  practice  patterns,  study- 
ing their  economic  impact,  and  providing  feedback  to 
physicians  without  incorporating  the  data  into  the 
credentialing  process. 

AMA  Policy 

The  AMA  has  longstanding  policy  related  to  the 
inclusion  of  economic  criteria  in  the  hospital  medical 
staff  credentialing  process.  Policy  47.026  (AMA  Policy 
Compendium.  1990  Edition)  states  that  "if,  under  the 
principle  of  self-governance,  a medical  staff  determines 
that  productivity,  as  it  has  a direct  relationship  to  quality 
of  care,  is  a reasonable  criterion  to  use  in  its  consider- 
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ation  of  reappointment,  it  should  be  permitted  to  do  so. 
However,  the  AMA  does  not  believe  that  economic 
productivity  should  be  a factor  in  medical  staff  reap- 
pointment." Furthermore,  Policy  47.048  (AMA  Policy 
Compendium,  1990  Edition),  states  that  "reappoint- 
ment to  the  hospital  medical  staff  and  peer  review  for 
quality  assurance  in  hospital  medical  care  should  be 
based  on  all  elements  of  physician  performance  and  not 
solely  on  any  limited  assessment  (e.g.,  conformity  to 
DRCs  or  length-of-stay  criteria)." 

At  the  1991  Annual  Meeting,  the  AMA  adopted 
further  policy  directly  related  to  economic  credentialing. 
Resolution  2 (A-91)  calls  for  the  AMA  to  "oppose  the 
use  of  economic  criteria  not  related  to  quality  to  deter- 
mine an  individual  physician's  qualifications  for  the 
granting  or  renewal  of  medical  staff  membership  or 
privileges." 

Discussion 

In  studying  the  issue  of  economic  credentialing,  the 
Council  met  with  representatives  of  the  AHA  and  the 
AMA's  Hospital  Medical  Staff  Section  (FIMSS).  Al- 
though the  AHA  has  not  developed  policy  on  economic 
credentialing  per  se,  its  Committee  on  Hospital  Medical 
Staffs  and  Medical  Affairs  is  currently  developing  guide- 
lines on  the  appropriate  use  of  medical  staff  financial 
data. 

A representative  of  the  HMSS  Governing  Council 
stressed  that  economic  credentialing  is  unrelated  to 
quality  of  care,  is  a perversion  of  the  peer  review 
process,  and  may  adversely  affect  the  physician's  role  as 
patient  advocate  by  discriminating  against  patients  who 
are  particularly  poor  and  sick.  Concerns  were  also 
raised  regarding  a perceived  trend  toward  hospitals 
bypassing  entirely  the  peer  review  process  in 
credentialing,  through  the  use  of  economic  data  in  the 
granting  of  exclusive  contracts  and  the  outright  closing 
of  "unprofitable"  medical  staff  departments. 

As  a result  of  numerous  factors,  such  as  declining 
Medicare  revenues  among  hospitals  and  an  increase  in 
the  demand  for  hospitals  to  discount  care,  the  Council 
is  cognizant  of  the  need  for  hospitals  to  continually 
develop  and  implement  new  cost-effectiveness  strate- 
gies. Nevertheless,  the  primary  responsibility  of  physi- 
cians is  to  preserve  the  quality  and  availability  of  medi- 
cal care  for  their  patients.  Accordingly,  the  Council 
shares  the  strong  concerns  raised  by  the  HMSS  Govern- 
ing Council  regarding  the  impact  that  economic 
credentialing  may  have  on  such  quality  and  availability. 

The  Council  believes  that  there  is  a clear  distinction 
between  using  economic  data  for  educational  purposes 
and  using  such  data  to  make  credentialing  decisions.  As 
discussed  with  representatives  of  the  AHA,  hospitals 
that  have  involved  physicians  in  the  development  of 
financial  profiling-type  activities  that  are  educational 
and  nonpunitive  in  design  have  often  experienced  suc- 
cessful outcomes.  Reviewing  physicians'  practice  pat- 
terns as  they  relate  to  overutilization,  underutilization, 
or  inappropriate  utilization  of  hos()ital  resources  is,  first 
and  foremost,  a (juality  issue. 

I he  Council  l)elieves,  therefore,  that  economic  data 
unrelated  to  (juality  of  care  or  jirofessional  comj)etency 
should  not  be  considered  in  determining  hosj)ital  medi- 
cal staff  ajtpoinltttents,  reaj)j)ointments,  or  clinical  j)rivi- 


leges.  The  Council  also  believes  that  physicians  should 
continue  to  work  with  their  hospital  boards  and  admin- 
istrators to  develop  appropriate  educational  uses  of 
physician  utilization  and  financial  data.  Finally,  the 
Council  believes  that  physicians  should  review  their 
hospital  medical  staff  bylaws  and,  where  appropriate, 
should  work  to  have  a more  effective  role  for  the 
medical  staff  in  hospital  decisions  to  use  physician 
utilization  and  financial  data,  to  grant  exclusive  con- 
tracts, and  to  close  medical  staff  departments.  AMA 
development  of  draft  model  legislation  that  would  ac- 
knowledge the  role  of  the  medical  staff  in  the  hospital 
medical  staff  credentialing  process  and  assure  various 
elements  of  medical  staff  self-governance  also  may  need 
to  be  considered. 

The  Council  will  continue  to  study  the  issue  of  eco- 
nomic credentialing  and  will  report  to  the  House  of 
Delegates  on  any  significant  additional  developments 
or  findings. 

Recommendations 

The  Council  on  Medical  Service  recommends  that 
the  following  recommendations  be  adopted  and  that 
the  remainder  of  this  report  be  filed: 

1. That  the  AMA  adopt  the  following  definition  of 
economic  credentialing: 

"Economic  credentialing  is  defined  as  the  use  of  eco- 
nomic criteria  unrelated  to  quality  of  care  or  profes- 
sional competency  in  determining  an  individual's 
qualifications  for  initial  or  continuing  hospital  medi- 
cal staff  membership  or  privileges." 

2.  That  the  AMA  strongly  oppose  the  practice  of 
economic  credentialing. 

3.  That  physicians  continue  to  work  with  their  hospi- 
tal boards  and  administrators  to  develop  appropriate 
educational  uses  of  physician  hospital  utilization  and 
related  financial  data  and  that  any  such  data  collected 
be  reviewed  by  professional  peers  and  shared  with  the 
individual  physicians  from  whom  it  was  collected. 

4.  That  physicians  attempt  to  assure  provision  in  their 
hospital  medical  staff  bylaws  of  an  appropriate  role  for 
the  medical  staff  in  decisions  to  grant  or  maintain  exclu- 
sive contracts  or  to  close  medical  staff  departments. 

5.  That  the  AMA  communicate  its  policy  and  con- 
cerns on  economic  credentialing  on  a continuing  basis 
to  the  American  Hospital  Association,  Federation  of 
American  Health  Systems,  and  other  a|)projKiale  orga- 
nizations. 

6.  That  state  medical  societies  review  their  rcsjicctive 
slate  statutes  with  regard  to  economic  credentialing 
and,  as  ajtprojtriate,  seek  ittodifications  therein. 

7.  That  the  AMA  exjtlore  the  develojimcnt  of  draft 
model  legislation  that  would  acknowledge  the  role  of 
the  medical  staff  in  the  hosjtital  medical  staff  credentialing 
jtrocess  and  assure  various  elements  of  medical  staff 
self-governance. 

8.  That  the  AMA  study  and  address  the  issues  j)osed 
by  the  use  of  economic  credentialing  in  other  health 
care  settings  and  delivery  systems. 
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REPORT  F OF  THE 
REPORT  OF  THE  AMA  COUNCIL 
ON  MEDICAL  SERVICE  (1-91) 

Subject:  Rural  Health 

Presented  by:  Perry  A.  Lambird,  M.D.,  Chairman 

The  Council  on  Medical  Service  and  its  Ad  1 loc 
Committee  on  Rural  Health  have  continued  to  study 
and  pursue  additional  approaches  to  improving  access 
to  care  in  rural  areas,  and  present  the  following  informa- 
tional report  on  recent  developments  in  this  area. 

Rural  Health  Legislative  Agenda 

In  May  1991,  the  flouse  Rural  I Icalth  Care  Coalition 
announced  its  legislative  agenda  for  the  102nd  Con- 
gress. The  coalition,  which  consists  of  171  House 
members,  introduced  15  separate  bills  pertaining  to 
rural  health  care.  Building  upon  recommendations  made 
by  the  Committee  on  Rural  Health,  Council  on  Medical 
Service  and  Council  on  Legislation  earlier  in  the  year, 
the  coalition's  agenda  included  specific  [rroposals  for 
attracting  and  retaining  physicians  to  rural  areas;  for 
addressing  the  professional  liability  insurance  problems 
faced  by  rural  physicians;  and  for  reducing  rural  |)hysi- 
cians'  professional  isolation.  The  Committee  closely 
reviewed  the  coalition's  agenda  and  forwarded  addi- 
tional recommendations  to  the  Council  on  Legislation 
which  subsequently  recommended  AMA  support  for  1 3 
of  the  bills,  as  well  as  some  provisions  of  a fourteenth. 

In  July  1991,  AMA  Executive  Vice  President,  James  S. 
Todd,  MD,  briefed  the  members  of  the  coalition's  steer- 
ing committee  on  the  Elealth  Care  Financing 
Administration's  (E1CFA)  June  1991  Notice  of  l^roposed 
Rulemaking  on  implementation  of  the  new  Medicare 
physician  payment  system.  Of  particular  concern,  were 
the  potentially  adverse  affects  that  I ICFA's  proposed 
1 6%  reduction  in  the  initial  "budget  neutral"  conversion 
factor  could  have  on  the  delivery  of  health  care  in  rural 
areas.  As  a result  of  the  briefing,  the  steering  committee 
voted  to  forward  a letter  to  FICFA  expressing  the 
coalition's  strong  concern  over  the  impact  that  the 
conversion  factor  reduction  would  have  on  rural  health 
care.  The  coalition's  letter,  with  108  co-signers,  was 
sent  to  HCFA  in  early  August. 

Conference  on  Rural  Health 

On  September  13-15,  1991,  the  Committee  spon- 
sored a national  conference  on  rural  health  care,  "Rural 
Health  Care:  Strategies  to  Increase  Access,"  in  Chicago. 
Attended  by  1 50  physicians,  other  health  professionals, 
hospital  and  public  health  officials,  legislators  and  payors, 
the  conference  focused  in  depth  on  four  topics  with 
special  relevance  to  the  needs  of  rural  areas:  improving 
provider  reimbursement,  influencing  practice  location, 
new  organizational  strategies  for  rural  health  facilities 
and  services,  and  educational  and  technology  outreach. 
Special  sessions  also  discussed  professional  liability  prob- 
lems, new  professional  roles,  physician  treatment  and 
referral  patterns,  and  rural  health  clinics. 

Rural  Health  Resource  Guide 

Earlier  this  year,  the  Committee  published  a Rural 
Health  Resource  Guide  that  reviews  and  provides  back- 
ground material  in  separate  sections  on  innovative  pro- 
grams undertaken  to  improve  rural  health  care  access. 
Copies  of  the  Guide  were  sent  to  state  and  national 
medical  specialty  societies,  state  offices  of  rural  health. 


state  hospital  associations,  tnembers  of  the  House  Rural 
Health  Care  Coalition,  and  selected  national  organiza- 
tions. T he  Guide  has  been  prepared  in  loose-leaf  format 
for  ease  of  photocof)ying  and  updating. 

Initial  sections  of  the  Guide  dealt  with  rural  health 
clinics,  state  [jrograms  to  resolve  professional  liability 
problems,  and  innovative  uses  of  health  care  facilities.  A 
fourth  section  of  the  Guide,  on  Influencing  Specialty 
and  Geogra|)hic  Distribution,  has  just  been  completed, 
and  distributed  to  the  same  audience.  The  new  section 
describes  and  provides  background  information  on  dif- 
ferent state  programs  to  increase  the  number  of  health 
professionals  locating  and  remaining  in  rural  areas  and/ 
or  electing  primary  care  specialties.  The  programs 
utilize  such  a|)proaches  as  selective  recruitment  to  medi- 
cal school,  affecting  ex[)eriences  during  education,  fi- 
nancial incentives  toward  [practice  location,  and  aid  in 
establishing  and  maintaining  practices. 

Future  Activities 

The  Council  on  Medical  Service  and  its  Committee 
will  continue  to  study  and  develop  policy  and  proposals 
for  addressing  problems  of  rural  health  care  access,  with 
particular  emphasis  on  redressing  reimbursement  ineq- 
uities, approaches  to  influencing  physicians'  practice 
location  choices,  alternative  delivery  systems  and  ac- 
cess for  particularly  vulnerable  rural  populations  such  as 
migrant  farm  workers.  I he  Council  will  report  further  to 
the  House  of  Delegates  on  such  activities. 


REPORT  OF  THE  DELEGATE  TO  AMA  YOUNG 
PHYSICIANS  SECTION 

The  interim  session  of  the  AMA-Young  Physicians 
Section  (AMA-YPS)  convened  in  Chicago  on  Friday  and 
Saturday,  6 and  7 December,  1 991 . Your  Delegate,  Jim 
Fosnaugh  of  Lincoln,  and  Alternate  Delegate,  Tammy 
Johnson  of  Cambridge,  were  present.  In  addition,  Royce 
Mueller  of  Lincoln  attended  as  the  Delegate  for  the  YPS 
of  American  Academy  of  Otolaryngology  Head  & Neck 
Surgery. 

23  resolutions  and  2 reports  were  debated  at  two 
reference  conmiittee  meetings.  7 other  reports  were 
available  and  filed  for  informational  purposes. 

FEE  DISCRIMINATION:  While  there  were  no  new 
YPS  resolutions  on  this  subject.  Medicare  fee  discrimina- 
tion against  new  physicians  was  discussed  at  length, 
including  a Legislative  Update  on  HR  1 898.  Also,  AMA- 
HOD  Resolution  204  was  adopted  resolving  that  the 
AMA  intensify  efforts  to  eliminate  the  payment  differen- 
tial. 

TRUTHFUL  ADVERTISING:  Impassioned  appeal  was 
made  for  the  AMA  to  educate  the  public  about  the 
board  certification  process  and  to  do  more  to  promote 
truthful  advertising.  Testimony  regarding  cases  of  false 
advertising  and  death  at  the  hands  of  some  unscrupu- 
lous practitioners  in  other  states  was  received.  YPS 
resolution  4 (comparable  to  HOD  resolution  302)  was 
referred  to  the  AMA-YPS  Governing  Council  for  report 
back  at  A-92. 

DECEPTIVE  MEDICATION  PACKAGING:  It  was 
called  to  our  attention  that  some  pharmaceutical  firms 
are  packaging  free  samples  of  nonprescription  items 
with  their  prescription  medications.  Testimony  cited 


July  1992  Nebraska  MedicalJournal  173 


cases  of  harm  to  patients  who  used  the  medication 
incorrectly  because  of  the  deceptive  packaging.  Your 
delegate  expressed  concern  that  this  was  a dangerous 
precedent.  Resolution  23  condemning  this  practice  was 
adopted  and  will  be  introduced  to  AMA-HOD  A-92. 

GAG  RULE:  A resolution  to  initiate  a negative  cam- 
paign against  U.S.  Congressmen  who  failed  to  override 
the  veto  of  the  "gag  rule"  was  defeated.  While  con- 
demning the  gag  rule  itself,  your  delegate  testified  that 
negative  campaign  tactics  would  be  counterproductive. 
A substitute  resolution  21  asked  the  AMA  instead  to 
voice  its  strong  disagreement  directly  to  the  Congress- 
men who  failed  to  override  the  Presidential  veto  of  the 
bill  repealing  the  rule.  This  was  forwarded  to  the  AMA- 
HOD  and  adopted. 

HEALTH  ACCESS  AMERICA  VERSUS  CANADIAN 
PLAN  - A DEBATE:  Delegates  attended  a debate  be- 
tween Quentin  Young,  M.D.,  Chairman  of  the  Physi- 
cians for  a National  Health  Program  (PNHP)  and  Mary 
Ann  Contogiannis,  M.D.,  of  the  AMA  Board  of  Trustees. 
Dr.  Young  would  prefer  a wholesale  abandonment  of 
the  current  system  and  adoption  of  a government- 
controlled  Canadian  style  plan  for  the  U.S.A.,  while  Dr. 
Contogiannis  supported  the  AMA's  Llealth  Access 
America  plan.  This  conference  was  attended  jointly  by 
the  Medical  Student  Section  as  well  as  the  YPS.  In  the 
question  and  answer  session,  all  questioners  expressed 
serious  doubts  about  Dr.  Young's  positions. 

BYLAWS  CHANCES:  One  report  and  two  resolu- 
tions dealt  with  YPS  bylaws  regarding  definition  of  a 
"Young  Physician".  After  considerable  discussion  the 
Assembly  voted  to  keep  things  just  as  they  are,  except 
to  exempt  the  Immediate  Past  Chairman  of  the  Govern- 
ing Council  from  the  criteria.  This  was  forwarded  to  the 
AMA  HOD  as  HOD  Resolution  19  and  adopted. 

RESOLUTIONS  ADOPTED  AND  SENT  TO  1-91  HOD 
(HOD  # IN  PARENTHESES): 

#8  (HOD  #434)  - Physicians'  HIV  status:  opposes 
collection  and  use  of  this  information  until  AMA  studies 
and  establishes  guidelines.  AMA  Report  VV  of  the 
Board  of  Trustees  already  addressed  this  issue. 

# 12  (HOD  #309)  - Sexual  harassment  prevention 
and  grievance  procedures  during  medical  training.  The 
AMA  Guidelines  already  exist.  #309  asked  to  dissemi- 
nate the  info  to  medical  students  and  residents. 
(Adopted). 

#21  (HOD  #227)  - Gag  rule.  See  above. 

#22  (HOD  #830)  - Asked  AMA  to  analyze  the  Na- 
tional Practitioner  Data  Bank's  first  report  of  August  30, 
1991.  (Adopted). 

#18/#1  1/Report  E(HOD«  1 9)-AMA-YPS  bylaws 
change.  See  above. 

RESOLUTIONS  ADOPTED  TO  BE  SENT  TO 
A-92  HOD  (JUNE): 

# 19  - Opposes  additional  language  fluency  tests  for 
International  Medical  Graduates  except  those  already 
required  by  the  ECEMG  examination. 

//23  - Non-|)rescription  drugs  packaged  with  pre- 
scriptions. See  above. 


OTHER  ADOPTED  RESOLUTIONS: 

#3  - Urge  HCFA  to  consider  relative  value  units  for 
critical  care  visit  codes  during  the  RBRVS  120  day 
comment  period  beginning  25  November,  1991. 

#1  7 - "Fiscal  note"  on  resolutions  (brings  YPS  policy 
in  line  with  AMA). 

#15  - Discouraging  non-informational  material  (but- 
tons, flags,  pins,  posters,  etc.)  in  YPS  campaigning. 

#10  - Long  range  planning.  An  ad  hoc  session  open 
to  all  interested  young  physicians  will  meet  in  conjunc- 
tion with  every  YPS  Assembly. 

RESOLUTIONS  REFERRED  TO  THE  YPS  GOVERN- 
ING COUNCIL:  Pertained  to  #1.  Campaign  speeches 
disrupting  meetings,  #4.  Board  certification  and  truthful 
advertising  (see  above),  #9.  Special  AMA  membership 
services  to  young  physicians,  #14.  AMA  use  of  dioxin- 
free  paper,  #16.  Conflict  of  interest,  #20.  Employer 
exclusion  of  disease-specific  health  care  benefit. 

RESOLUTIONS  NOT  ADOPTED:  Proposed  #2.  To 
return  to  prior  AMA  specialty  journal  circulation  policy, 
#5.  To  require  ITIV  test  of  all  health  care  providers  and 
patients,  #7.  Immunity  from  liability  for  trauma  care, 
#1  3.  For  the  AMA  to  study  human  growth  hormone  use 
(already  being  addressed  by  the  American  Academy  of 
Pediatrics). 

Respectfully  submitted, 
James  A.  Fosnaugh,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Thank  you  for  the  opportunity  to  report  once  again 
about  the  progress  of  Creighton  University  School  of 
Medicine.  A number  of  important  events  have  occurred 
since  my  last  report.  We  have  broken  ground  on  our 
outpatient  facility  in  Florence.  Construction  and  occu- 
[rancy  is  expected  to  occur  in  the  next  two  to  three 
months.  The  construction  drawings  for  the  Beirne  Tower, 
the  expansion  of  our  Criss  I basic  science  research 
building,  and  the  Criss  I renovation  are  complete  and 
nearly  ready  for  construction  bids.  Our  cardiac  center  is 
scheduled  to  be  complete  and  open  for  occupancy  by 
late  June. 

We  are  anticipating  an  excellent  class  of  1996  to 
matriculate  in  August  1992.  They  will  be  chosen  from 
nearly  6,000  applicants,  an  increase  of  approxitnatcly 
1 2%  over  the  applicant  |)Ool  of  last  year.  The  nutriber  of 
a|)plicants  to  our  medical  school  has  increased  approxi- 
mately 70%  over  the  last  three  years.  It  seems  that 
medicine  is  once  again  viewed  by  young  people  as  a 
very  desirable  career. 

As  noted  in  my  last  report,  I have  submitted  my 
resignation  as  Dean  of  the  School  of  Medicine  and 
intend  to  remain  at  Creighton  University  as  Vice  Presi- 
dent for  I lealth  Sciences.  As  the  end  of  my  ten-year  term 
draws  to  a close,  I find  it  interesting  to  reflect  on  what 
has  ha|)pencd  to  the  School  of  Medicine  since  1982. 
Programs  have  expanded  and  grown  stronger,  aca- 
demic facilities  have  been  added,  numerous  collabora- 
tive research  and  educational  [rrograms  have  been  in- 
troduced. 
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One  of  the  events  that  attracted  the  greatest  atten- 
tion was  the  change  of  ownershif)  of  Saint  )ose|)h 
Hospital.  In  1984,  Creighton  Omaha  Regional 
Healthcare  Corporation  sold  Saint  loseph  Hospital  to 
American  Medical  International,  an  investor-owned 
hos|)ital  facility  chain.  In  the  nearly  eight  years  since 
then,  the  relationship  of  the  University  and  the  I los()ital 
with  AMI  have  freen  in  general  productive,  though  there 
have  been  some  ups  and  downs.  I he  establishment  of 
f lealth  f uture  Foundation  provided  sulrstantial  resouterrs 
for  program  development.  Residency  and  fellowship 
programs  have  expanded.  At  the  [)resent  time  there 
remain  sonte  unresolved  issues  between  the  University 
and  AMI.  These  should  l>e  readily  resolved  and  have  not 
had  an  adverse  effect  on  t)<Hient  care,  teaching,  or 
research. 

Of  the  twenty  chairmen  present  at  the  School  of 
Medicine  in  1982,  six  remain  in  their  positions.  Twelve 
chairmen  have  been  appointed  during  those  ten  years. 
The  chair  of  Pathology  is  vacant  and  a search  is  active. 
There  have  also  freen  departmental  reorganizations. 
Dermatology  was  incor[)orated  into  the  Department  of 
Medicine,  Urology  was  incor[)orated  into  the  Depart- 
ment of  Surgery,  and  the  de[)artments  of  Anatomy, 
Biochemistry,  and  I’hysiology  were  consolidated  into  a 
single  department  of  Biomedical  Sciences.  A new  de- 
partment of  I lealth  t^olicy  and  Ethics  was  estalrlished  in 
1 987.  Further,  we  have  created  an  academic  administra- 
tive unit,  the  Cancer  Center,  which  incorporates  medi- 
cal oncology,  radiation  oncology,  and  cancer  l)iology. 

Fhe  last  ten  years  have  seen  a striking  increase  in 
research  activity  and  extramural  grants  and  contracts.  In 
1982,  total  extramural  research  support  for  School  of 
Medicine  faculty  was  ap()roximately  $1.6  million.  In 
1 992,  it  is  in  excess  of  $ 1 0 million.  T his  has  resulted  from 
the  introduction  of  a number  of  productive  [rrograrns 
and  the  strengthening  of  existing  programs,  particularly 
those  in  hereditary  cancer,  bone  metabolism  and  dis- 
ease, infectious  diseases,  allergy  and  immunology,  and 
others.  Important  new  programs  include  the  establish- 
ment of  a diabetes  center,  introduction  of  a heart  trans- 
plant and  left  ventricular  assist  device  program,  the 
establishement  of  a hypertension  center,  creation  of  a 
Center  for  Health  Policy  and  Ethics,  establishment  of  a 
center  for  research  in  regulatory  peptides,  and  several 
others. 

The  School  of  Medicine  has  also  taken  an  im|)ortant 
leadership  role  in  introducing  positron  emission 
tomography  technology  into  our  region.  This  important 
new  means  of  metabolic  imaging  is  becoming  more 
widespread  throughout  the  nation,  though  our  center, 
which  was  one  of  the  first  in  the  United  States,  remains 
the  only  one  in  this  immediate  region.  It  is  intended  to 
be  and  is  used  as  a community  resource. 

We  have  also  established  several  productive  educa- 
tional and  research  collaborations  with  the  University  of 
Nebraska  Medical  Center  during  the  past  ten  years. 
These  include  residency  programs  in  orthopedics,  psy- 
chiatry, pediatrics,  anesthesiology,  and  nuclear  medi- 
cine. We  have  also  accomplished  fully  integrated  col- 
laborative programs  with  the  University  of  Nebraska 
Medical  Center  in  neonatology,  pediatric  gastroenterol- 
ogy, infectious  disease,  pediatric  neurology,  and  we 
have  combined  entirely  the  departments  of  psychiatry 
from  Creighton  and  Nebraska  into  a single  department 


serving  Ijoth  institutions.  It  is  only  with  the  strong  sup- 
port of  our  colleagues  at  the  University  of  Nebraska  and 
the  good  will  of  the  many  faculty  and  staff  members 
working  on  day-to-day  basis  that  we  have  been  able  to 
succeed  in  these  institutional  collaborations. 

All  of  the  above  re[)resent  some  of  the  im[)ortant 
changes  and  advances  that  have  occurred  in  our  School 
of  Medicine  during  the  past  ten  years.  There  have  been 
others.  All  of  these  changes,  which  I believe  re|)resent 
progress,  have  as  their  goals  continued  improvement  of 
our  programs  of  excellent  medical  student  and  graduate 
merlical  education,  advancement  of  the  state  of  the  art 
and  science  of  medicine,  and  to  serve  as  a resource  to 
the  medical  |)rofession  and  to  the  citizens  of  our  region 
and  the  nation. 

We  succeed  because  we  have  tremendous  support 
from  the  community,  from  affiliated  institutions  and 
[rartners  in  our  academic  missions.  In  addition  to  the 
University  of  Nelrraska,  these  include  the  Boys  Town 
National  Research  I lospital.  Saint  Joseph  Flos|)ital  and 
Saint  Joseph  Center  for  Mental  1 lealth.  Archbishop 
Bergan  Mercy  I los[)ital.  Childrens  Memorial  T lospital, 
Omaha  Veterans  Aclministration  Medical  Center,  Ehrling 
Bergr;uist  Air  Force  1 lospital,  Mercy  I lospital  in  Council 
Bluffs,  and  Vt'lerans  Administration  I lospital  in  Lincoln. 
To  all  who  have  supported  us,  we  are  grateful.  We 
[)ledge  our  continued  efforts  to  advance  the  state  of 
medical  educ.ition,  research,  and  patient  care  in  our 
community,  our  region,  and  our  nation. 

Respectfully  submitted, 
Richard  L.  O'Brien,  M.D. 

Vice  T^resident  for  Health  Sciences  and 
Dean,  School  of  Medicine 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

1991  has  T)een  a particularly  eventful  year  for  the 
University  of  Nebraska  College  of  Medicine.  After  eight 
years  of  effective  leadership  during  which  the  Medical 
Center  made  significant  strides  in  its  clinical,  research, 
and  educational  rrtissions,  our  Chancellor,  Dr.  Charles 
Andrews,  retired  in  June.  Our  Dean,  Dr.  Robert  Waldman, 
who  has  initiated  several  innovative  programs  in  the 
College  of  Medicine,  was  lured  to  the  Association  of 
American  Medical  Colleges  in  Washington,  D.C.,  where 
he  has  served  as  Vice-President  for  Medical  Student  and 
Graduate  Education  since  January,  1992.  Although  we 
have  been  saddened  by  the  departure  of  these  two 
outstanding  leaders,  we  eagerly  anticipate  the  arrival  of 
Dr.  Carol  Aschenbrener  who  has  recently  been  re- 
cruited as  our  next  Chancellor.  She  will  assume  her  new 
duties  on  August  1 , 1 992.  Dr.  Aschenbrener  presently  is 
the  Executive  Dean  of  the  University  of  Iowa  College  of 
Medicine  and  is  a nationally  recognized  leader  in  medi- 
cal education.  Her  background  and  talents  are  well 
suited  to  leading  our  Medical  Center  to  its  next  level  of 
excellence. 

Presently,  the  biggest  challenge  to  the  College  of 
Medicine  is  initiating  a new  curriculum  in  August.  With 
help  from  a planning  grant  from  the  Robert  Wood 
Johnson  Foundation,  this  new  curriculum  was  formu- 
lated under  the  leadership  of  Dr.  Waldman  and  given  its 
final  stamp  of  approval  by  the  faculty  in  a March  meet- 
ing. Key  elements  of  the  new  curriculum  include  an 
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integrated  educational  approach  to  the  basic  medical 
sciences  and  an  emphasis  on  ambulatory  and  primary 
medical  care.  Socioeconomic  humanistic,  and  ethical 
aspects  of  medicine  will  also  receive  emphasis.  Instruc- 
tional methods  will  include  small  group  and  problem- 
based  learning  sessions  which  we  hope  will  be  both 
more  enjoyable  for  students  and  encourage  them  to- 
wards a life  long  habit  of  self  education. 

The  Rural  Health  Education  Network  (RHEN)  and  the 
Rural  Health  Opportunities  Program  (RHOP)  continue 
to  be  successful  in  their  early  phases.  As  of  July,  we  will 
have  some  of  our  family  practice  residents  receiving  the 
majority  of  their  education  in  outstate  locations.  Like- 
wise, a significant  component  of  the  educational  expe- 
rience for  several  of  the  allied  health  specialties  will  take 
place  in  rural  settings.  RHOP  has  received  a large  num- 
ber of  high  quality  applicants  from  rural  backgrounds  for 
both  medical  school  and  allied  health  programs. 

Despite  our  brief  hiatus  in  leadership,  we  continue  to 
put  our  energy  and  enthusiasm  into  these  new  pro- 
grams which  we  believe  will  have  a significant,  benefi- 
cial influence  on  medical  care  in  Nebraska.  As  our 
educational  programs  diffuse  out  into  the  state,  more 
and  more  members  of  the  Nebraska  Medical  Associa- 
tion will  become  directly  involved.  We  thank  you  all  for 
your  past  and  continuing  support. 

Respectfully  submitted, 
Layton  F.  Rikkers,  M.D. 

Interim  Dean 
College  of  Medicine 
University  of  Nebraska  Medical  Center 


REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 
MEDICINE  & SURGERY 

The  year  has  been  good  for  the  Board  of  Examiners. 

Dr.  Larry  Toalson  of  Lincoln  replaced  Dr.  Jim  Dunlap 
of  Norfolk  who  had  served  both  locally  and  nationally 
with  distinction  for  many  years  and  will  be  missed. 

The  new  officers  for  the  year  include  Dr.  Michael 
Haller  of  Omaha  as  Chairman,  Dr.  Paul  Considine  of 
Scottsbiuff  as  Vice  Chairman  and  Dr.  Phil  Metz  of 
Lincoln  as  Secretary. 

Since  July  1st  of  this  year  79  complaints  have  been 
received  and  46  cases  have  been  opened  for  investiga- 
tion. Due  to  the  passage  of  LB  456  we  now  have  a role 
in  the  complaints  and  investigative  phase  of  disciplinary 
actions,  where  we  feel  a more  appropriate  and  produc- 
tive impact  can  be  achieved.  This  bill  also  contained  the 
licensee  assistance  program,  which  allows  a more  sup- 
portive and  rehabilitative  approach  to  our  colleagues 
with  substance  abuse  problems,  but  no  other  reasons  to 
discipline  their  licensees. 

We  are  now  receiving  information  from  the  national 
data  bank  to  review  and  also  all  malpractice  judgments 
for  perusal  for  egregious  acts  or  patterns  of  (tractice 
dangerous  to  the  residents  of  the  state,  as  you  might 
expect  nothing  of  use  has  appeared  in  the  latter. 

As  per  usual,  the  Federation  of  State  Medical  Boards 
itieeting  will  take  place  coincident  with  the  NMA  meet- 
ing and  we  will  be  unable  to  attend.  However,  if  indi- 


viduals or  groups  of  member  physicians  would  like  to 
meet  personally  at  a later  date  or  correspond,  we  would 
be  happy  to  oblige. 

Respectfully  submitted, 
William  A.  Shiffermiller,  M.D. 

Outgoing  Chairman 


REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

Last  October  it  was  my  privilege  to  become  Director 
of  the  Nebraska  Department  of  Health. 

During  my  first  few  months  in  office  I have  found  that 
Nebraska  has  a diversity  of  public  health  resources  and 
activities  but  I have  also  found  a need  for  better  coordi- 
nation of  these  activities  to  more  efficiently  deliver 
health  care  services  to  all  Nebraskans. 

One  of  my  priorities  for  the  next  year  will  be  the 
development  of  a strategic,  comprehensive  approach  to 
public  health  in  Nebraska.  An  important  component  of 
this  plan  will  be  the  implementation  of  new  initiatives  to 
educate  the  public  about  the  importance  of  healthy 
lifestyles  to  prevent  disease  and  prolong  life. 

1 want  to  develop  a vision  of  what  public  health  can 
do  in  Nebraska,  what  we  can  do  to  strengthen  our 
public  health  capabilities,  and  1 look  forward  to  working 
with  the  members  of  the  Nebraska  Medical  Association. 

Access  to  Health  Care 

To  address  the  growing  health  care  crisis.  Governor 
Ben  Nelson  has  appointed  an  Interagency  Advisory 
Committee  to  develop  state  level  initiatives. 

The  Committee  will  be  assisted  by  a Blue  Ribbon 
Coalition  and  will  deliver  recommendations  to  the  Gov- 
ernor in  the  Fall  of  this  year. 

Senator  Don  Wesely  and  I co-chair  the  Interagency 
Advisory  Committee.  Other  members  are:  Rod 
Armstrong,  Director,  Governor's  Policy  Research  Of- 
fice; Mary  Dean  Harvey,  Director,  Department  of  Social 
Services;  Dale  Johnson,  Director,  Department  of  Public 
Institutions;  Jacky  Smith,  Director  of  Aging;  and  Bill 
McCartney,  Director,  Department  of  Insurance. 

LB  400  Improves  Incentives  to  Rural  Practice 

Financial  incentives  to  rural  medical  practice  will  be 
offered  under  the  provisions  of  the  Rural  1 lealih  Systems 
and  Professional  Incentive  Act  (LB  400),  passed  by  the 
1991  Legislature  and  signed  into  law  by  Governor 
Nelson. 

The  new  law  builds  upon  the  existing  Medical  Stu- 
dent Loan  Program  which,  since  1979,  has  awarded 
low-interest  loans  for  medcial  school  to  Nebraska  stu- 
dents agreeing  to  practice  in  designated  [thysician  short- 
age areas.  At  the  present  time,  33  loan  reci|)ients  are  in 
shortage  area  practice  or  have  completed  their  [)ractice 
oltligations. 

Loan  ForKiveness.  Under  LB  400,  rather  than  being 
required  to  repay  their  loans  with  low  interest,  recipients 
who  fulfill  their  shortage  area  practice  oltligation  will 
have  at  least  half  their  loans  forgiven  l)y  the  state.  I he 
Rural  Health  Advisory  Commission  oversees  the  pro- 


176  Nebraska  Medical  Journal  July  1992 


gram  in  the  Department  of  I lealth.  It  is  hoped  that  these 
incentives  will  be  a positive  retention  factor  for  loan 
recipients  in  rural  practice,  and  that  fewer  defaults  will 
occur  as  well. 

Broadened  Fligibilitv.  Previously,  only  medical  stu- 
dents planning  to  pursue  a primary  care  specially  were 
eligible  for  the  loan  program.  LB  400  expands  the  list  of 
acceptable  categories  to  include  psychiatry  and  physi- 
cian assistants.  Applications  for  loans  will  be  accepted 
from  eligible  students  in  the  spring  of  1 992  for  the  1 992- 
93  academic  year. 

l oan  Repayment.  LB  400  also  provides  for  the  repay- 
ment of  qualified  educational  debts  in  return  for  short- 
age area  practice.  Qualified  debts  will  include  govern- 
ment or  commercial  loans  for  tuition,  fees,  and  reason- 
able living  expenses,  but  will  not  include  loans  through 
the  state  program.  Up  to  $10,000  per  year  in  educa- 
tional debt  may  be  repaid  by  the  state  to  the  lender 
upon  completion  of  one  year  of  shortage  area  practice 
by  the  borrower. 

Community  Matching.  LB  400  also  ret]uires  the  Of- 
fice of  Rural  Health  to  develop  a community  matching 
program  allowing  communities  in  designated  shortage 
areas  to  match  state  funds  toward  student  loans  and 
loan  repayment.  As  LB  400  is  implemented,  the  Office 
of  Rural  Health  will  be  developing  guidelines  for  com- 
munity participation  and  contacting  shortage  area  com- 
munities to  inform  them  about  the  program. 

Incentive  Grants  for  Nurses 

The  Nebraska  Rural  Nurse  Incentive  Program  re- 
cently completed  its  first  year  of  operation  by  approving 
the  payment  of  $1,000  incentive  grants  to  30  rural 
nurses  who  practiced  in  an  area  of  high  need  for  nurses 
during  1991.  These  areas  were:  Antelope,  Brown,  Burt, 
Chase,  Dixon,  Franklin,  Furnas,  Garden,  Flarlan,  Jefferson, 
Johnson,  Merrick,  Red  Willow,  Rock,  Sheridan,  and 
Thayer  counties. 

An  additional  30  nurses  were  selected  for  the  pro- 
gram in  December  1991.  If  they  complete  the  retjuired 
year  of  full-time  practice  in  rural  Nebraska,  they  will 
receive  similar  grants  in  January  1993.  Applications  for 
candidacy  for  1 993  will  be  accepted  during  the  applica- 
tion period  of  October  1 through  December  1,  1992. 

Minority  Health 

The  department  has  established  an  Office  of  Minor- 
ity Health  (OMH)  to  coordinate  efforts  and  use  of 
resources  to  address  the  health  needs  of  racial  and 
ethnic  minorities  in  the  state.  A current  search  for  can- 
didates to  fill  the  office  coordinator  position  is  expected 
to  be  completed  by  the  end  of  May.  The  OMH  will  be 
located  in  the  Division  of  Health  Policy  and  Planning, 
Bureau  of  Health  Planning  and  Data  Management. 

The  "Minorities  and  Their  Health"  report  released  in 
February  showed  that  ethnic  minorities  are  more  likely 
to  die  of  preventable  diseases,  infections,  and  accidents 
than  the  white  majority;  that  African  Americans  in  Ne- 
braska are  nearly  twice  as  likely  as  whites  to  die  of 
cancer;  that  the  infant  mortality  rate  for  African  Ameri- 
can babies  is  double  that  of  white  babies;  and  that 
Nebraska's  Native  Americans  are  nearly  twice  as  likely 
to  die  of  heart  disease  as  whites. 


Breast  and  Cervical  Cancer  Grant 

I he  Nebraska  Department  of  I lealth  has  received  a 
$1.9  million  cooperative  agreement  award  from  the 
Centers  for  [Disease  Control  to  implement  a statewide 
breast  and  cervical  cancer  screening  program.  Match- 
ing funds  of  $633,333  will  be  contributed  by  a variety  of 
pulrlic,  non|)rofit,  and  other  private  sources. 

Funds  from  the  cooperative  agreement  will  be  used 
to  ()rovide  Irreast  and  cervical  cancer  screening  and 
follow-up  services,  including  mammography,  |)ap  smears, 
and  examinations.  Priority  for  access  to  this  program  will 
be  provided  to  women  with  low  incomes.  Efforts  will  be 
made  to  reach  all  women  in  the  state  with  educational 
information  on  the  need  for  screening  and  the  impor- 
tance of  early  detection  of  breast  and  cervical  cancer. 
Ihe  Centers  for  Disease  Control  program  will  comple- 
ment the  legislation  passed  by  the  Nebraska  Legislature 
in  the  1991  session  which  established  the  Nebraska 
Mammography  Screening  Committee. 

Cancer  Control  For  Farmers 

“t  larvest  for  a Lifetime"  is  a cancer  control  research 
[)roject  targeted  at  farmers,  farm  workers  and  their 
families.  The  project's  objectives  are  to  identify  and 
remove  barriers  to  the  prevention  and  early  detection  of 
cancers  of  the  skin,  lip,  oral  cavity,  leukemias  and 
lymphomas.  Lach  of  the  targeted  cancers  have  the 
|)otential  to  be  impacted  through  behavior  and  lifestyle 
changes. 

this  is  one  of  five  research  projects  in  the  nation 
focusing  on  farm  po[)ulations  funded  by  the  National 
Institute  for  Occu[)ational  Safety  and  Health  (NIOSH). 
This  study,  begun  in  1991,  is  based  upon  the  belief  that 
cancer  rates  for  farm  residents  can  be  reduced  through 
the  use  of  exisiting  community-based  informational  and 
fT)edical  systems. 

Rural  and  urban  Nebraska  residents  will  be  surveyed 
to  assess  and  compare  health  knowledge,  attitudes, 
behaviors  and  the  ability  to  access  quality  health  care. 
After  the  survey  analysis,  educational  materials  and 
programming  about  the  prevention  and  early  detection 
of  the  targeted  cancers  will  be  pilot-tested  in  several 
rural  Nebraska  communities.  Both  farm  family  members 
and  health  care  workers  will  be  reached  through  this 
education  effort. 

Licensee  Assistance  Program 

LB  456  was  passed  by  the  1991  Legislature  and  it 
becatTie  effective  September  6,  1991.  This  bill  autho- 
rized the  implementation  of  a Licensee  Assistance  Pro- 
gram that  would  allow  Nebraska  licensed  health  profes- 
sionals to  enter  treatment  and  aftercare  programs  for 
alcoholism  or  drug  abuse  without  having  to  be  reported 
to  the  state  licensing  agency.  This  program  is  intended 
to  encourage  early  treatment  for  licensees  with  an 
addiction  problem. 

The  program  will  be  administered  by  the  Department 
of  Public  Institutions,  and  will  provide  education,  inter- 
vention, referral  assistance,  and  monitoring  of  compli- 
ance with  treatment  for  alcohol  or  drug  addicted  licens- 
ees. 

This  program  is  offered  as  another  mechanism  to 
facilitate  early  treatment  for  alcohol  and  drug  abuse  for 
licensed  health  professionals. 
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WIC  Program  - Infant  Formula  Rebates 

In  1989  Congress  passed  a law  requiring  all  state 
WIC  programs  to  have  a cost  containment  initiative  for 
standard  milk  and  soy-based  infant  formulas.  In  order  to 
implement  the  law,  the  United  States  Department  of 
Agriculture  developed  regulations  which  states  must 
follow.  States  were  instructed  to  phase-in  these  regula- 
tions as  old  formula  procurement  contracts  expired. 

On  April  8, 1 991,  the  Nebraska  Department  of  Health 
issued  a request  for  bids  for  infant  formula  rebates.  Ross 
Laboratories  offered  the  greatest  potential  savings  and 
a contract  was  awarded  to  this  company  effective  Oc- 
tober 1,  1 991 . Similac  with  Iron  and  Isontil  are  now  the 
only  milk  and  soy-based  infant  formulas  available  through 
the  program.  However,  specialized  formulas  continue 
to  be  provided  when  prescribed  by  the  physician.  Sav- 
ings from  rebates  for  this  fiscal  year  are  projected  to 
exceed  $3.5  million,  permitting  the  Program  to  serve  an 
average  of  5000  more  women,  infants  and  children 
each  month. 

HIV/AIDS 

Sixty-three  new  cases  of  AIDS  were  reported  to  the 
State  Health  Department  in  1991.  The  cumulative  total 
since  1983  is  262,  of  which  1 72  have  died. 

The  number  of  people  diagnosed  with  AIDS  is  ex- 
pected to  increase  sharply  in  the  future  because  of 
CDC's  expansion  of  the  case  definition,  which  will  allow 
physicians  to  base  their  diagnosis  on  an  individual's 
CD4  lymphocyte  count.  The  definition  change  may 
cause  the  number  of  AIDS  cases  reported  to  the  Health 
Department  in  1992  to  reach  125  or  more. 

HIV  antibody  testing  at  the  Nebraska  Department  of 
Health  funded  counseling  and  testing  sites  increased 
72%  during  the  fourth  quarter  of  1991  as  compared  to 
the  same  period  in  1990.  During  1991,  3778  (lersons 
were  tested  at  counseling  and  testing  sites,  re[)resenting 
a 39%  increase  over  1990;  46  were  identified  as  HIV- 
positive. A cumulative  total  of  339  persons  have  tested 
positive  since  1985  when  sites  were  first  funded. 

Immunizations 

The  Centers  for  Disease  Control  is  conducting  the 
largest  and  most  significant  national  immunization  ini- 
tiative since  the  late  1970s.  As  part  of  the  initiative,  CDC 
will  be  awarding  an  additional  $46  million  targeted  at 
ensuring  that  90%  of  all  children  are  age-appropriately 
immunized  at  24  months  of  age.  The  money  will  be 
directed  at  expanded  and  innovative  activities  on  the 
state  and  local  levels.  The  Department  of  Health  is 
involved  in  a variety  of  immunization  activities  related 
to  the  expansion. 

As  part  of  the  implementation  of  the  National  C.hild- 
hood  Injury  Act  of  1986,  Public  Law  99-660,  the  Immu- 
nization Program  sent  to  all  physicians  camera-ready 
copies  of  the  Vaccine  Information  Pamphlets  (VIPs). 
Effective  April  1 5,  1 992,  each  health  care  provider  who 
administers  specific  vaccines  must  ()rovide  VIPs,  or 
other  written  materials  meeting  the  law's  re(|uirements, 
to  any  adults  prior  to  immunizing  them  or  to  the  legal 
re[)resentalive  of  any  child  [trior  to  vaccine  administra- 
tion. Ihe  specific  vaccines  include  those  that  protect 
against  difththeria,  tetanus,  pertussis,  [tolio,  measles, 
mumps  and  rubella. 


School  Health  Program 

The  Department  has  created  a School  Health  Nurse 
Coordinator  position.  There  are  approximately  325 
school  nurses  in  the  state  serving  315,636  children  in 
grades  K-12,  of  which  32,796  are  chidren  with  special 
health  needs.  The  new  school  nurse  coordinator  will 
assume  a leadership  role  in  the  development  of  unified 
guidelines  and  standards  for  school  nursing  practice. 
This  position  will  be  located  in  the  Division  of  Commu- 
nity Health  Nursing,  Bureau  of  Family  Health  Services. 
The  Department  expects  to  have  the  position  filled  by 
May  31,  1992. 

Respectfully  submitted, 
Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


REPORT  OF  THE  STATE  DEPARTMENT 
OF  SOCIAL  SERVICES 

The  Department  of  Social  Services  is  pleased  to 
submit  this  report  to  the  Nebraska  Medical  Association 
for  review  at  the  April,  1992  meeting  of  the  House  of 
Delegates.  The  primary  focus  of  this  report  will  be  on 
recent  activities  related  to  the  Nebraska  Medical  Assis- 
tance Program  (MEDICAID). 

(An  excellent  overview  of  Medicaid  has  been  com- 
piled by  Liz  Hruska  in  the  Nebraska  Legislative 
Fiscal  Office;  it  is  entitled  "The  Nebraska  Medicaid 
Program  Guide'"  December,  1991.  This  guide  will 
be  made  available  to  the  Nebraska  Medical  Asso- 
ciation for  review  by  those  who  wish  to  do  so. 
Some  of  this  report  has  been  based  on  this  publica- 
tion.) 

The  Department  would  also  like  to  share  information 
on  other  current  special  issues  and  activities  within 
Social  Services.  The  Department  appreciates  the  oppor- 
tunity to  continue  the  partnership  with  the  Nebraska 
Medical  Association  as  we  all  work  toward  serving  the 
citizens  of  Neltraska  in  even  better  ways. 

MEDICAID 

MEDICAID  BUDGET 

The  Nebraska  Medicaid  Program  faces  its  most  se- 
vere fiscal  crisis  since  its  inception  in  1966.  Numerous 
factors  have  affected  the  need  for  increased  funding  in 
recent  years.  These  have  included  many  federal  laws 
affecting  eligibility  requirements  and  program  service 
requireitients.  In  the  past,  state  funding  has  been  apftro- 
priated  by  the  Legislature  to  ensure  and  maintain  a 
sound  Medicaid  Program,  despite  the  fact  that  the 
nurttber  of  persons  eligible  has  doubled  in  the  last  ten 
years.  I lowever,  two  major  issues  will  recjuire  an  enor- 
mous increase  in  the  need  for  funding  just  to  maintain 
the  Medicaid  Program  at  its  current  level. 

The  first  major  concern  is  that  the  federal  financial 
participation  rate  for  Nebraska  in  the  Medicaid  Program 
(along  with  the  match  rate  in  the  Aid  to  Dependent 
Children  Program  and  several  related  children's  pro- 
grams) will  Itegin  to  decrease  effective  October  1 , 1 992. 
Ihe  match  rate  for  a specific  state  is  determined  by  a 
formula  which  compares  the  state’s  per  capita  income 
with  the  national  per  capita  income.  In  lY  1992,  the 
lederal  share  of  the  Medicaid  was  64.5%;  in  I Y 93,  the 
federal  share  will  decline  to  61.32%.  This  decline  re- 
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fleets  the  fact  that  Nebraska's  economy  has  been  rela- 
tively healthy  in  relation  to  ex[)eriences  of  other  states. 
An  additional  rate  reduction  is  anticipated  for  the  com- 
ing federal  fiscal  years  of  1994  and  1995. 

The  second  major  issue  before  the  Department  is  a 
pending  hospital  lawsuit  which  contends  that  the  in|)a- 
tient  hospital  rates  paid  by  Medicaid  are  not  reasonable 
and  adequate  to  meet  the  costs  of  efficient  and  eco- 
nomic facilities  (as  required  by  law).  Ihe  Department 
has  in  the  past  attempted  to  address  the  issue,  such  as 
requesting  additional  funding  from  the  Legislature  to 
help  offset  the  cost/payment  differential;  funding  was 
subsequently  passed  by  the  Legislature  but  vetoed  by 
then  Governor  Orr  in  1989. 

Resolution  of  the  hospital  lawsuit,  combined  with  the 
drop  in  the  federal  matching  rate,  plus  the  continued 
growth  in  the  number  of  individuals  eligible  for  Medic- 
aid in  Nebraska,  may  result  in  the  need  for  more  than  a 
50%  increase  in  general  funds  for  the  next  state  f>ien- 
nium  which  runs  from  July  1,  1993  through  June  30, 
1995.  Program  cuts  are  likely  beginning  as  early  as  July 
1,  1992. 

A provider  tax  on  certain  high  volume  hospitals  and 
nursing  homes  has  been  proposed  f)y  the  Legislature. 
The  federal  law  from  1991  would  allow  Nebraska  to 
levy  such  a provider  tax  with  the  following  stipulations: 
1)  all  providers  must  be  taxed  uniformly;  2)  a hold 
harmless  provision  does  not  apply;  and  3)  the  sum  of 
allowed  taxes  qualifying  for  federal  financial  participa- 
tion is  capped  at  25%  of  the  state's  Medicaid  match 
share.  While  acknowledging  that  this  is  an  unpopular 
’tax"  for  providers,  this  was  felt  to  be  one  way  of 
addressing  the  tremendous  budget  problems.  The  cur- 
rent legislation  proposal  affects  only  hospitals  and  nurs- 
ing homes. 

Expenditures  for  State  Fiscal  Year  91  are  shown  on 
Attachment  A.  Of  that  year's  $366.5  million  in  Medicaid 
expenditures,  practitioners  received  approximately  1 1% 
of  the  total  budget,  90%  of  which  was  [)aid  to  physi- 
cians. 

MEDICAID  FEE  SCHEDULE 

As  noted  in  the  August,  1 991,  report  to  the  NMA,  the 
Nebraska  Medicaid  Practitioner's  Fee  Schedule  was 
updated  in  July,  1991.  This  included  a 4.5%  increase  in 
the  conversion  factors  plus  additional  increases  focused 
on  areas  of  concern  (e.g.,  J codes  for  injections  given  in 
the  physicians'  offices).  Also  included  at  this  time  was  an 
update  of  the  McGraw-Hill  unit  values  based  on  the 
most  recent  McGraw-Hill  edition.  In  January,  1992,  an 
update  to  the  fee  schedule  was  implemented  to  accom- 
modate the  new  CPT-92  evaluation  and  management 
codes.  Included  with  this  report  is  a listing  of  the  maxi- 
mum fee  schedule  allowable  assigned  to  these  new 
codes  and  current  payment  for  some  special  services. 
(See  Attachment  G.) 

1992  BILLING  CHANGES  FOR  MEDICAID 
AND  MEDICARE 

Effective  January  1,  1992,  the  Health  Care  Financing 
Administration  (HCFA)  mandated  that  Medicare  (Part 
B)  accept  and  pay  only  those  claims  submitteef  using 
CPT-92  visit  codes.  There  were  subsequent  extensions 
to  this  effecitve  date  where  providers  could  bill  using 
previous  HCPCS  codes  at  the  1991  level  of  payment 
through  March  31,  1992. 


Nebraska  Medicaid  did  not  receive  the  same  federal 
mandate;  however,  the  Department's  current  state  regu- 
lations require  the  adoption  of  the  AMA's  CPT  annual 
revisions  to  allow  providers  consistency  in  billing  Med- 
icaid, Medicare,  and  other  third  party  payors.  The  Ne- 
braska Medicaid  Program  allows  a phase-in  period  ev- 
ery year  whereby  the  [)revious  and  current  year's  CPT 
codes  will  be  accepted  for  the  period  January  1 through 
March  31.  therefore,  effective  April  1,  1992,  only  CPF- 
92  cotJes  will  be  acce|)ted  for  billing  Nebraska  Medicaid 
physician  claims  with  the  exception  of  those  ()rocedures 
which  have  been  assigned  s[)ecific  Nebraska  add  cod- 
ing. 

It  is  the  Department's  understanding  that  the  new 
CPT-92  Evaluation  and  Management  codes  DO  NOT 
DIRECTLY  CROSS  OVER  FROM  THE  OLD  CODES.  All 
physicians  are  urged  to  review  the  new  CPT-92  codes  to 
determine  exactly  what  each  code  means  as  a represen- 
tation of  the  [)hysician's  service.  It  appears  that  this  new 
system  defines  an  entirely  new  means  of  coding  for 
physician  visits. 

Ihe  Medicare  Physician  Payment  Reform  has  man- 
dated a change  in  the  place  of  service  codes;  these 
change  from  a single-digit  code  to  a two-digit  code.  In 
addition,  a new  HCFA-1500  claim  form  will  soon  be 
required. 

All  of  these  changes  have  significantly  impacted  the 
Medicaid  data  processing  system;  this  has  required 
increased  planning  and  computer  programming  time, 
and  subsequently  not  all  system  changes  were  able  to 
be  done  immediately.  It  is  anticipated  that  all  mandated 
time  frames  will  be  met;  however,  we  are  acutely  aware 
of  the  inconveniences  this  may  have  caused  practitio- 
ners. 

Thus,  although  the  Department  is  able  to  accept  and 
pay  claims  with  the  new  CPT  codes,  the  system  will  not 
yet  allow  ()ayment  of  claims  with  the  new  place  of 
service  codes  until  May  1,  1992.  Because  L)SS  staff 
understand  that  some  physician  offices/clinics  have  al- 
ready changed  their  own  billing  systems  to  use  the  new 
HCFA-1500  with  the  new  place  of  service  codes,  the 
Department's  staff  will  manually  change  the  new  place 
of  service  codes  to  the  old  codes  if  submitted  on  the 
new  HCFA-1500  (1990  version).  If  the  old  HCFA-1500 
(1984  version)  is  used,  however,  only  the  previous  one- 
digit place  of  service  codes  can  be  used.  The  following 
dates  pertain  to  mandates  impacting  Medicaid  billing 
and  may  be  helpful  to  note  for  ease  in  billing  services  to 
Nebraska  Medicaid; 

April  1,  1992  - New  CPT-92  coding  required  for 
billing  physician  services; 

May  1,  1992  - New  two-digit  Medicare  place  of 
service  codes  required  for  billing; 

July  1,  1992  - New  HCFA-1500  claim  required  for 
billing.  Prior  to  July  1,  1992,  either  the  new  or 
the  old  form  will  be  accepted. 

The  overall  changes  related  to  the  combined  CPT-92 
and  Medicare  Physician  Payment  Reform  have  posed 
great  challenges  to  physicians  as  well  as  carriers.  The 
Nebraska  Medicaid  Medical  Services  and  Claims  Pro- 
cessing staff  would  like  to  take  this  opportunity  to 
express  their  appreciation  for  the  cooperation  of  Ne- 
braska physicians  and  their  staff  to  date. 
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MEDICAID  ELIGIBILITY 

Medicaid  is  a means  tested  entitlement  program  for 
those  individuals  and/or  families  whose  income  and/or 
resources  are  sufficiently  low  to  qualify.  While  hisotrically 
Medicaid  has  been  tied  to  cash  assistance  programs 
(e.g.,  ADC,  State  Supplement  to  those  with  an  SSI 
disability),  coverage  has  been  expanded  to  new  groups 
who  would  not  qualify  for  cash  assistance.  These  new 
groups  often  have  higher  income  levels,  two  parent 
family,  and  indeed  many  of  the  working  poor  now 
qualify  for  Medicaid.  Thus,  the  "face  of  the  Medicaid 
patient"  is  changing.  Of  note  is  the  fact  that  1990 
statistics  indicate  that  approximately  1 in  4 births  in 
Nebraska  was  covered  by  Medicaid.  (Eor  the  1991 
Federal  poverty  level  guidelines,  please  see  Attachment 
B.) 

Nebraska  currently  provides  Medicaid  coverage  to 
the  following  populations: 

1)  Families  and  state  wards  qualifying  for  Aid  to 
Dependent  Children  (ADC); 

2)  Individuals  qualifying  for  State  Supplement  to 
Supplemental  Security  Income  (SSI); 

3)  Children  under  21  in  low-income  families  or  living 
independently;  parents  are  not  eligible; 

4)  Elderly  and  disabled  individuals  and  ADC  related 
families  who  spend  down  income  in  excess  of  133%  of 
the  ADC  standard  on  medical  care; 

5)  Pregnant  women  and  children  under  age  six  years 
whose  income  is  at  or  below  133%  of  the  federal 
poverty  level  (no  resource  test  applied); 

6)  Children  aged  6,  7 and  8 whose  income  is  at  or 
below  100%  of  the  federal  poverty  level  (no  resource 
test  applied); 

(Every  October  1,  an  additional  age  group  will  be 
phased  in  until  all  persons  aged  20  years  or  younger  will 
be  covered  in  this  category.  For  example,  on  October  1 , 
1992,  children  aged  9 years  and  younger  will  be  eli- 
gible.) 

7)  Families  leaving  the  ADC  program  due  to  employ- 
ment; 

8)  The  aged,  blind  and  disabled  with  incomes  less 
than  100%  of  the  federal  poverty  level; 

9)  Aged  or  disabled  persons  eligible  under  the  new 
spousal  impoverishment  program  guidelines  (which  al- 
low the  non-institutionalized  spouse  to  retain  more 
income  and  assets  while  finding  the  institutionalized 
spouse  eligible  for  Medicaid);  and 

10)  Children  with  severe  medical  complications  may 
be  found  eligible  under  a special  means  of  determining 
eligibility;  under  this  process  the  child  is  able  to  remain 
in  his/her  home  and  receive  services  paid  for  by  Medic- 
aid without  consideration  of  the  parent's  income  and 
resources. 

The  number  of  persons  eligible  for  Medicaid  has 
doubled  in  the  last  decade;  and  more  recently,  the 
number  of  persons  eligible  for  Medicaid  has  increased 
by  27,480  persons  since  February,  1 990.  February,  1 992, 
data  reveals  a total  of  124,250  persons  eligible  com- 
pared to  February,  1991,  when  a total  of  107,536 
persons  were  eligible.  (See  Attachment  B.)  The  Depart- 
ment continues  to  expect  that  this  trend  will  continue  as 
a result  of  recent  eligibility  changes. 

Increasing  numbers  of  persons  eligible  for  other 
programs  have  occurred  as  well,  e.g.,  the  ADC  and  Food 


Stamp  Programs  (Attachment  C).  While  the  Food  Stamp 
Program  is  funded  totally  with  federal  dollars,  the  ADC 
program  is  funded  with  state  and  federal  dollars.  In  FY 
1991,  the  federal  match  for  ADC  was  62%,  while  the 
state  share  was  38%.  As  mentioned  earlier,  the  federal 
match  rate  is  scheduled  to  go  down  for  this  program  as 
is  the  Medicaid  federal  match  rate. 

ELIGIBILITY  OUTREACH 

As  of  July  1,  1991,  state  Medicaid  agencies  were 
required  to  begin  processing  of  Medicaid  applications 
in  disproportionate  share  hospitals  and  federally  quali- 
fied health  centers.  To  date,  several  hospitals  in  Ne- 
braska have  entered  into  contracts  with  the  Department 
to  complete  applications  for  Medicaid,  conduct  client 
interviews,  obtain  verifications  of  eligibility,  etc.  The 
Department  reimburses  the  hospital's  cost  up  to  the 
federal  share  of  the  administrative  costs. 

PRESUMPTIVE  ELIGIBILITY 

Presumptive  eligibility,  to  provide  Medicaid  cover- 
age for  early  ambulatory  prenatal  care  has  been  in  effect 
in  Nebraska  since  1 988.  In  previous  reports  to  the  NMA, 
presumptive  eligibility  for  pregnant  women  has  been 
implemented  in  Nebraska.  This  process  allows  for  initia- 
tion of  the  enrollment  process  by  qualified  providers; 
this  often  takes  20-30  minutes  and  is  based  on  declared 
income  with  no  resource  test.  If  found  eligible  under  the 
presumptive  process,  a pregnant  woman  becomes  tem- 
porarily eligible  for  Medicaid-covered  ambulatory  pre- 
natal services  for  a limited  amount  of  time  while  she 
makes  a formal  application  with  the  Department.  This  is 
to  allow  for  the  earliest  possible  access  to  prenatal  care. 

Until  the  final  eligibility  determination  has  been  com- 
pleted by  the  local  office,  the  pregnant  woman  will  not 
have  a Medicaid  card  to  present  but  should  have  a copy 
of  the  completed  presumptive  application  form.  If  there 
are  any  questions  about  a pregnant  woman's  eligibility, 
the  provider  may  contact  the  Nebraska  Medicaid  Sys- 
tem (NMES)  or  the  local  office  in  their  area.  If  there  are 
any  questions  related  to  presumptive  eligibility,  provid- 
ers may  contact  Sandi  Kahlandt  in  Medical  Services  at 
(402)  471-9366.  (See  Attachment  D for  a listing  of 
qualified  presumptive  eligibility  providers.) 

CONTINUOUS  ELIGIBILITY  FOR 
PREGNANT  WOMEN 

As  a reminder,  any  pregnant  woman  eligible  for 
Medicaid  anytime  during  her  pregnancy  REMAINS  ELI- 
GIBLE through  the  end  of  the  month  in  which  her  60-day 
post-partum  period  ends,  even  if  her  financial  situation 
should  change.  This  option  was  adopted  by  Nebraska 
Medicaid  to  address  physicians'  concerns  about  caring 
for  pregnant  women  who  may  go  on  and  off  Medicaid 
on  a monthly  basis.  As  noted  above,  1990  statistics 
indicated  that  1 in  4 births  in  the  state  were  covered  by 
Medicaid. 

HEALTH  CHECK  (EPSDT) 

The  HEALTH  CHECK  program  provides  for  screen- 
ing, diagnostic,  and  treatment  services  for  Medicaid- 
eligible  persons  under  the  age  of  21  years;  this  is  the 
major  preventive  health  program  for  children  and  gen- 
erally follows  the  reconimendations  of  the  American 
Academy  of  Pediatrics  for  well-child  care.  Most  physi- 
cians participating  in  this  program  have  found  Medicaid 
rates  of  reimbursement  for  this  service  to  be  very  favor- 
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able.  (See  Allachtnent  G for  current  Nebraska  Medicaid 
maximum  allowables  for  screening  exams.) 

Attached  to  this  report  are  the  1991  statistics  by 
county  of  the  number  of  Medicaid-eligible  children  and 
how  many  of  those  children  received  at  least  one 
HEALTH  CHECK  examination.  The  participation  goal 
(i.e.;  the  percentage  of  children  receiving  screening 
services)  has  been  set  for  all  states  by  the  Health  Care 
Financing  Administration  (HCFA)  at  80%  by  1 995.  How- 
ever, due  to  the  dramatic  increase  in  children  eligible  for 
Medicaid,  the  attainment  of  this  goal  is  becoming  more 
challenging.  The  number  of  unduplicated  eligible  chil- 
dren in  1990  was  approximately  68,000  and  in  1991  it 
rose  to  approximately  75,000.  The  participation  rate  for 
calendar  year  1991  was  38%.  Physicians'  cooperation 
and  efforts  to  deliver  health  supervision  services  billed 
through  the  HEALTH  CHECK  (EPSDT)  Program  are  very 
important.  Any  suggestions  regarding  the  HEALTH 
CHECK  PROGRAM  or  how  to  increase  patient  partici- 
pation are  always  welcome. 

EPSDT  TREATMENT  SERVICES 

The  HEALTH  CHECK  screening  physician  may  be 
able  to  "open  the  door"  to  diagnostic  and/or  treatment 
services  not  otherwise  covered  by  the  Nebraska  Medic- 
aid Program  for  other  eligible  persons;  these  services 
must  meet  the  test  of  being  federally  matchable  ser- 
vices. This  can  be  done  by  noting  the  condition  of 
suspected  need  identified  during  the  HEALTH  CHECK 
examination  on  the  MC-5  claim  form;  e.g.,  the  need  for 
substance  abuse  treatment.  Furthermore,  to  initiate  a 
medical  necessity  review  for  noncovered  but  federally 
matchable  services,  the  screening  physician  may  com- 
plete an  EPSDT-5  "plan  of  care"  form;  this  should  be  sent 
to: 

Sandi  Kahlandt,  EPSDT  Coordinator 
Nebraska  Department  of  Social  Services 
Medical  Services  Division 
P.O.  Box  95026 
Lincoln,  NE  68509 

EPSDT  CODING 

Physicians  are  urged  to  adopt  the  Nebraska  HEALTH 
CHECK  procedure  codes  of  1 0001 4 and  1 0001 5 on  the 
MC-5  form  for  initial  and  periodic  examinations. 

100014  -A  HEALTH  CHECK  screen  that  does  NOT 
include  formal  vision  and  hearing  screening; 
an  example  of  when  to  use  this  code  is  for  the 
screening  when  subjective  screening  of  hear- 
ing and  vision  is  done  during  well-baby  checks 
or  when  the  formal  vision  and  hearing  screen- 
ing is  performed  directly  by  the  optometrist  or 
audiologist  outside  of  the  context  of  the  well- 
child  visit.  The  maximum  allowable  for  this 
code  is  $42.00. 

100014  -A  HEALTH  CHECK  screen  which  includes 
formal  vision  and  hearing  screening.  The  maxi- 
mum allowable  for  this  code  is  $52.25. 

The  above  codes  recognize  health  education/antici- 
patory guidance  within  this  service.  Please  refer  to  your 
physician  handbook  Chapter  33  for  further  information 
regarding  the  required  components  for  the  HEALTH 
CHECK  examination.  The  CPT-92  codes  for  counseling, 
99401  through  99404,  are  not  covered  by  the  Nebraska 


Medicaid  Program  and  therefore  are  not  appropriate  for 
billing  in  addition  to  the  office  visit  codes. 

NORPLANT 

Implantable  contraceptive  capsules  (Norplant)  have 
been  covered  by  Nebraska  Medicaid  since  January, 
1 991 . Due  to  the  absence  of  CPT  coding  for  this  proce- 
dure at  that  time,  specific  coding  and  billing  instructions 
were  provided  to  allow  physicians  to  bill  for  this  service. 
In  CPT-92,  codes  for  this  service  were  established  under 
integumentary  procedures  (see  codes  11975  and  1 1 976). 
Effective  4-1-92,  Nebraska  physicians  are  required  to  bill 
for  Norplant  services  according  to  the  following: 

CI’T  Code  Description  NE  Medicaid  Payment 

1 1975  Insertion  or  reinsertion 

of  implantable 

contraceptive  capsules  $1  30.60  (*) 

1 1 976  Removal  without  reinsertion 

of  implantable 

contraceptive  capsules  $156.76  (*) 

99199-FP  Norplant  Contraceptive  Kit  $350.00  (*) 

(*)  Nebraska  Medicaid  pays  the  lower  of  submitted  charge  or 

this  amount. 

SPECIAL  ISSUES 

Although  this  report  traditionally  focuses  on  issues 
surrounding  the  Nebraska  Medicaid  Program,  the  De- 
partment will  periodically  include  information  about 
other  services  that  might  be  of  interest  to  members  of 
the  Nebraska  Medical  Association. 

MEDICAID  IN  THE  PUBLIC  SCHOOLS  (MIPS) 

In  June,  1 991,  the  Early  Intervention  Act  (LB  701 ) was 
passed  into  law  by  the  Nebraska  Legislature.  Through  LB 
701,  two  demonstration  sites  were  created  to  imple- 
ment a statewide  billing  system  for  accessing  federal 
Medicaid  funds  for  special  education  and  related  ser- 
vices provided  by  school  districts.  The  system  applies  to 
all  Medicaid-eligible  students  who  are  also  eligible  for 
special  education  from  date  of  diagnosis  to  21  years  of 
age.  Nebraska  public  schools  serve  all  children  with 
verified  handicaps  from  birth  to  21  years  of  age. 

The  purpose  of  the  Medicaid  billing  system  is  to 
generate  additional  federal  dollars  which  would  then  be 
used  to  free  up  State  General  Fund  dollars  currently 
used  for  special  education  and  which  would  be  used  to 
cover  a portion  of  the  cost  of  expanding  services  to 
infants  and  toddlers  with  disabilities  (required  in  P.L.  99- 
457).  This  billing  system  is  part  of  the  Nebraska 
Legislature's  mandate  to  identify  and  coordinate  all 
available  resources  within  the  state  from  federal,  state, 
local,  and  private  sources.  The  two  demonstration  sites 
are  1 ) the  1 6 school  districts  in  Scotts  Bluff  and  Banner 
Counties  and  2)  the  Omaha  Public  Schools.  The  services 
included  in  this  project  are  speech,  occupational,  and 
physical  therapy. 

Through  the  collaborative  effort,  Nebraska  has  devel- 
oped an  exciting  and  innovative  approach  to  fund  early 
intervention  services  provided  to  infants  and  toddlers 
and  their  families  without  the  requirement  of  additional 
state  funding.  (See  Attachment  G.) 

MEDICALLY  HANDICAPPED  CHILDREN'S  PROGRAM 
(MHCP) 

The  Medically  Handicapped  Children's  Program  (pre- 
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viously  known  as  Services  for  Crippled  Children)  contin- 
ues to  operate  to  provide  services  for  children  with 
special  health  care  needs.  The  MHCP  program  encour- 
ages community-based  services  through  community 
providers.  The  program  also  continues  to  operate  spe- 
cialty evaluation  teams  for  highly  complex  conditions 
(i.e.;  cerebral  palsy,  cleft  lip/palate,  rheumatoid  arthritis 
and  spina  bifida/hydrocephalus).  The  teams  meet  on 
the  community  level  or  as  near  to  the  family's  home 
community  as  possible. 

CHILD  ABUSE  EDUCATION  FOR  MEDICAL 
PROFESSIONALS 

From  1987  through  1989,  the  Nebraska  Department 
of  Social  Services  contracted  with'  the  Boys  Town  Na- 
tional Institute  for  the  education  and  training  of  medical 
professionals  on  the  identification  and  handling  of  cases 
of  suspected  child  maltreatment.  A Physicians  Desk 
Reference  on  Child  Maltreatment  was  developed  as  a 
result  of  this  project.  Among  the  topics  covered  in  the 
desk  reference  are  definitions  of  child  maltreatment, 
protocols  for  the  medical  evaluation  of  all  types  of  child 
maltreatment,  reporting  of  suspected  maltreatment, 
working  with  the  legal  and  social  service  systems,  devel- 
opment of  child  protection  teams,  testifying  in  court, 
and  clinical  strategies  for  the  primary  prevention  of  child 
maltreatment.  Copies  of  this  desk  reference  were  dis- 
tributed to  physicians  who  attended  regional  trainings 
held  across  the  state  during  1990.  Boys  Town  National 
Institute,  in  conjunciton  with  the  Nebraska  Department 
of  Social  Services,  is  in  the  process  of  updating  and 
reprinting  this  desk  reference  for  distribution  to  students 
at  the  University  of  Nebraska  Medical  Center.  The  desk 
reference  will  also  be  available  to  physicians  currently 
practicing  in  the  state  who  did  not  attend  the  training 
held  in  1990. 

NEBRASKA  COMMISSION  FOR  THE 
PROTECTION  OF  CHILDREN 

In  August  of  1991,  Governor  E.  Benjamin  Nelson 
created  the  Nebraska  Commission  for  the  Protection  of 
Children.  The  purpose  of  the  commission  is  to  assess  the 
status  of  child  protection  practices  in  the  state  and  to 
develop  an  implementation  plan  to  improve  such  prac- 
tices. The  Commission  appointed  by  the  Governor  is 
comprised  of  twenty  individuals  from  across  the  state 
representing  the  following  areas:  law  enforcement,  judi- 
ciary, child  advocates,  health  and  mental  health  profes- 
sionals, child  protective  services,  education,  profession- 
als with  experience  working  with  children  with  handi- 
caps, parents,  representatives  of  parents'  groups,  legis- 
lators, and  the  business  community.  Governor  Nelson 
charged  the  commission  with  the  responsibility  for  ad- 
dressing all  segments  of  Nebraska's  services  for  children 
and  families,  including  the  child  protection  system,  the 
foster  care  system,  child  abuse  prevention  efforts,  and 
services  to  youth  adjudicated  as  status  offenders. 

Recognizing  that  the  task  of  addressing  the  many 
problems  in  Nebraska's  service  delivery  system  for  chil- 
dren and  families  was  larger  than  could  be  managed  by 
twenty  individuals,  commission  members  decided  to  do 
much  of  their  work  through  task  forces.  Consetiucnlly, 
the  following  task  forces  were  formed  to  address  spe- 
cific segments  of  the  service  delivery  system: 

Definition  and  Screening  Task  I orce 

Protocols 


Prevention 

Court  Intervention 

Community  Support  Services 

Fostering  in  Nebraska 

Permanency  Planning 

Public/Private  Partnerships 

Serious  Injury/Child  Death  Review  Teams 

Non-Foster  Home  Substitute  Care 

Recoginizing  that  there  have  been  previous  task 
forces  and  committees  with  a similar  purpose,  it  is 
Governor  Nelson's  intent  that  this  commission  build 
upon  and  not  duplicate  work  of  previous  groups.  It  is 
also  Governor  Nelson's  intent  that  this  commission  take 
a proactive  role  in  meeting  the  needs  of  Nebraska's 
children,  doing  more  than  just  issue  a report  with  recom- 
mendations that  may  never  be  implemented.  Governor 
Nelson  has  designated  the  commission  as  a standing 
committee  so  that  it  will  be  able  to  monitor  the  effective- 
ness of  recommendations  and  to  hold  accountable 
those  charged  with  the  implementation. 

HIV  COUNSELING  AND  TESTING  FOR  STATE  WARDS 
The  Nebraska  Departments  of  Social  Services  and 
Health  recently  updated  and  renewed  an  interagency 
agreement  that  provides  for  confidential  'counseling, 
LIIV  testing,  and  partner  notification  through  the  feder- 
ally funded  centers  throughout  Nebraska  for  state  wards 
who  may  be  engaging  in  risk  behaviors.  Any  EIIV  posi- 
tive ward  will  be  referred  immediately  for  appropriate 
medical  care.  This  mechanism  is  particularly  useful  for 
maintaining  confidentiality  about  the  fact  of  testing  of  a 
ward  AND  for  providing  appropriate  pre  and  post  test 
counseling  regarding  the  youth's  behavior.  This  service 
is  not  intended  to  replace  any  physician  evaluation  of  a 
ward  with  medical  indications  for  testing  and  does  not 
replace  formal  medical  testing  during  an  evaluation 
when  the  results  of  that  evaluation  may  be  used  in  a 
court  of  law  for  legal  proceedings  (e.g.,  to  convict  a 
perpetrator).  Llowever,  this  is  an  appropriate  service  to 
be  considered  when  confidentiality  regarding  the  fact  of 
testing  is  desired  and  when  in-depth  counseling  regard- 
ing the  ward's  behavior  is  desired. 

NMA  AD  HOC  MEDICAID  COMMITTEE 

Once  again,  the  Department  would  like  to  thank  Dr. 
Chris  Caudill  and  the  members  of  the  NMA  Ad  Hoc 
Medicaid  Committee  for  their  excellent  work  on  chal- 
lenging issues  concerning  the  Medicaid  Program  and 
physician  providers;  the  clients  served  by  Medicaid  will 
surely  benefit  greatly  by  this  continued  effort.  The  De- 
partment looks  forward  to  continuing  this  process  and 
tp  working  with  the  Nebraska  Medical  Association  on 
other  issues  of  mutual  concern. 

Res[)ectfully  submitted, 
Mary  Dean  1 larvey.  Director 
Nebraska  DepartrTient  of  Social  Services 
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ATTACHMENT  A 

MEDICAID  VENDOR  EXPENDITURES  BY  SERVICE 
FISCAL  YEAR  1991 


Nursing  Homes 
ri58, 399.165 
43  3% 


Other 

$4-, 931. 784 
13.0% 


Dental  1.3% 
$4,648,574 


Physicians 
Practitioners 
$40,318,177 
1 1 .0% 


Drugs 
$31,144,934 
8 5% 


Outpatient  Hospital 
$15,955,019 
4 4% 


ICF-MR 

:9,368,892 


|Totjl  Vendor  Payments:  S366.542.745 


ATTACHMENT  B 
TABLE  I 

100%  Office  of  Management 
and  Budget  (OMB)  Federal 
Poverty  Level 


CY  1991  Monthly 

Number  of  Persons  Income 

In  the  Unit 

1 $ 568. 

2 766. 

3 964. 

4 1163. 

5 1361. 

6 1559. 

7 1758. 

8 1956. 

9 2154. 

10  2353. 


ATTACHMENT  B 
MEDICAID  ELICIBLES 
FEBRUARY  PERSONS  124,250 


130.000  - 

120.000 

I 


110,000  -* 


ATTACHMENT  C 

ADC  CASES  FEBRUARY  CASES  16,999 


17,000- 

16.300- 

I 


XDC  ca$elo4d  numbers  are  undupiicaicd 
b«ginr>ing  November  1989  Prior  to  this, 
cases  svere  counted  more  than  once 
during  a month  it  the  eligibiiity  or 
county  of  residence  changed. 


1 6,000  - 

K 
1 1 

1 5.500 - 
1 

i 

1 5,000  - 


14.300- 


\ 


I 

14,000- 


A 


FOOD  STAMP  HOUSEHOLDS 
JANUARY  HOUSEHOLDS  42,481 


44.000- 

42.000 - j 
40,000  J 


38.000  - 
\ 

\\  ' 

36.000  - 

34.000  - 


PA  > 14,139 
NON-PA  - 28,342 


32.000 


ATTACHMENT  D 

QUALIFIED  PRESUMPTIVE  ELIGIBILITY  PROVIDERS 

Department  of  OB/GYN 
University  of  Nebraska  Medical  Center 
Omaha,  NE 
Effective  July  1,  1988 

Department  of  OB/GYN 
Creighton  University  Medical  Center 
Omaha,  NE 

Effective  September  20,  1988 
Family  Planning  Center 
Scottsbiuff,  NE 
Effective  August  24,  1988 
Charles  Drew  Health  Center 
Omaha,  NE 

Effective  September  20,  1 988 
Maternal  Child  Health  Program 
Panhandle  Community  Services 
Cering,  NE 

Effective  January  4,  1989 
Lincoln  Family  Practice  Center 
Lincoln,  NE 

Effective  March  3,  1989 
Maternal  Health  Clinic 
Lutheran  Family  Services 
North  Platte,  NE 
Effective  July  31,  1989 

Lincoln-Lancaster  County  Health  Department 
Lincoln,  NE 

Effective  January  25,  1991 
Urban  Indian  Wellness  Center 
Omaha,  NE 
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ATTACHMENT  E 

EPSDT  Screens  by  District  and  County  of  Residence  Claims  Paid  During  Calendar  Year  1 991 
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Federal  Medicaid  Percentage  approximately  61.32  percent  for  1993  and  after. 
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REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION  - MEDICAL  STUDENT 
CHAPTER,  UNMC 

The  Nebraska  Medical  Association  - Medical  Student 
Chapter's  main  objectives  are  to  implement  [)rograms 
which  expose  its  members  and  other  medical  students 
to  the  various  aspects  of  organized  medicine  and  to 
organize  projects  which  serve  our  community. 

NMA-MSC  secured  enough  funding  from  the  NMA, 
AMA  and  many  departments  at  UNMC  to  send  its  two 
AMA  delegates  and  ten  other  officers  to  the  interim 
meeting  in  Las  Vegas.  Many  issues  were  addressed, 
perhaps  the  most  important  being  an  elimination  of  loan 
deferment  during  the  residency  period  proposed  in  the 
Higher  Education  Act  currently  before  Congress.  In 
February,  two  of  the  chapter's  officers  attended  a Re- 
gional Leadership  Conference  in  Chicago  which  was 
sponsored  by  the  Illinois  and  Chicago  Medical  Student 
Chapters.  MSC  delegates  also  participated  in  the  monthly 
meetings  of  the  Metro  Omaha  Medical  Society.  Chapter 
members  have  enjoyed  [)artici()ating  in  the  various  com- 
mission meetings  held  in  Lincoln  throughout  the  year. 
This  Spring,  the  student  chapter  will  send  two  delegates 
to  the  NMA  Spring  Meeting.  Participation  in  assemblies 
at  the  national,  state,  and  local  levels  has  |)rovidcd 
student  members  a good  perspective  of  how  organized 
medicine  functions  and  its  important  role  in  our  society. 

This  year  the  NMA-MSC  had  a record  recruitment 
year,  with  a membership  reaching  over  150  students. 
Over  the  past  year,  the  NMA-MSC  sponsored  many 
projects.  With  the  Residency  Sym[)osium  not  occurring 
until  next  year,  an  attempt  was  made  to  create  many 
small  activities  that  could  be  beneficial  to  our  commu- 
nity. The  student  chapter  continued  its  Outreach  [iro- 
gram.  This  allowed  medical  students  the  o[)portunity  to 
teach  Omaha  elementary  students  some  basic  prin- 
ciples of  anatomy,  and  correlate  the  lesson  with  lifestyle 
habits,  such  as  exercise  or  smoking.  In  a fundraising 
effort,  the  student  chapter  began  selling  UNMC  T-shirts 
and  sweatshirts.  Profits  from  these  sales  will  be  directed 
toward  the  purchase  of  something  for  the  student  body 
at  UNMC.  Upon  returning  from  the  AMA  Interim  Meet- 
ing, the  NMA-MSC  combined  with  the  American  Medi- 
cal Student  Association  in  a letter  writing  and  phoning 
campaign  to  Nebraska  Congressmen.  This  was  designed 
to  voice  opposition  to  a section  in  the  Higher  Education 
Act  which  would  eliminate  loan  deferment  for  medical 
graduates.  The  effort  has  been  a success  so  far,  with  a 
positive  result  being  obtained  in  the  U.S.  Senate,  and  a 
vote  pending  in  the  House. 

Spring  has  been  productive  for  the  NMA-MSC,  the 
chapter  sponsored  a Medicare  Seminar  for  medical 
students  and  residents  at  UNMC.  The  consulting  firm  of 
Seim,  Johnson,  Sestak  & Quist  provided  a two  day 
introduction  to  the  Medicare  system,  which  included 
insights  to  new  physicians  issues  and  considerations 
with  the  changes  taking  place.  Many  members  of  the 
student  chapter  are  participating  in  a MOMS-sponsored 
workshop  that  addresses  many  aspects  of  medical  prac- 
tice with  aren't  taught  in  the  classroom.  After  feedback 
from  the  participating  students,  the  program  is  expected 
to  be  incorporated  into  the  medical  curriculum  this  fall. 
On  April  1 1,  the  chapter  will  participate  in  the  Adopt-a- 
Highway  program  by  picking  up  litter  from  a stretch  of 
US  Highway  275  just  outside  of  Valley,  NE.  Aspiring  to 


further  expose  students  to  organized  medicine,  many 
meml)crs  will  attend  a luncheon  on  the  topic  of  AIDS 
and  its  affect  on  health  care  |)roviders  at  the  Spring 
Meeting  in  Omaha.  Also,  the  NMA-MSC  is  planning  a 
social  event  with  the  MOMS  that  will  occur  annually, 
allowing  students  and  practicing  ()hysicians  to  mix  and 
enjoy  programs  together,  l ater  this  spring  the  student 
chapter  |)lans  to  participate  in  the  Nebraska  Special 
Olympics.  Members  will  volunteer  to  hel|5  out  in  a day 
that  is  sure  to  be  rewarding. 

I would  like  to  thank  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance.  It  is  im[)or- 
tant  to  be  exposed  to  the  various  aspects  of  organized 
medicine  while  our  careers  are  developing,  and  we  are 
fortunate  to  have  the  opportunity  to  provide  programs 
which  l)etter  the  welfare  of  ourselves  and  our  commu- 
nity. Your  sup()ort  enables  us  to  develop  a sense  of 
comtnitment  to  our  profession,  our  peers  and  our  com- 
munity. 

Respectfully  submitted, 

Michael  S.  brown 
Rresident,  NMA-MSC  (UNMC) 


REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  completes  forty- 
three  years  of  service  in  1992. 

The  Foundation  continues  to  guarantee  student  loans 
to  medical  students  at  Nebraska's  two  medical  schools. 
The  current  balance  of  outstanding  loans  to  medical 
students  still  in  training  is  $20,132.17.  The  balance  of 
loans  currently  under  repayment  by  individuals  who 
have  completed  medical  school  training  is  $1 45,200.70 

Two  scholarships  will  again  be  presented  during  this 
Annual  Session.  One  student  from  the  University  of 
Nebraska  College  of  Medicine  and  one  from  Creighton 
University  School  of  Medicine  will  receive  a check  in  the 
amount  of  $1,000.  The  remaining  $1,000  payments  will 
be  provided  to  each  of  the  two  students  when  they  have 
completed  a written  report  of  their  activity  and  it  has 
been  submitted  to  the  Foundation  office. 

The  Nebraska  Cancer  Registry  Program  continues  to 
operate  under  the  auspices  of  the  Foundation  through 
an  agreement  with  the  Nebraska  Department  of  Health 
and  the  Howard  HuntTumor  Registry/Methodist  Hospi- 
tal. F.  William  Karrer,  M.D.,  who  chairs  the  Ad-Hoc 
Committee  on  Tumor  Registry,  along  with  his  commit- 
tee, deserve  a great  deal  of  credit  for  carrying  out  this 
important  activity. 

The  Nebraska  Medical  Foundation  initiated  the  C.  A. 
McWhorter,  M.D.,  Memorial  Scholarship  at  the  1990 
Annual  Session.  This  scholarship  was  established  via  a 
resolution  adopted  by  the  House  of  Delegates  in  Sep- 
tember 1988.  The  scholarship  was  funded  through  fi- 
nancial contributions  from  Doctor  McWhorter's  col- 
leagues and  friends.  This  is  an  annual  scholarship  to  a 
student  enrolled  in  medicine  at  the  University  of  Ne- 
braska College  of  Medicine.  The  amount  of  the  scholar- 
ship for  1992  will  be  $1,000  payable  from  interest 
generated  from  the  fund.  Plans  are  to  increase  the 
amount  of  the  scholarship  as  the  value  of  the  fund 
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continues  to  grow.  This  scholarship  will  be  presented 
during  the  Sunday,  April  26,  session  of  the  House  of 
Delegates. 

The  Foundation  also  initiated  the  Frank  H.  Tanner, 
M.D.,  Memorial  Scholarship  at  the  1990  Annual  Ses- 
sion. Pathology  Medical  Services,  of  which  Doctor  Tan- 
ner was  a member,  established  the  initial  funding  for  this 
scholarship  following  Doctor  Tanner's  death  in  1976. 
This  $1 ,000  scholarship  alternates  annually  between  the 
University  of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine.  The  1992 
scholarship  will  be  awarded  to  a University  of  Nebraska 
College  of  Medicine  medical  student  during  the  Sunday 
session  of  the  House  of  Delegates. 

The  Nebraska  Medical  Foundation  was  named  in  the 
will  of  H.  Bernice  Shanklin  who  died  September  30, 
1990.  Ms.  Shanklin's  estate  has  been  settled  and  we 
continue  to  receive  proceeds  from  the  estate.  We  antici- 
pate that  the  value  of  the  fund  will  soon  be  sufficient  to 
allow  the  earnings  on  the  fund  to  provide  a $1,000 
scholarship  in  her  memory  on  an  annual  basis. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $11,112.24  to  the  Foundation  during  the 
past  year,  in  addition,  $4,443.50  was  contributed  by 
and  through  the  efforts  of  the  Nebraska  Medical  Asso- 
ciation Auxiliary.  The  Foundation  is  most  appreciative  of 
the  contributions  and  support  shown  by  Association 
members  and  Auxilians. 

Respectfully  submitted, 

Sushil  S.  Lacy,  M.D.,  President 


REPORT  OF  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairman;  Cordon  D.  Bainbridge,  M.O., 
Grand  Island;  Robert  M.  Cochran,  II,  M.D.,  Omaha;  Richard  Q.  Crotty,  M.D., 
Omaha;  Stuart  P.  Embury,  M.D.,  Holdrege;  Warren  T.  Kable,  M.D.,  Omaha;  Jane 
M.  Kercher,  M.D.,  Omaha;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Walter  J. 
O'Donohue,  M.D.,  Omaha;  Richard  A.  Raymond,  M.D.,  Omaha;  Joseph  E.  Stitcher, 
M.D.,  Lincoln;  Jeffrey  L.  Susman,  M.D.,  Omaha;  John  C.  Wilcox,  M.O.,  Aurora; 
Michael  Brown,  Omaha. 

The  Commission  on  Association  Affairs  has  met  on 
two  occasions  since  the  Fall  Session.  Primary  emphasis 
was  given  to  issues  referred  to  the  commission  by  the 
Board  of  Directors. 

MEMBERSFIIP  RECRUITMENT 

The  issue  dealt  with  the  development  of  a mernber- 
shi|)  recruitment  brochure  for  Association  use.  An  initial 
draft  was  prepared  by  Communication  Consultants  for 
subsecjuent  consideration  by  the  commission.  The  focus 
of  the  brochure  is  to  inform  the  non-member  of  Associa- 
tion Irenefits  anti  services,  and  will  relate  the  reasons 
several  physicians  feel  membership  in  organized  medi- 
cine is  important.  I he  brochure  is  being  refined  and  will 
soon  f)0  printed  for  use  as  the  commission  undertakes 
its  membership  recruitment  activities. 

LONG  TERM  CARE  INSURANCE 

Ihe  Board  of  Directors  also  asked  the  commission 
review  various  long  term  care  insurance  [rroposals  to 
detcrittine  if  it  would  Ire  advisable  for  the  Association  to 
endorse  a policy  which  would  be  offered  to  members, 
their  spouses,  and  their  employees.  This  activity  is  un- 
derway and  based  on  our  initial  review  and  analysis  the 


cotnmission's  opinion  is  that  this  coverage  could  be  a 
valuable  addition  to  our  member  benefit  package.  More 
information  is  being  gathered  and  we  anticipate  making 
a recommendation  to  the  Board  of  Directors  within  the 
next  few  months. 

RESOLUTION  #1  3 (E91 ) AMENDMENT  TO  ARTICEES 
AND  BYLAWS 

During  the  1 991  Eall  Session,  the  House  of  Delegates 
considered  Resolution  #13  which  called  for  a study  as  to 
the  appropriateness  of  limiting  the  elected  positions  and 
chairpersons  of  commissions  to  active  members  who 
are  engaged  in  full-time  medical  practice  or  related 
activities,  and  called  on  the  Board  of  Directors  to  deter- 
mine the  need  for  a Commission  on  Retired  Physicians. 
The  House  had  directed  that  the  resolution  be  referred 
to  the  Board  of  Directors  for  its  consideration  and 
possible  referral  to  the  appropriate  commission  for  fur- 
ther study  and  recommendations.  At  the  Board's  re- 
quest, the  Commission  on  Association  Affairs  consid- 
ered this  matter,  and  we  have  recommended  to  the 
Board  that  further  consideration  of  this  matter  be  based 
on  the  concept  that  the  limitation  or  criteria  for  elected 
positions  and  chairpersons  of  commissions  pertain  to 
active  members  who  have  not  retired  from  medical 
practice.  It  was  felt  that  this  amended  phrasing  would 
lend  itself  to  a more  workable  process  for  the  Associa- 
tion. 

The  Commission  submits  this  report  for  consider- 
ation by  the  House  of  Delegates. 


REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

Steven  A.  Schwid,  M.D.,  Omaha  • Chairman;  John  B.  Byrd,  M.D.,  Neligh; 
Charles  F.  Heider,  Jr.,  M.D.,  No.  Platte;  Glen  F.  Lau,  M.O.,  Lincoln;  David  R.  Little, 
M.D.,  Hastings;  W.  E.  Lundak,  M.O.,  Lincoln;  Joseph  G.  Rogers,  M.D.,  Lincoln; 
Larry  D.  Ruth,  M.D.,  Lincoln;  H.  Neal  Sievers,  M.D.,  Blair;  Hiram  R.  Walker,  M.D., 
Kearney;  Edward  Discoe,  Omaha. 

The  Commission  on  Hospital  Medical  Staff  has  met 
on  two  occasions  subsequent  to  the  1991  Fall  Session 
of  the  House  of  Delegates.  Several  items  were  discussed 
which  are  of  interest  to  medical  staffs.  Our  commission 
discussed  the  issue  of  the  confidentiality  of  medical 
records,  including  policies  on  confidentiality,  who  has 
access  to  the  record,  who  is  responsible  for  assuring  the 
privacy  of  the  record,  the  manner  of  release  and  to 
whom  and  the  existence  of  state  laws  regarding  this 
subject.  It  was  noted  that  JCAFI  accredited  hospitals 
must  address  this  matter  in  order  to  obtain  accredita- 
tion. 

The  Commission  also  considered  the  PRO'S  influ- 
ence on  hospital  medical  staffs,  and  the  impact  that  the 
National  Practitioner  Data  Bank  will  similarly  have  on 
physicians  serving  on  hospital  medical  staffs.  The  Com- 
mission also  discussed  the  RBRVS  and  noted,  that  at  the 
time,  workshops  for  physicians  and  coding  staff  were 
being  scheduled  at  various  locations  throughout  the 
state. 

A considerable  amount  of  time  was  spent  on  analysis 
of  the  Patient  Self-Determination  Act  and  the  develop- 
ment of  information  on  this  statute  l>y  a representative 
group  called  together  by  the  De()artment  of  Social 
Services. 

The  Commission  discussed  I II V testing  and  reviewed 
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a report  considered  by  the  AMA  I louse  of  Delegates 
regarding  this  matter. 

The  Commission  will  continue  to  monitor  and  act  on 
issues  dealing  with  hospital  medical  staffs  and  apprise 
the  I louse  of  Delegates  of  its  activities. 

The  Commission  sultmits  this  report  for  consider- 
ation by  the  I louse  of  Delegates. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Frederick  F.  Pauslian,  M.D.,  Omaha  • Chairman;  Ronald  L.  Asher,  M.D.,  No. 
Plane;  Robert  L.  Bass,  M.D.,  Omaha;  Warren  C.  Bosley,  M.D.,  Grand  Island; 
Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F.  Damico,  M.D.,  Hastings;  Byron 
M.  Diilow,  M.D.,  Fremont;  Charles  A.  Oobry,  M.D.,  Omaha;  Donald  A.  Dynek, 
M.D.,  Lincoln;  Richard  O.  Forsman,  M.D.,  Omaha;  Stacey  D.  Goodrich,  M.D., 
Tecumseh;  Richard  A.  Hranac,  M.D.,  Kearney;  R.  Michael  Kroeger,  M.D.,  Omaha; 
Robert  L.  Kruger,  M.D.,  Omaha;  Y.  Scott  Moore,  M.D.,  Lincoln;  Richard  L.  O'Brien, 
M.D.,  Omaha;  William  R.  Schlichtemeier,  M.D.,  Omaha;  joseph  C.  Scott,  M.D., 
Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Chris  Larson,  Omaha. 

The  Commission  on  Medical  fducation  met  on 
November  21,  1991. 

ACCREDITATION  ACTIVI I Y - NEBRASKA  INIRASTATE 
SPONSORS  OF  CONTINUING  MEDICAL  EDUCAI  ION 

1.  No  new  applications  were  |)rocessed. 

2.  Three  reaccreditation  applications  were  |)rocessed. 
Each  of  the  three  sponsors  was  granted  full  ac- 
creditation for  four  years. 

3.  Seven  interim  reports  were  received  and  accepted 
for  information. 

CONELICT  OF  INTEREST  POLICY 

There  was  extensive  discussion  concerning  the; 

1.  The  ACCME  "guidelines  for  commercial  support 
to  continuing  medical  education’  and  the  require- 
ment for  CME  sponsors  to  have  a "conflict  of 
interest  policy"; 

2.  The  AMA  newly  formulated  code  of  ethics  on 
"gifts  to  physicians  from  industry"; 

3.  The  FDA  draft  paper  proposing  regulations  on 
"drug  companies  supported  activities  in  a scien- 
tific or  educational  context". 

A task  force  on  industry/CME  provider  collaboration 
has  been  established  under  the  auspices  of  the  AMA 
with  the  resultant  agreement  on  the  following  points: 

1.  Self-regulation  is  a crucial  and  intrinsic  part  of 
professional  responsibility  in  CME. 

2.  The  central  importance  of  the  independence  of 
the  CME  content  from  commercial  control. 

3.  The  need  for  a uniform  set  of  standards  for  CME 
governing  the  relationship  among  industry,  CME 
providers,  faculty  and  learners. 

4.  The  need  to  continue  dialogue  with  industry  and 
the  FDA  to  assure  uninterrupted  educational  pro- 
gramming and  program  funding. 

The  Commission  on  Medical  Education  will  closely 
monitor  the  evolving  positions  on  conflict  of  interest 
within  continuing  medical  education  and  the  impact  on 
CME  in  the  State  of  Nebraska.  All  Nebraska  intrastate 
sponsors  of  CME  will  be  provided  guidelines  and  ex- 


amples to  facilitate  the  development  ol  their  respective 
conflict  of  interest  policies. 

REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.  W,  Basler,  M.D.,  Lincoln  • Chairman;  DavirJ  A.  Bigler,  M.D., 
Lincoln;  David  [.  Borg,  M.D.,  falls  City;  William  C.  Bruns,  M.D.,  Omaha;  H. 
Jeoffrey  Deelhs,  M.D.,  Omaha;  Herbert  D.  feidler,  M.D.,  Norfolk;  [Ronald  T. 
Clow,  M.D.,  Omaha;  I lerbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  John  J.  J Joesing, 
M.D.,  Omaha;  Glen  f.  Lau,  M O.,  Lincoln;  Milch  Lewis,  Omaha. 

I he  Commission  on  Public  Affairs  had  a |)articularly 
eventtui  year,  working  with  our  new  public  relations 
firm  on  a number  of  timely  and  critical  issues.  The 
Commission  continued  in  its  role  of  pre[)aring  informa- 
tion for  the  NMA's  release  to  the  ttiedia.  (Turing  the  year, 
the  Commission  had  one  general  meeting  and  one 
meeting  combined  with  the  Board  of  Directors,  during 
which  we  investigated  potential  avenues  of  our  energy 
and  resources  to  enhance  the  puf)lic  relations  functions 
of  the  NMA.  We  are  most  pleased  with  our  |)resent  top- 
notch  duo  of  public  relations  peo|)le,  Marie  de  Martinez 
and  Carol  Jess,  who  specialize  in  medical  news  releases 
and  have  been  retained  on  a permanent  basis.  The 
officers  and  members  of  the  Commission  who  have 
reviewed  their  work  up  to  this  rlate,  have  been  most 
impressed  by  their  ability  and  coni|)etence! 

I he  Commission  has  continued  its  regular  responsi- 
bilities including  ()roviding  the  state-wide  (jress  with  an 
annotated  pre-release  co|)y  of  the  Nebraska  Medical 
lournal.  and  producing  "I  lealth  I ips"  for  Nebraska  radio 
stations  and  newspapers.  These  short  press  releases, 
discussing  areas  of  general  health  interest,  are  [rrovided 
monthly  and  are  utilized  by  radio  stations,  and  newspa- 
pers. This  year,  in  addition  to  the  regular  public  interest 
health  issues,  we  are  including  in  each  group  a subject 
of  socio-economic  interest.  The  Commission  also  dis- 
tributes taped  health  messages  from  the  NMA  presi- 
dent, and  timely  news  releases  on  topics  of  current 
health  interest,  such  as  the  recent  release  discussing  the 
health  risks  of  electrology  and  "tanning  beds". 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  • Chairman;  Allen  D.  Dvorak,  M.D., 
Omaha  • Vice  Chairman;  Charles  L.  Barton,  M.D.,  Lincoln;  Paul  E.  Collicolt, 
M.D.,  Lincoln;  Thomas  F.  Eastman,  M.D.,  Scollsbiuff;  John  J.  Hoesing,  M.D., 
Omaha;  Mark  B.  Horton,  M.D.,  Lincoln;  Darroll  J.  Loschen,  M.D.,  York;  Dale 
E.  Michels,  M.D.,  Lincoln;  Wm.  A.  Shiffermiller,  M.D.,  Omaha;  John  W.  Smith, 
M.D.,  Omaha;  Mylan  R.  VanNewkirk,  M.D.,  Scotlsbiuff,  Gregg  F.  Wright, 
M.D.,  Lincoln. 

Since  the  Fall  Session,  the  Governor's  Blue  Ribbon 
Coalition  on  Health  Care  has  been  appointed  and  the 
Committee  is  pleased  to  report  that  Doctors  Dvorak, 
Reese  and  VanNewkirk  are  serving.  Additionally,  the 
Coalition  is  made  up  of  thirty  other  talented  individuals 
who  represent  a broad  cross-section  of  the  Nebraska 
population,  including  representatives  of  business,  insur- 
ance, labor,  hospitals  and  agriculture.  An  aggressive 
agenda  has  been  adopted  and  the  Coalition  has  divided 
into  six  working  teams  to  address  the  issues.  The  Com- 
mittee has  high  hopes  for  the  Coalition  and  will  actively 
monitor  its  progress  over  the  coming  months. 

The  Committee  met  several  times  over  the  fall  and 
winter  months  to  complete  the  document  entitled  "Ne- 
braska Flealth  Care  Reform".  We  are  pleased  to  present 
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the  document  to  the  House  of  Delegates  as  the  majority 
of  our  report.  It  is  based,  in  large  part,  on  the  Committee 
report  adopted  by  the  House  in  April  1991.  The  Com- 
mittee plans  to  utilize  the  document  as  an  educational 
tool  to  promote  Nebraska  Medical  Association  opinions 
regarding  health  care  reform  to  members  of  the 
Governor's  Blue  Ribbon  Coalition  on  Health  Care,  mem- 
bers of  the  public  and  other  Nebraska  health  care 
provider  organizations. 


NEBRASKA  HEALTH  CARE  REFORM 

A comprehensive  review  of  the  factors 
challenRing  Nebraska's  health  care 
delivery  system  and  some 
suggestions  for  reform. 

Nebraska  Medical  Association 
Introduction 

The  Nebraska  Medical  Association  has  been  an  ac- 
tive participant  in  the  development  of  health  policy  in 
this  state  since  its  inception  in  1868.  Nebraska  physi- 
cians, acting  on  behalf  of  the  Association,  have  worked 
for  an  improved  public  health  system,  preventive  medi- 
cal care,  policy  changes  to  improve  access  to  health 
care  services  and  improvements  in  the  medical  liability 
system  which  are  fair  to  both  the  public  and  the  pro- 
vider. The  underlying  philosophy  which  drives  the  phy- 
sician community  to  become  involved  in  health  care 
policy  is  a desire  to  advance  the  art  and  science  of 
medicine  and  to  improve  the  public  health  purposes 
included  in  the  Articles  of  the  Association. 

In  the  autumn  of  1989,  the  Nebraska  Medical 
Association's  Committee  on  Health  Planning  undertook 
an  extensive  review  of  the  state  and  national  health  care 
systems,  both  current  and  proposed.  Based  on  the 
results  of  this  review,  the  Association  has  decided  to  set 
forth  the  basic  principles  and  policies  it  believes  are 
important  considerations  in  the  development  of  a com- 
prehensive health  care  proposal  for  Nebraskans. 

With  this  publication,  the  Nebraska  Medical  Associa- 
tion pledges  to  serve  as  an  active  participant  in  societal 
decision-making  on  these  issues.  If  resource  allocation 
decisions  are  to  be  made,  they  must  be  made  by  society 
as  a whole  and  not  by  the  physician  at  the  bedside. 

Statement  of  Purpose 

After  several  decades  of  scientific  and  technological 
advance,  the  United  Slates  has  become  the  premiere 
nation  in  [troviding  high  quality,  comftrehensive  medical 
care  and  education.  No  health  care  system  in  the  world 
can  match  the  high  caliber  of  medicine  practiced  through- 
out this  country,  nor  the  widespread  availability  of 
medical  procedures  and  technology  now  considered 
corttmon  in  the  U.S.  In  Nebraska,  approximately  90%  of 
the  population  has  some  type  of  health  care  coverage 
which  allows  them  access  to  the  system. 

I he  high  quality  of  care  availaltle  and  the  increasing 
number  of  l)eneficial  services,  coupled  with  payment 
systems  which  do  nothing  to  discourage  utilization, 
have  led  to  an  almost  insatiable  tiemand  for  health  care 
by  [talienls.  As  is  the  case  with  any  [Hoduct,  heavy 
demand  leads  to  greater  costs.  Ihese  higher  costs  are 
pricing  an  increasing  numlrer  of  Nebraskans  out  of  the 


health  care  system  and  are  fostering  a growing  percep- 
tion that  the  system  must  be  modified. 

National  estimates  reveal  that  between  31  and  37 
million  Americans  have  no  health  care  coverage.  In 
1989,  estimates  of  the  uninsured  in  Nebraska  totalled 
135,000  and  the  number  continues  to  rise.  In  1990, 
1 1 .4%  of  adults  in  Nebraska  reported  having  no  health 
insurance  coverage,  yet  the  unemployment  rate  was 
2.1%.  The  great  majority  of  the  uninsured  in  Nebraska 
are  the  employed  or  underemployed  and  their  families. 
Uninsured  does  not  necessarily  imply  extremely  low 
income  either;  7%  of  Nebraska  families  with  incomes 
above  $20,000  reported  at  least  one  mettiber  of  the 
household  uninsured  in  1990.  The  true  irony  of  our 
system  is  that  many  of  these  uninsured  workers  spend 
hundreds  of  dollars  per  year  subsidizing  health  care  for 
the  elderly  through  the  Medicare  payroll  tax,  but  can't 
afford  the  health  insurance  premiums  for  their  own 
families. 

Cost  is  the  major  factor  in  the  growing  number  of 
uninsured  in  this  state  and  nation  and  costs  continue  to 
rise  relentlessly  at  twice  the  rate  of  inflation  or  more.  The 
most  recent  estimates  show  total  health  care  costs  in  the 
U.S.  are  over  $600  billion  peryear  and  nearing  $4  billion 
per  year  in  Nebraska.  Presently,  this  amounts  to  nearly 
$2,400  annually  for  every  man,  woman  and  child  in  the 
state  or  about  12  cents  of  every  dollar  available.  While 
there  is  no  ideal  or  correct  amount  to  spend  on  health 
care  goods  and  services,  there  are  reasons  for  concern. 
The  tremendous  rate  of  increase  in  health  care  cost  is 
clearly  unsustainable.  Rising  costs  are  limiting  America's 
ability  to  comftete  in  the  international  market  place  and 
diverting  society's  resources  from  other  critical  needs 
such  as  education,  our  infrastructure  and  social  services. 

The  growing  number  of  uninsured  is  having  an  im- 
pact on  costs,  as  well,  because  uninsured  does  not 
imply  untreated.  While  the  lack  of  insurance  may  inhibit 
some  from  seeking  care,  it  must  be  understood  that 
cases  of  significant  medical  consequence  are  dealt  with 
without  fail  in  Nebraska.  Physicians  are  providing  treat- 
ment and  hospitals  are  providing  goods  and  services 
without  reasonable  expectations  of  payment  at  an  ever- 
increasing  rate.  The  hard  dollar  costs  associated  with 
providing  this  care  are  necessarily  shifted  to  those  who 
can  pay.  Medicaid  services  in  Neltraska  are  growing, 
but  payments  to  physicians  and  hospitals  are,  at  Irest, 
covering  only  overhead  costs.  The  Nebraska  Depart- 
ment of  Social  Services  indicates  46%  of  those  living  at 
or  below  the  federal  poverty  level  in  Nebraska  are 
enrolled  in  the  program,  but  the  547o  not  covered  and 
that  segment  of  the  population  living  marginally  above 
the  poverty  level  consutrtes  a tremendous  amount  of 
unreimbursed  care. 

In  summary,  the  Nebraska  Medical  Association  ac- 
knowledges that  the  increasing  cost  of  health  care  in  the 
state  is  a factor  that  can  no  longer  be  ignored.  There  is 
no  doubt  that  cost  is  beginning  to  limit  access  to  care. 
Additionally,  changing  population  patterns  are  causing 
increased  problems  with  geographical  access  to  hr'alth 
care  in  rural  areas  of  the  state.  .Society  must  begin  to 
arfdress  the  issues  of  what,  where  and  how  much  c ai(' 
is  appro|)riate  and  how  it  should  fundc'd.  Ih('  Nc;- 
braska  Medical  Association  believes  these  issues  must 
be  addressed  in  a comprehcMisivr!  m.iniK'i  it  success  is  to 
l)e  ensured. 
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A Comprehensive  Approach 

Why  do  these  issues  need  to  l)e  addressed  in  a 
comprehensive  manner?  As  the  Nel)raska  Medical  As- 
sociation reviewed  the  current  system  and  previous 
efforts  to  improve  it,  the  congruent  relationship  Ire- 
tween  access,  (]uality  and  cost  became  clear,  ffforts  to 
improve  access  alone  can  diminish  (|uality  and  add  to 
cost.  In  trying  to  inifrrove  (|uality,  access  may  diminish 
as  costs  rise.  Any  [rroposal  to  simply  limit  costs  will,  over 
time,  adversely  impact  both  access  and  r;uality.  Ihe 
corrtmittee  likened  these  relationships  to  a three-legged 
stool  - [riecemeal  attem[)ts  to  rectify  our  [rrolrlems  will 
lead  to  imbalance  and  could  topple  the  entire  system. 

t low  can  a com|)rehensive  [dan  be  developed?  Ihe 
Nebraska  Medical  Association  Irelieves  such  a plan  can 
only  be  develo|)ed  through  consensus  and  a clear  srreial 
directive  on  how  to  (rroceed.  lo  achieve  consensus,  the 
Nebraska  Medical  Association  believes  a broad-lrased 
coalition  must  examine  the  critical  issues  outside  of  ihe 
political  arena  to  foster  meaningful  dialogue.  Key  play- 
ers in  the  Nebraska  coalition  should  include  physir  ians 
and  other  health  care  providers,  business  - both  laig(> 
and  small,  agriculture,  labor,  insurance,  government, 
consunters  and  such  other  constituencies  as  may  be 
identified  as  having  a critical  interest  in  the  issues  at 
hand.  As  these  groups  come  to  the  table,  it  is  essential 
that  there  be  a clear  understanding  of  the  complex 
issues  involved  and  that  each  group  understands  there 
will  bo  no  individual  winners  in  a process  that  is  going 
to  require  concessions  from  all. 

The  Nebraska  Medical  Association  believes  it  erjually 
important  that  a series  of  forums  bo  conducted  across 
the  state  to  determine  the  grass  roots  values  of  Nebras- 
kans with  regard  to  their  priorities  about  health  care 
services.  Ihe  system  currently  is  attempting  to  provide 
the  complete  continuum  of  services  to  everyone  at  any 
cost,  but  is  inadvertently  rationing  services  away  from 
the  uninsured  and  under-insured.  Any  attempt  to  rede- 
fine our  system  must  necessarily  determine  which  pro- 
cedures and  services  will  be  allocated  and  how  that 
allocation  will  be  accomplished.  These  decisions  must 
be  made  by  society  as  a whole,  not  by  [rhysicians  or 
other  health  care  providers. 

There  is  no  question  society  has  the  resources  needed 
to  provide  an  acceptable  level  of  health  care  for  all 
citizens,  but  quick  fixes  and  short  term  solutions  will  not 
take  society  there.  Only  a sustained  dialogue  by  all 
segments  of  the  population  can  develop  a workable 
proposal  for  change  and  on-going  review  of  the  health 
care  system.  State  initiatives  should  dovetail  with  deci- 
sion-making on  the  national  level.  But  most  imjrortantly, 
the  critical  relationships  between  access,  (juality  and 
cost  must  not  be  forgotten. 

Goals 

The  Nebraska  Medical  Association  has  formulated 
three  goals  that  society  should  strive  to  achieve  as  the 
problems  facing  Nebraska's  health  care  system  are  ad- 
dressed. 

• Provide  universal  financial  and  geographic  access 
to  health  care  in  Nebraska. 

• Improve  the  cost  effectiveness  of  health  care  in 
Nebraska. 

• Assure  high  quality  health  care  in  Nebraska. 


As  these  goals  are  achieved  there  are  several  objec- 
tives th.it  must  be  met. 

A Irroad-based  coalition  of  interested  groups  must  be 
brought  together  to  determine  the  grass  roots  values  of 
Nebraskans  on  health  care  issues.  A Nebraska  solution 
developed  in  this  way  will  exhibit  greater  [lolitical  viabil- 
ity, a higher  level  of  fairness  and  an  assurance  that 
everyone's  interests  have  been  addressed. 

A second  objective  is  development  of  a slate-wide 
he.illh  policy  which  would  inclucie  a definition  of  basic 
health  care  and  basic  health  financing.  This  policy  should 
suggest  solutions  for  ensuring  access  to  care  for  the 
uninsured  and  under-insured  and  may  include  sugges- 
tions for  Medicaid  reform.  I his  stale-wide  health  [lolicy 
must  also  address  environmental  and  public  health  is- 
sues. 

A linal  olijeclive  is  to  maintain  and,  if  possible, 
strengthen  the  role  of  the  [ihysician  as  the  [lalient's 
advocate.  Ihe  physician/patieni  relationship  has  served 
lh('  health  care  system  well  and  must  be  maintained  as 
p.itl  of  any  system  that  is  adopted. 

Patient  Advocacy 

Ihe  physician  is  an  advocate  of  the  patient.  There  is 
an  implier)  contract  with  the  acceptance  of  the  physi- 
cian/palienl  relationship.  The  (ihysician  tries  to  deliver 
medic.il  services  lo  the  (lalient  that  are  necessary  and 
beneficial.  Ihe  services  are  beneficial  to  that  (lalient  in 
terms  of  life  exfiectancy  or  quality  of  life. 

At  the  [lalienl's  bedside,  the  doctor  must  be  1 00%  for 
the  (lalienl.  As  a result,  medicine  is  (iracticed  one  pa- 
tient at  a time.  What  is  medically  beneficial  to  the 
[latient's  situation  must  bo  consirlered  between  the 
physician  and  the  patient.  Services  provided  may,  at 
times,  be  marginally  beneficial,  cosily,  and  have  low 
rates  of  success.  The  physician  must  consider  his  or  her 
individual  patient's  health.  In  this  framework  the  clini- 
cian is  a poor  allocator  of  limited  resources.  This,  how- 
ever, does  not  preclude  doctors  from  working  with 
society  to  set  general  priorities  for  what  is  appropriate 
care  and  helping  to  define  basic  health  care,  basic  health 
insurance  benefits,  public  health  policy,  and  appropri- 
ate preventive  care.  In  fact,  society  would  find  it  difficult 
to  set  these  priorities  and  maximize  the  use  of  resources 
without  the  help  of  physicians.  The  doctor  must  wear 
two  hats;  one  as  the  advocate  of  the  patient  at  the 
bedside  and  the  other  as  a member  of  society,  offering 
advice  on  the  setting  of  general  principles  and  priorities. 

Resource  Allocation 

Even  if  satisfactory  solutions  are  found  to  the  forces 
driving  health  care  costs  and  inefficiency  is  taken  out  of 
the  system,  all  of  the  growth  factor  in  health  care  costs 
would  still  not  be  controlled.  Advances  in  medical  sci- 
ence and  technology  have  simply  out  paced  the  ability 
to  pay  and  will  continue  to  do  so  even  if  all  the  excess 
cost  is  taken  out  of  the  system.  These  continued  ad- 
vances in  medical  science  produce  a constant  array  of 
new  and  beneficial  medical  services.  Society  will  not 
want  to  discourage  the  development  of  new  technology 
or  hinder  medical  advances.  This  continuing  growth  of 
new  and  beneficial  services  will  continue  to  accelerate 
the  rise  in  medical  costs.  There  is  no  way  that  we  can 
overlook  this  issue.  Some  form  of  allocation  of  re- 
sources will  have  to  be  implemented  or  the  advances  in 
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medical  science  will  use  ever-increasing  amounts  of 
society's  resources.  Resource  allocation  can  be  accom- 
plished by  pricing,  which  is  what  is  happening  in  the 
United  States,  by  queuing,  such  as  Great  Britain  or 
Canada,  or  by  prioritization. 

The  physician  is  sworn  to  deliver  the  necessary  medi- 
cal services  that  are  beneficial  to  the  patient.  These 
services  are  beneficial  to  the  patient  in  terms  of  life 
expectancy  and  quality  of  life.  Current  medical  care 
meets  the  criteria  of  services  that  are  beneficial  to  the 
patient,  but  some  services  are  only  remotely  or  margin- 
ally beneficial.  In  order  to  allocate  resources  and  to 
prioritize,  society  must  answer  the  question  of  what  are 
the  appropriate  and  not  merely  beneficial  services  in 
medicine.  In  the  future,  particularly,  adequate  basic 
health  care  may  not  be  optimal  care.  Priorities  need  to 
be  set,  emphasizing  public  health,  preventive  medicine, 
research  and  development,  education,  and  basic  health 
care  for  all  citizens.  The  polls  reflect  the  American 
people  want  all  Americans  to  have  access  to  a basic 
level  of  health  care.  Basic  health  care  needs  to  be 
defined  taking  into  consideration  the  two  general  yard- 
sticks, life  expectancy  and  quality  of  life.  Further 
prioritization  of  health  care  is  needed  in  order  to  satis- 
factorily allocate  the  resources.  There  is  a need  to  focus 
on  other  determinants  of  services  such  as  risk,  cure, 
palliation,  repeated  services,  degree  of  benefit,  age, 
cost,  the  setting  of  the  treatment,  and  so  forth.  These 
details  are  where  the  tough  decisions  lay,  but  they  need 
to  be  addressed.  Oregon  has  started  down  this  painful 
road  of  health  care  prioritization  and  this  approach  can 
no  longer  be  dismissed. 

Basic  Principles  for  a Future  Health  Care  Plan 

The  Nebraska  Medical  Association  reviewed  and 
discussed  the  principles  involved  in  an  ideal  health  care 
plan  and  endorses  the  following  principles: 

1.  Access  to  Care  - All  citizens  of  Nebraska  are 
entitled  to  access  to  basic  health  care  services  — 
an  equitable,  universal  minimum  available  to  all. 

2.  Basic  FHealth  Care  - The  goal  of  the  health  care 
system  is  to  maximize  the  health  status  of  the 
community,  allowing  each  individual  to  have  as 
healthy  a life  as  possible,  given  the  resources 
available.  The  health  care  system  should  provide 
basic  care,  including  prevention,  health  promo- 
tion and  education,  primary  medical  care,  and 
acute  care  services. 

3.  FHealth  Plan  Flexibility  - Individuals  and  families 
should  have  the  freedom  to  choose  the  health 
plan  that  is  best  designed  to  meet  their  needs  and 
to  select  the  most  a|)propriate  providers  to  meet 
these  needs.  Flealih  plans  should  not  be  tied  to 
employment  and  should  be  transportable  across 
state  and  regional  boundaries. 

4.  f leallh  Care  Costs  - Adequate  incentives  should 
be  available  to  control  health  care  costs.  These 
incentives  should  be  based  on  a pro-competition, 
market  driven  philoso()hy.  Reasonable  liability  lim- 
its should  be  established  to  prevent  the  [trovision 
of  unnecessary  services. 

ReimlrursetruMil  for  Basic  Health  Care  Services  - 
Charges  for  services  rendered  by  providers  should 
be  fair  and  reasonable.  Reimlrursement  for  these 


services  should  provide  an  adequate  return  to 
providers  and  be  based  on  a system  that  is  simple 
to  administer,  with  a minimum  of  rules  and  regu- 
lations. Cost  shifting  would  then  be  minimized  or 
eliminated. 

6.  Individual  Responsibility  - Individuals  should  be 
responsible  for  adopting  a healthy  lifestyle  and 
should  assume  a greater  financial  responsibility 
for  purchasing  health  care  services.  All  individuals 
should  pay  some  portion  of  each  health  service 
provided  regardless  of  their  economic  status. 

7.  Quality  of  Care  - Assurances  should  be  provided 
that  all  individuals  will  receive  high-quality  ser- 
vices. The  physician-patient  relationship  should 
be  preserved  and  medical  decisions  should  be 
made  by  the  patient  and  the  physician. 

8.  Partnership  - Through  a public-private  partner- 
ship, local  control  should  be  maintained  in  the 
planning  and  delivery  of  health  care  services. 

9.  Health  Care  Resources-  New  innovations  in  health 
care  should  be  encouraged,  but  improvements 
should  retain  the  proven  strengths  of  the  existing 
system. 

Basic  Health  Care 

The  Nebraska  Medical  Association  recognizes  the 
difficulty  in  defining  "basic  health  care."  Several  models 
have  been  reviewed.  It  is  apparent  that  with  ever- 
increasing  technology,  more  variables  are  necessary  in 
determining  what  is  basic.  Risk,  benefit,  duration  of 
benefit,  type  of  benefit,  costs,  community  values  and 
disease  prevention  are  but  a few  of  these  variables.  The 
most  comprehensive,  prioritized  list  of  health  services 
comes  from  Oregon.  The  development  of  the  Oregon 
document  required  over  20,000  man  hours  with  many 
hearings  and  community  meetings  to  establish  the  un- 
derlying values. 

It  is  necessary  to  set  priorities  in  health  care  so  long 
as  health  care  demands  exceed  the  capacity  (or  willing- 
ness) to  pay  for  them;  thus,  an  adequate  level  of  care 
may  be  something  less  than  optimal  care.  The  Nebraska 
Medical  Associating  recognizes  that  a definition  of  basic 
health  care  and  services  is  not  static  and  requires  soci- 
etal input  and  ongoing  review. 

The  Nebraska  Medical  Association  believes  that  ba- 
sic health  care  consists  of  those  prioritized  medical 
services  which  are  necessary  to  prevent,  diagnose,  and 
treat  disease  and  injury  and  which  society  is  willing  to 
provide  for  all  citizens.  These  services  should  be  pro- 
vided in  a cost-effective,  efficient  manner  in  a setting 
consistent  with  the  patient's  needs.  Basic  health  care  is 
an  equitable,  universal  minimum  of  health  care  services 
which  should  be  available  to  all.  This  care,  both  primary 
and  specialized,  should  be  universally  accessible  to  all 
residents  of  the  State  of  Nebraska. 

The  Nel)raska  Medical  Association  acknowledges 
that  S[)irited  debate  continues  across  the  country  re- 
garding the  cost,  accessibility,  and  quality  of  health  care. 
Ihe  Nebraska  Medical  Association  believes  that  physi- 
cians should  [)lay  an  active  role  in  this  debate,  but 
recognizes  an  inherent  danger  in  physicians  Ireing  the 
principle  determiners  of  what  constitutes  basic,  univer- 
sally-available  health  care,  as  defined  above.  Rublic 
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consensus  musl  ultimately  define  what  services  consti- 
tute basic  health  care,  and  therefore,  what  services 
society  will  choose  to  assure  for  all  citizens. 

Physicians  can  best  serve  in  this  process  by  acting  as 
catalysts  in  this  decision  making,  pointing  out  the  inti- 
mate relationship  between  cost  of  care,  quality  of  care, 
and  access  to  care.  Physicians  can  assist  society  in 
making  reasonable  determinations  of  what  shouki  be 
considered  "basic"  health  care  services,  treatment  mo- 
dalities, or  procedures  by  enabling  re[)resentatives  of 
society  to  appreciate  the  relative  benefits,  risks,  and 
costs  of  these  services.  Therefore,  interventions  which 
would  benefit  the  most  individuals  for  the  longest  (leri- 
ods  of  time,  with  the  lowest  costs  and  risks  would  be 
viewed  as  most  essential,  whereas  interventions  which 
benefit  few  for  short  [reriods  of  time,  with  relatively  high 
costs  and  risks  would  be  viewed  as  the  least  essential. 
Since  it  is  impossible  to  guarantee  access  to  all  available 
services  for  all  individuals,  it  is  imperative  that  the  [tublic 
decide  what  it  is  willing  and  able  to  afford,  armed  with 
authoritative  and  pragmatic  information  [)rovided  by 
legitimate  practitioners  of  medicine. 

As  the  organization  representing  physicians  in  the 
State  of  Nebraska,  the  Nebraska  Medical  Association 
should  assume  a leadership  role  in  develo[)ing  the  [)ro- 
cess  by  which  society  considers  this  issue. 

Basic  Health  Benefits 

. . . The  goal  of  this  Nebraska  Medical  Association 
Basic  Health  Benefits  package  is  to  maxitnize  the  Com- 
munity flealth  status  of  all  Nebraska.  This  would  be 
accomplished  by  providing  access  to  affordable  (|uality 
health  care  for  all  Nebraskans. 

. . . These  basic  health  benefits  would  be  an  attempt 
to  protect  the  patients  from  the  potential  significant 
economic  impact  of  unexpected  major  health  prob- 
lems. Application  of  proven  insurance  principles  such  as 
underwriting,  deductibles,  copayments,  stop-loss,  and 
exclusions  would  be  encouraged.  Under  a single  payor 
universal  system  many  of  these  principles  could  well  be 
waived. 

...  All  primary  care  services  would  be  covered.  This 
would  include  services  by  a family  practitioner,  general 
practitioner,  pediatrician,  general  internist,  and  obstetri- 
cian/gynecologist. 

. . . Preventive  services  would  be  covered.  Child- 
hood and  adult  immunizations  would  be  covered,  along 
with  counselling  and  education  as  to  tobacco  use, 
nutrition,  exercise,  sexual  behavior,  substance  abuse, 
injury  prevention,  dental  care,  and  breast  self  examination. 

. . . Periodic  screenings  at  appropriate  time  and  age 
intervals  for  early  disease  detection  would  be  covered. 
This  would  include  but  not  be  limited  to  such  things  as 
weight  and  blood  pressure  determinations,  cholesterol 
screening.  Pap  smears,  breast  exam,  mammography, 
digital  rectal  examination,  sigmoidoscopy,  and  fecal 
occult  blood  screens. 

. . . Prescription  medications  would  be  covered. 

. . . Prenatal,  maternity,  neonatal  and  infant  care 
would  all  be  included  in  a basic  health  benefits  program. 

. . . Emergency  and  inpatient  hospital  care  would  be 
covered.  This  would  include  services  in  the  emergency 


outpatient  department  as  well  as  acute  hospital  medical- 
surgical-trauma  care.  Acute  brief  psychiatric  or  chemical 
de|)endency  crisis  intervention  would  be  |)rovided  as 
well. 

. . . Individual  responsibility  emphasizing  the  key  role 
of  the  patient  as  a member  of  the  health  care  team 
would  be  em|)hasized.  I lealthy  lifestyle  would  be  fos- 
tered. Appropriate  use  of  health  care  services  would  be 
tnonitored. 

. . . Individual  responsibility  would  also  be  a part  of 
the  financial  partici()ation.  The  premiums  would  be 
based  on  ability  to  |)ay.  Deductibles  and  copayments 
would  be  part  of  the  t)rogram.  Out-of-pocket  expenses 
would  come  into  play  when  the  insurer's  indemnity  stop 
loss  or  cap  had  been  reached.  Optional  catastro[)hic 
benefits  could  be  made  available  at  additional  costs. 

. . . Continuity  of  coverage  should  be  included  in  any 
basic  health  benefits  |)rogram.  Benefits  should  continue 
irregardless  of  the  |)atient's  employment  status,  job 
change,  marital  status  change  or  geographic  relocation. 

. . . Resource  allocation  would  clearly  be  a decision 
of  society  based  on  priorities,  with  the  medical  profes- 
sion [)laying  an  advisory  role. 

. . . Exclusions  of  coverage  would  exist  for  cata- 
strophic care.  Long  term  care,  home  health  care,  hos- 
pice care,  skilled  nursing  facilities,  and  custodial  level  of 
care  would  not  be  included  in  the  basic  benefits  package. 

. . . Exclusions  of  coverage  would  also  a|)ply  to  inves- 
tigational or  research  treatment  or  procedures,  cos- 
metic procedures  other  than  congenital  or  traumatically 
acquired  conditions,  rehabilitation,  ■eTwoftTc-mentaJ  41- 
-ness,  durable  medical  equipment,  dental  health  ser- 
vices, vision  care,  hearing  care,  obesity  procedures, 
voluntary  elective  abortions,  infertility  procedures,  and 
nontraditional  services. 

The  Driving  Forces  of  Rising  Health  Care  Cost 

The  rise  in  health  care  costs  has  been  phenomenal 
over  the  last  decade  and  shows  no  sign  of  abating. 
Carried  to  the  extreme,  if  left  unchecked,  these  health 
care  costs  could  consume  the  entire  gross  national 
product  by  the  year  2050.  While  this  scenario  is  clearly 
not  possible,  it  dramatically  demonstrates  the  problem 
and  provides  the  basis  for  an  insightful  review  of  the 
factors  driving  these  escalating  costs. 

• Demographic  changes  - the  aging  of  our  popula- 
tion. The  declining  mortality  trend  in  America  is  the 
product  of  public  policy,  preventive  medicine  (including 
childhood  immunization),  medical  advances,  education, 
improved  nutrition,  increased  income,  improved  hous- 
ing and  sanitation,  and  better  working  conditions,  to 
mention  but  a few.  Since  the  beginning  of  the  20th 
century,  the  death  rate  in  America  has  been  cut  in  half, 
and  over  30  years  have  been  added  to  average  life 
expectancy  at  birth.  Since,  for  obvious  reasons,  more 
health  resources  per  capita  are  spent  on  the  elderly  than 
on  the  younger  population,  this  improved  life  expect- 
ancy has  led  to  a health  care  system  which  spends  8 
times  more  on  the  health  care  of  the  over-65  population 
than  on  the  citizens  under  65.  The  average  age  of  the 
population  will  continue  to  increase  as  the  baby  boom 
generation  begins  to  reach  retirement  age  early  in  the 
21  St  century,  further  exacerbating  this  phenomenon.  It 
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is  estimated  this  demographic  change  adds  1 % to  2%  to 
the  annualized  increase  in  costs  for  the  delivery  of 
health  care. 

• Technological  development.  As  aging  occurs  to- 
day, deteriorating  body  parts  can  be  replaced.  Newer 
technology  allows  not  only  survival  from  previously  fatal 
conditions,  but  also  significant  return  toward  normal 
function  with  the  application  of  this  technology.  Who  is 
to  say  that  the  elderly  population  should  be  denied  this 
technology  which  promises  to  enhance  both  the  length 
and  quality  of  their  lives?  At  what  age  should  society 
stop  paying  for  new  hips,  cataract  extractions,  and 
coronary  bypass  procedures? 

However,  new  medical  technology  frequently  does 
not  provide  the  labor-saving  and  cost-cutting  benefits 
that  are  found  in  other,  more  competitive  industries.  The 
practical  application  of  each  technological  advance  tends 
to  require  more  resources  and  more  highly-skilled  per- 
sonnel per  patient  served.  Advancing  medical  technolo- 
gies and  their  associated  costs  are  estimated  to  account 
for  more  than  half  of  the  annualized  increase  in  the  cost 
of  delivery  of  health  care. 

• Inflation.  One  underlying  cause  of  increasing  health 
care  costs  which  often  goes  unmentioned  is  inflation. 
Health  care  is  not  insulated  from  the  same  inflationary 
forces  that  affect  the  entire  economy.  Hence,  if  the  cost 
of  living  (i.e.,  inflation)  increases  in  a given  year  by  4%, 
this  must  be  subtracted  from  the  percentage  increase  in 
the  cost  of  health  care  in  order  to  arrive  at  a figure  which 
can  be  reasonably  attributed  to  increasing  medical  costs 
per  se. 

• Administrative,  Bureaucratic,  and  Regulatory 
Costs.  Insurance  programs  are  frequently  chastised  for 
their  administrative  costs,  the  inference  being  that  if 
America  had  a "one-payor"  system  (e.g..  National  Health 
Insurance  patterned  after  the  Canadian  system),  this 
"administrative  cost"  factor  would  somehow  disappear. 
While  it  is  fairly  straightforward  to  figure  administrative 
costs  for  an  insurance  company,  trying  to  compute 
those  costs  for  a governmental  agency  is  fraught  with 
much  more  difficulty.  The  Nebraska  Medical  Associa- 
tion believes  that,  if  all  variables  were  considered,  the 
federal  government  would  not  fare  much  better  than 
private  insurance  companies  in  the  percentage  of  their 
budget. 

Each  time  a new  regulatory  system  is  initiated  by  the 
federal  or  state  government,  a whole  new  bureaucratic 
stratum  is  added.  None  ever  go  away.  The  Nebraska 
Medical  Association  feels  that  it  is  impossible  to  com- 
pute with  any  degree  of  accuracy  the  cost  of  administra- 
tion for  these  regulatory  agencies.  Added  to  this  must  be 
the  costs  incurred  by  the  regulated  providers  in  attempt- 
ing to  meet  these  regulatory  mandates.  The  Nebraska 
Medical  Association  feels  that  these  "intangible"  costs 
do  much  to  artificially  drive  up  the  total  cost  of  the 
delivery  of  health  care. 

• Defensive  medicine.  America  has  5%  of  the  world's 
population  and  70%  of  its  attorneys.  The  continual 
threat  of  medical  liability  action  leaves  health  care  pro- 
viders with  no  option  but  to  ex|)lore  all  medical  alterna- 
tives in  each  case,  leaving  no  diagnostic  stone  unturned, 
no  irtatter  how  remote  the  possibility  of  finding  signifi- 
cant pathology,  fhe  more  tests  and  diagnosis  [)roce- 
dures  done,  the  more  incidental  and  unrelated  (tathol- 


ogy  is  found,  and  the  more  resources  therefore  spent  in 
following  these  "red  herrings"  to  their  conclusions.  This 
"defensive  medicine"  is  estimated  to  account  for  nearly 
10%  of  the  nation's  health  care  costs. 

• Increased  demand  and  public  expectations.  When 
there  is  no  "out-of-pocket"  expense  involved  in  the 
financing  of  health  care,  there  is  little  incentive  for 
constraint  in  seeking  this  care.  The  concept  of  "first 
dollar  coverage"  has  therefore  markedly  increased  the 
demand  for  health  care  in  all  circumstances. 

As  a society,  America  is  willing  to  spend  considerable 
resources  for  even  a small  chance  of  recovery  or  mini- 
mal prolongation  of  meaningful  existence.  This  is  par- 
ticularly so  when  society  is  insulated  from  the  costs 
involved  with  these  marginal  services.  This  demand  for 
all  available  technology  for  all  citizens,  no  matter  how 
marginal  the  benefit  or  how  high  the  cost  is  the  force 
which  must  be  dealt  with  first  in  the  consideration  of  any 
change  in  health  care  delivery. 

• The  taxation  system.  Perverse  incentives  with  re- 
gard to  deductibility  of  insurance  premiums  and  medi- 
cal costs  are  producing  inflationary  pressures  and  glar- 
ing gaps  in  coverage,  with  little.economic  consideration 
for  the  consumer. 

• Infinite  needs  - finite  resources.  Continued  ad- 
vances in  medical  science  have  out  paced  society's 
ability  to  pay  and  will  continue  to  do  so  even  if  superflu- 
ity is  removed  from  the  system.  Medicine  continues  to 
respond  to  the  demands  of  society,  and  continues  to 
find  more  and  better  procedures  and  services,  however 
costly  and  marginally  beneficial  they  may  be. 

• Other  factors.  Other  factors  frequently  cited  as 
significant  forces  driving  up  the  cost  of  health  care 
include: 

- Legislatively  mandated  insurance  benefits. 

- Cost  shifting  from  public  to  private  beneficiaries 

- Excessive  number  of  subspecialty-trained  physicians 

- Ambitious  hospital  building  programs. 

It  must  be  noted,  however,  that  these  and  all  other 
considerations  which  could  be  enumerated  account  for 
considerably  less  than  half  the  annual  increase  in  outlay 
for  medical  care. 

Commonly  Proposed  Solutions  Regarding 
Access,  Quality  and  Cost 

Voluminous  information  has  been  published  by  many 
sources  on  problems  facing  the  health  care  system  over 
the  last  several  years,  most  dealing  unilaterally  with  the 
issues  of  access,  quality  or  cost.  Many  of  the  documents 
have  proposed  solutions  which  address  some  part(s)  of 
the  problem,  but  few  addressed  these  interlocked  pieces 
of  the  puzzle  together. 

Several  commonly  proposed  solutions  have  been 
identified  for  the  problems  associated  with  the  issues  of 
access,  cost,  and  quality.  The  Nebraska  Medical  Asso- 
ciation does  not  specifically  endorse  any  of  the  solu- 
tions listed  below  and  cautions  that  each  will  have  an 
impact  which  reaches  far  beyond  the  specific  issue  it 
addresses. 

Commonly  Proposed  Solutions  to  Access 

1.  Develop  a set  of  basic  health  care  benefits  with 
reasonable  cost  sharing. 
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2.  Reform  Medicaid  lo  [rrovide  coverage  for  all  per- 
sons below  poverty  level. 

3.  Develo[)  or  improve  slate  risk  [lools  for  the  medi- 
cally uninsurable. 

4.  Reform  the  small  employer  insurance  market. 

5.  Eliminate  cost-shifting,  possibly  by  mandating  some 
sort  of  health  care  coverage  for  all. 

6.  Develo[)  affordable  long-term  care  coverage  - 
encourage  the  private  market  by  appropriate  use 
of  tax  incentives  and  asset  protection  [rrograms. 

7.  Require  employer-provided  health  insurance,  with 
appropriate  tax  consideration  for  the  employer. 

8.  Reform  the  Medicare  program  to  avoid  future 
bankruptcy. 

9.  Develop  an  expanded  public  ()lan  for  the  medi- 
cally indigent. 

10.  National  reform  of  the  health  care  system. 

Commonly  Proposed  Solutions  to  Cost 

1.  Encourage  appropriate  care  in  the  least  costly 
setting  by  developing  incentives  for  consumer, 
provider,  purchaser  and  insurer. 

2.  Develop  mechanisms  to  access  benefit,  risk  and 
costs  of  health  care  services  and  define  appropri- 
ate care. 

3.  Reform  tax  laws  for  equal  benefit  of  all  citizens 
and  to  provide  incentives  for  economical  health 
care  choices. 

4.  Encourage  innovations  in  insurance  underwriting 
lo  encourage  risk  spreading  and  re-insurance,  and 
the  development  of  a low-cost  basic  health  policy. 

5.  Streamline  administrative  procedures,  claims  pro- 
cessing and  utilization  management. 

6.  Adopt  professional  liability  reforms. 

7.  Encourage  promotion  of  healthy  lifestyles,  educa- 
tion and  prevention  of  diseases. 

8.  Improve  mechanisms  for  measuring  and  assess- 
ing new  technologies. 

Others 

9.  Limit  supply  and  control  distribution  of  physicians. 

10.  Encourage  alternative  delivery  systems  such  as 
managed  care. 

11.  Utilize  paraprofessionals  as  physician  extenders. 

12.  Limit  the  number  of  hospital  beds  and  promote 
regionalization  of  high  technology. 

13.  Limit  charges  by  utilizing  DRCs  and  other  meth- 
ods of  rate  setting. 

1 4.  Provide  limits  for  the  capitalization  of  institutions. 

15.  Separate  the  costs  of  medical  education  and  re- 
search from  costs  associated  with  provision  of 
patient  care. 


16.  Im()lemenl  negotiated  fee  schedules  such  as  the 
RIJRVS. 

Commonly  Proposed  Solutions  to  Quality 

1.  Encourage  physicians  to  practice  in  accor- 
dance with  the  highest  ethical  standards, 
and  provide  effective  non-litigious  ntethods 
to  deal  with  non-conformists. 

2.  Encourage  a|)|)ropriate  care  under  profes- 
sionally developed  guidelines-practice  pa- 
rameters. Parameters  should  be  developed 
by  |)raclicing  physicians  and  academic  clini- 
cians. 

3.  Utilize  pattern  monitoring  of  overall  perfor- 
mance and  ap|)ropriate  case  sam|)ling,  with 
discontinuation  of  case-by-case  utilization. 

4.  Strengthen  the  accreditation  process  for 
facilities  and  the  certification  and  recertifi- 
cation ()rocess  for  |)hysicians  in  coopera- 
tion with  national  medical  and  medical  spe- 
cialty organizations. 

5.  lmj)rove  mechanisms  for  defining  quality  of 
care  and  devclo()  cjualily  measures  useful  to 
consumers. 

6.  Avoid  duplication  of  effort  and  redundancy 
of  testing  to  make  sure  the  care  provided  is 
coordinated  with  adecjuate  communication 
between  specialists  and  primary  care,  other 
specialists,  allied  health  professionals  and 
appropriate  social  agencies. 


National  Health  Care  Reform 

Demands  for  reform  of  America's  health  care  system 
have  been  pursued  over  the  last  two  decades,  but  are 
now  escalating  to  a crisis  level.  Although  the  U.S.  has  the 
most  technologically-advanced  medical  care  system  in 
the  world,  some  Americans  find  it  difficult  to  obtain, 
much  less  pay  for,  the  care  they  need.  It  has  become 
apparent  that  adding  new  programs  to  a flawed  system 
is  increasingly  unworkable. 

The  Nebraska  Medical  Association  has  reviewed 
multiple  national  proposals  for  health  care  reform.  Care- 
ful review  shows  that  three  basic  formats  are  being 
touted  as  solutions  on  the  national  level.  The  three  are 
proposals  for  some  type  of  national,  one-payor  system, 
proposals  which  would  mandate  employer  provided 
health  insurance  benefits  and  revamp  the  Medicaid  and 
Medicare  programs  to  increase  access  for  the  indigent 
and  proposals  defined  as  consumer  choice,  which  are 
based  on  the  theory  of  a consumer-oriented,  market 
based,  comprehensive  health  care  system. 

A national,  one-payor  system  would  seemingly  ad- 
dress the  problem  of  access  to  health  care  in  our 
country.  Those  who  now  have  no  health  care  coverage 
would  be  provided  for  under  this  type  of  system.  Elow- 
ever,  any  system  providing  for  the  unlimited  access 
suggested  by  the  several  proposals  for  a nationalized 
health  care  program  would  lead  to  a dramatic  and 
unsustainable  rise  in  cost.  Costs  would  necessarily  be 
capped  and  access  to  timely  and  appropriate  care  cur- 
tailed, much  the  same  as  in  the  British  and  Canadian 
systems. 
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Proposals  which  mandate  employer  provided  cover- 
age would  have  much  the  same  impact  on  costs  as  a 
nationalized  health  system.  Only  in  this  scenario,  the 
costs  would  be  added  to  the  goods  and  services  pro- 
duced by  Americans,  further  limiting  the  ability  to  com- 
pete in  the  international  market  place.  Another,  more 
localized  problem  with  these  proposals  would  occur  in 
areas  of  the  country  which  are  dominated  by  agricul- 
tural and  small  business  interests,  such  as  Nebraska.  The 
costs  associated  with  providing  acceptable  health  care 
coverage  to  a limited  group  of  employees  are  stagger- 
ing. Small  business  and  agriculture  may  not  be  able  to 
afford  the  costs  associated  with  employer-mandated 
health  care  coverage. 

The  Nebraska  Medical  Association  has  chosen  to 
endorse  the  innovative  consumer  choice  proposal  as 
the  way  to  successfully  reform  the  national  health  care 
system  and  control  rising  costs.  It  has  been  observed 
that  the  only  truly  effective  way  of  holding  the  line  on 
health  care  costs  is  to  increase  patient  out-of-pocket 
costs  such  as  co-payments  and  deductibles.  The  con- 
sumer choice  plans  propose  that  consumers  themselves 
would  pay  as  much  as  possible  of  their  front-end  medi- 
cal expense  bills.  They  offer  a second  advantage  by  de- 
coupling employment  and  health  care  coverage. 

To  adopt  a consumer  choice  proposal,  the  tax  code 
would  need  to  be  amended,  eliminating  deductibility  of 
health  coverage  costs  by  employers.  However,  employ- 
ees would  receive  tax  credits  for  out-of-pocket  expenses 
for  medical  care  and  the  purchase  of  health  insurance. 
Savings  by  employers  would  be  required  by  law  to 
accrue  to  their  employees.  Every  head  of  household 
would  be  required  to  purchase  a policy  to  cover  major 
health  care  costs.  Government  would  assist  those  who, 
because  of  income  or  medical  condition,  find  the  cost  of 
protection  to  be  an  unreasonable  burden.  Such  assis- 
tance could  take  the  form  of  vouchers  for  buying  insur- 
ance or  state-managed  systems  such  as  a modified 
Medicaid  program. 

The  Nebraska  Medical  Association  believes  imple- 
mentation of  a consumer-choice  proposal  would  make 
Americans  more  sensitive  to  the  cost  of  health  care  and 
the  negative  overall  economic  effects  of  first  dollar 
coverage  and  mandated  benefits.  By  adopting  this  type 
of  proposal,  the  U.S.  would  place  health  care  decisions 
where  they  belong,  with  the  individual  consumer  and  in 
the  efficiency  of  the  free  market. 

The  Situation  in  Nebraska 

The  Nebraska  Medical  Association  feels  strongly 
there  are  directions  society  can  go  to  provide  a more 
comprehensive,  more  efficient  and  more  effective  health 
care  system  for  the  citizens  of  the  State  of  Nebraska. 
Temporary  changes  need  to  be  made  in  order  to  pro- 
vide appro|)riate  care  for  those  now  receiving  it  through 
inappropriate  utilization  of  the  system  and  ways  to 
provide  increased  coordination  in  terms  of  access,  cost 
and  quality  should  be  developed. 

The  Nebraska  Medical  Association  had  identified 
four  patient  groups  who  have  need  for  improved  access 
to  health  cate  and  who  should  receive  the  attention  of 
the  citizens  of  the  state.  These  categories  are:  1)  the 
indigent;  2)  the  employed,  uninsured  and  their  families; 
3)  the  traditionally  uninsurable;  and  4)  the  patient  in 
s()arsely  po[)ulated  areas  of  the  State  where  there  is  no 
regular  access  to  health  care. 


RECOMMENDATIONS  REGARDING  THE  INDIGENT 

1 . County  public  health  units  (where  existing)  should 
be  strengthened.  Where  no  active  county  public  health 
unit  exists,  a blend  of  public  and  private  funding,  com- 
munication and  cooperation  should  be  used  to  provide 
better  preventive  programs  as  a basic  foundation  for 
benefits  to  low  income  Nebraskans.  Practicing  physi- 
cians, through  their  county  medical  societies,  and  county 
governments,  through  county  health  offices  and  com- 
munity hospitals,  should  develop  a cooperative  pro- 
gram to  provide  communication,  transportation,  a medi- 
cal home  and  health  care  coordination  on  a case-by- 
case basis.  This  would  allow  medical  intervention  to 
occur  before  health  problems  progress  to  the  more 
serious  and  costly  stages.  Indigent  individuals  have  been 
documented  to  have  twice  as  many  chronic  conditions 
that  could  have  been  prevented  through  earlier  inter- 
vention. Programs  like  this  will  reduce  the  cost  of  emer- 
gency care  and  eliminate  related  hospitalizations.  Pre- 
vention of  disease  through  a healthier  lifestyle  is  the 
single  greatest  cost  containment  initiative  with  esti- 
mates that  $3.00  can  be  saved  for  every  $1.00  spent  to 
educate  patients  in  preventative  medicine  and  promo- 
tion of  a healthier  lifestyle. 

Subsequently,  the  generation  of  healthier  indigent 
individuals  will  allow  these  people  to  improve  them- 
selves economically,  shifting  them  from  the  current  lack 
of  coverage  or  Medicaid  coverage  to  employment  based 
or  other  types  of  health  care  coverage. 

2.  Provide  incentives  such  as  limited  immunity  from 
liability  as  it  relates  to  physicians  treating  indigent  pa- 
tients for  free  or  at  reduced  costs. 

3.  Improve  communication  efforts  with  physicians 
so  they  will  improve  their  participation  in  the  Medicaid 
program  as  well  as  provide  additional  voluntary  care  to 
indigent  individuals. 

RECOMMENDATIONS  EOR  THE 
EMPLOYED  UNINSURED 

1.  Repeal  mandated  benefits  on  the  state  level  that 
would  be  above  the  previously  defined  recommenda- 
tions for  basic  health  care  in  this  treatise. 

2.  Provide  statewide  tax  incentives  to  small  employ- 
ers or  individuals  that  would  encourage  them  to  provide 
basic  health  insurance  for  themselves  and  their  employ- 
ees. 

3.  Develop  insurance  rating  reforms  requiring  more 
community  experience  rated  approaches  to  create  larger 
risk  spreading  groups  and  encourage  reinsurance. 

RECOMMENDATIONS  EOR  THE 
TRADITIONALLY  UNINSURABLE 

Refinement  of  the  state  risk  pool  (Comprehensive 
Health  Insurance  Pool)  to  assure  continued  viability  for 
coverage  of  traditionally  uninsurable  citizens. 

RECOMMENDATIONS  REGARDING  SPARSELY 
POPULATED  AREAS 

1.  Develop  statewide  incentives  to  encourage  pri- 
mary care  physicians  to  go  to  less  densely  [)0[)ulated 
areas  and  remain  there. 

2.  Assist  with  transportation,  if  needed,  and  evalua- 
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tion  of  ihe  most  efficient  ancf  effective  ways  of  providing 
services  to  patients  in  these  sparsely  populated  areas. 

3.  Develop  cooperation  between  nurse  practitio- 
ners, physicians  assistants,  nurses,  emergency  medical 
technicians  and  other  health  care  providers  to  ensure 
overall  coordination  of  care,  continuing  education  and 
more  efficient  provision  of  health  care  services. 

4.  Expand  the  concepts  as  proposed  in  the  medically 
indigent  section  to  ensure  develo[rment  of  the  team 
concept  on  a more  regionalized  basis  where  the  |)opu- 
lation  is  not  sufficient  to  justify  local  teams. 

RECOMMENDATIONS  FOR  COSl,  ACCESS 
AND  QUALITY 

1.  Develop  a statewide  task  force  as  far  away  from 
the  political  arena  as  possible  to  consider  health  care 
reform  and  develop  a state  health  policy  to  [rrovide  for 
effective  health  care  for  the  citizens  of  the  state. 

2.  Determine  other  areas  not  previously  identified  in 
this  treatise  which  may  impede  access  to  care  and 
impact  on  quality  and  cost  issues,  including  cultural  and 
language  barriers. 

REPORT  OF  THE  COMMITTEE  ON  RURAL  HEALTH 

Darroll  ).  Loschen,  M.D.,  York  - Chairman;  Dennis  Berens,  Lincoln; 
Richard  A.  Blatny,  M.D.,  Fairbury;  Chris  C.  Caudill,  M.O.,  Lincoln;  Jane! 
Fletcher,  P.A.,  O'Neill;  David  K.  Fry,  M.D.,  Columbus;  Michael  j.  Haller,  M.D., 
Omaha;  Robert  E.  Houston,  M.D.,  Franklin;  Verlin  K.  Janzen,  M.D.,  Nebraska 
City;  Tamara  johnson,  M.D.,  Cambridge;  Ronald  W.  Klutman,  M.D.,  Colum- 
bus; Donald  J.  Larson,  M.D.,  Lincoln;  Victor  Lee,  Fails  City;  Senator  Scott 
Moore,  Seward;  Stanley  F.  Nabity,  M.D.,  Grand  Island;  Dwaine  Peelz,  M.D., 
Neligh;  Richard  A.  Raymond,  M.D.,  Omaha;  judy  Reimer,  R.N.,  Hastings; 
Bradley  Rogers,  M.D.,  Kearney;  Michael  Sitorius,  M.D.,  Omaha;  Stephen 
Stripe,  M.D.,  Humboldt;  Perry  T.  Williams,  M.D.,  Omaha;  Todd  Sorensen, 
M.D.,  Scottsbiuff. 

This  Committee  replaced  the  Board  Subcommittee 
on  Rural  Health,  constituted  by  Doctor  Williams  in  April 
of  1991.  The  NMA  Board  of  Directors  authorized  a 
permanent  Committee  on  Rural  Health  at  its  January, 
1 992  board  meeting.  This  also  replaced  the  NMA/NAFP 
group  which  had  met  twice  this  past  year.  Trying  to 
initiate  programs  through  two  organizations  proved  to 
be  cumbersome  and  not  too  productive.  It  also  ex- 
cluded other  medical  groups  which  have  a vital  interest 
in  rural  health. 

This  Committee  has  incorporated  interested  mem- 
bers of  both  the  previous  NMA  Subcommittee  and  the 
Nebraska  Chapter,  American  Academy  of  Family  Physi- 
cians Task  Force  on  Rural  Health,  as  well  as  including 
NMA  members  who  represent  the  interests  of  the  Ne- 
braska Chapter,  American  Academy  of  Pediatrics, 
Nebraska  Chapter,  American  College  of  Obstetrics  and 
Gynecology,  the  Nebraska  Chapter,  American  Society 
of  Internal  Medicine,  while  rural  surgeons  are  repre- 
sented by  Past  President  Dwaine  Peetz  of  Neligh. 

The  NMA  members  of  the  Committee  on  Rural  Health 
assure  representation  from  the  residency  programs  who 
have  a vital  interest  in  rural  health.  Including  Dr.  Stephen 
Stripe  of  Humboldt  adds  an  individual  with  invaluable 
knowledge  of  the  EMS  system,  as  it  pertains  to  rural 
areas.  The  addition  of  Dr.  Tamara  johnson  of  Cambridge 
brings  to  the  group  the  leader  of  a highly  successful 
network  of  rural  health  clinics. 

Any  consideration  of  long-range  planning  for  im- 


provement in  rural  health  care  delivery  must,  of  neces- 
sity, also  include  input  from  the  mid-level  nractilioners 
and  from  the  slate  Office  of  Rural  Health.  Thus,  Janet 
Fletcher,  a PA  from  O'Neill,  well  known  by  Dr.  Richard 
Raymond  and  recommended  by  him,  was  included  in 
the  proposed  list  of  "Liaison"  members  to  the  Commit- 
tee; and  Dennis  Berens,  Nebraska  Director  of  Rural 
I leallh,  was  asked  to  represent  the  interests  of  this 
group. 

At  a recent  meeting  with  the  representatives  of  the 
Nebraska  FHospital  Association,  the  group  expressed  an 
interest  in  sending  a liaison  member  to  the  NMA's  Rural 
Health  Committee,  so  Mr.  Victor  Lee,  a hospital  admin- 
istrator from  Falls  City,  Nebraska  was  appointed  liaison 
from  that  group.  It  ap|)ears  that  the  interests  of  rural 
hospitals  are  nearly  always  congruent  with  those  of  rural 
NMA  members,  so  it  seemed  logical  to  include  them  in 
the  (lelil)erations  of  this  Committee. 

By  including  a member  of  the  Governor's  Blue  Rib- 
bon Health  Care  Coalition,  the  Committee  was  assured 
that  their  interests  would  be  heard  in  the  deliberations 
of  that  grou|).  Therefore,  Mrs.  Judy  Reimer  of  Hastings 
was  asked  to  bo  the  liaison  member  from  the  Coalition. 

Finally,  it  was  felt  reasonable  to  ask  for  a liaison 
member  from  the  State  Legislature.  The  name  which 
came  immediately  to  mind  was  that  of  Senator  Scott 
Moore  of  Seward.  Being  the  Chairman  of  the  Appropria- 
tions Committee  of  the  Legislature,  he  was  felt  to  have 
interesting  insight  into  just  what  is  "do-able"  by  this 
Committee,  from  a fiscal  standpoint.  Also,  it  is  well 
known  that  he  has  a personal  interest  in  the  delivery  of 
health  care  in  rural  Nebraska. 

With  the  Board's  approval,  this  Committee  met  for 
the  first  time  on  12  March  1992.  A charge  of  the 
Committee  was  developed,  and  is  appended.  This  first 
meeting,  while  exploratory  in  nature,  was  very  produc- 
tive. It  is  the  goal  for  this  committee  in  1 992-93  to  more 
clearly  define  the  role  of  the  NMA  in  the  resolution  of 
the  problems  involved  in  rural  health  care  delivery. 
Members  of  this  Committee  will  participate  fully  in  the 
deliberations  of  task  forces  and  committees  of  other 
organizations  as  they  address  rural  health  issues.  By  the 
time  of  the  Fall  Session  of  the  House  of  Delegates,  a 
clearer  picture  of  the  ultimate  focus  of  this  comtnittee 
should  be  available  for  presentation  to  the  House. 

NEBRASKA  MEDICAL  ASSOCIATION 
COMMITTEE  ON  RURAL  HEALTH 
Charges  To  The  Committee 

1.  To  identify  the  impediments  to  the  delivery  of 
health  care  in  rural  Nebraska. 

2.  To  identify  successful  programs  in  the  delivery  of 
rural  health  care,  and  to  disseminate  information 
about  these  programs. 

3.  To  initiate/support  appropriate  legislation  to  im- 
pact the  delivery  of  rural  health  care  in  Nebraska. 

4.  To  identify  the  role  of  the  NMA  in  addressing  rural 
health  issues. 

5.  To  foster  cooperation  between  the  NMA  and 
other  private  and  governmental  entities  who  have 
interest  in  the  delivery  of  health  care  in  rural 
Nebraska. 
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6.  To  report  the  activities  of  this  Committee  from 
time  to  time  to  the  NMA  Board  of  Directors  and 
the  House  of  Delegates. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merlon  A.  Quaife,  M.D.,  Omaha  - Chairman;  Prentiss  M.  Dettman,  M.D., 
Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Albert  R.  Frank,  M.D.,  Omaha; 
Rodrigo  Comez-Cordero,  M.D.,  Spencer;  Ernest  O.  jones,  Ph.D.,  Omaha; 
Martin  R.  Lohff,  M.D.,  Omaha;  W.  E.  Lundak,  M.D.,  Lincoln;  David  C. 
McMasler,  M.D.,  Auburn;  William  H.  Northwall,  M.D.,  Kearney;  William 
Hay,  Omaha. 

The  committee  has  monitored  the  licensing  process 
for  the  Low  Level  Radioactive  Waste  Disposal  facility 
planned  for  construction  near  Butte,  Nebraska.  The 
planned  evolution  of  the  siting,  construction,  and  opera- 
tion of  the  facility  mandated  by  federal  and  slate  law 
continues  to  fall  behind  target  timelines  established  to 
ensure  to  as  great  a degree  as  possible,  compliance  with 
the  laws  facility  operation  requirement  in  1993. 

The  committee's  monitoring  function  has  included 
but  not  been  limited  to  review  of  the  status  of  the 
licensing  process  by  contact  with  the  State  Department 
of  Health,  the  Central  Slates  Compact,  and  the  Compact's 
Contractor,  US  Ecology.  The  licensing  process  is  now  in 
phase  II  which  involves  the  second  iteration  of  ques- 
tions by  the  licensing  authority  (State  of  Nebraska) 
following  their  review  of  US  Ecology's  response  to  the 
initial  license  review.  (Recall  that  in  our  last  year's  report 
the  phase  I review  generated  459  questions  in  the  Safety 
Analysis  Report  and  an  additional  249  questions  were 
generated  from  the  Environmental  Analysis  Report).  The 
State  has  not  yet  forwarded  the  second  round  of  ques- 
tions to  US  Ecology  for  their  response.  Until  this  infor- 
mation is  available  for  review  by  the  Committee  further 
assessment  of  health  and  safety  is  in  abeyance.  We  have 
requested  this  information  from  the  licensing  authority. 
We  have  also  queried  the  Central  States  Compact  and 
its  Contractor  US  Ecology  for  information  on  issues 
related  to  Health  and  Safety  concerns  of  the  public  at 
large.  No  additional  areas  or  issues  were  advanced. 

The  Committee  has  reviewed  independent  reports  of 
the  United  States  General  Accounting  Office  including: 
"Nuclear  Waste  - Extensive  Process  to  Site  Low  Level 
Waste  Disposal  Eacility  in  Nebraska"  July  1991  (GAO/ 
RCED  91-149  Eow  Eevel  Waste  Disposal  Facility);  and 
"Delays  in  Developing  Sites"  published  in  the  American 
College  of  Nuclear  Physicians  publication  Scanner  March 
1992  Vol  XVIII  No.  2.  We  will  also  follow  the  evolving 
litigation  challenging  the  Federal  Eegislation  initialed  by 
the  State  of  New  York  in  the  US  Supreme  Court.  The 
implication  of  the  court's  decision  in  this  case  could 
confirm  the  legislative  requirements  or  conversely  re- 
turn us  to  the  starling  [)oint  on  Eow  Level  Radioactive 
Disposal  tuanagement  in  the  U.S. 

I he  Committee  maintains  a vital  interest  in  matters  of 
health  and  safely  related  to  the  construction  and  opera- 
tion of  a low  level  radioactive  facility.  We  believe  it 
a[)propriale  to  stress  and  reiterate  our  princi()le  role  in 
providing  information  and  education  (on  issues  of  health 
and  safety  in  the  disposal  of  low  level  radioactive  waste) 
to  our  colleagues,  our  [talicnis,  and  the  public  at  large. 
Ihe  committee  stands  ready  to  provide  information  on 
medically  related  issues  which  has  accrued  in  our  con- 
tinuing process  of  review  and  evaluation  of  the  siting 


and  planning  of  the  facility.  We  encourage  the  utiliza- 
tion of  these  resources  by  interested  individuals  or 
groups.  Further  we  offer  to  work  within  the  NMA  orga- 
nizational structure  i.e.  with  other  commissions  or 
committees  whose  purview  may  from  time  to  time 
encompass  interest  in  low  level  radioactive  waste  dis- 
posal. (Eegislation  & Governmental  Affairs;  Health  Policy 
Statement;  Health  Education;  Public  Affairs) 

The  Committee  has  initiated  inquiry  to  the  South 
Dakota  State  Medical  Association  requesting  informa- 
tion on  any  policy  actions  they  have  taken  with  regard 
to  Eow  Eevel  Radioactive  Waste  Disposal  and/or  the 
evolution  of  the  Central  States  Compact  site  selection 
near  Butte  (Boyd  County)  NE.  We  believe  it  important  to 
be  aware  of  any  actions  which  may  have  been  taken  by 
the  South  Dakota  State  Medical  Association.  We  will  be 
ready  to  share  NMA  policy  and  actions  reciprocally. 

In  a prior  report  (NMA  4/91)  we  reviewed  and 
reported  an  AMA  bulletin  stating  their  position  relating 
to  issues  on  Eow  Level  Radioactive  Waste  Disposal.  The 
AMA  asserted  that  on  careful  analysis  of  "the  radioactive 
waste  disposal  problem"  this  issue  was  primarily  a politi- 
cal rather  than  a public  health  problem.  This  continues 
to  be  the  primary  influence  slowing  progress  toward  a 
definitive  solution.  The  committee  requests  your  input 
and  participation  in  our  continuing  education  thrust. 
Physicians  individually  and  collectively  must  continue  to 
participate  as  key  resources  in  this  educational  process 
for  patients  and  the  public.  Our  association's  policy 
statement  on  this  issue  provides  an  appropriate  fulcrum 
for  our  effort  in  support  of  rational  decision  making  with 
attention  to  relevant  health  and  safety  aspects  of  low 
level  radioactive  waste  disposal.  We  continue  to  solicit 
your  participation. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairman;  Kenton  L.  Shaffer,  M.D., 
Kearney  - Vice-Chairman. 

SECTION  ON  MATERNAL  & FETAL 
MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  Craig  A.  Bassett,  M.D.,  Omaha;  Daniel  C. 
8ohi,  M.D.,  Omaha;  Ernest  K.  Bussinger,  M.D.,  Scotlsbiuff;  James  H.  Elston,  M.O., 
Omaha;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe,  M.O.,  Omaha; 
Cary  D.  Milius,  M.D.,  Lincoln;  George  W.  Orr,  M.D.,  Omaha;  Richard  P.  Perkins, 
M.D.,  Omaha;  Carl  V.  Smith,  M.D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Clarence  Davis,  Jr,  M.D.,  Osceola;  Howard  W.  Needelman,  M.D., 
Omaha;  Robert  M.  Nelson,  M.D.,  Omaha;  James  M.  Plate,  M.D.,  Kimball;  Jon 
A.  Vonderhoof,  M.D.,  Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln;  Cary  Podhalsky, 
Omaha. 

A Subcommittee  of  the  Maternal  and  Child  Health 
was  held  at  the  Nebraska  Medical  Association's  head- 
quarters prior  to  the  spring  meeting.  The  committee 
supported  a proposed  funding  project  from  the  State 
Department  of  Health  under  Title  XX  relating  to  family 
life  demonstration  projects.  The  funds  targeted  three 
critical  areas,  first  encouraging  adolescent  abstinence 
from  sexual  activity,  secondly  to  promote  adoption  as 
an  alternative  to  adolescent  parenting,  and  thirdly  to 
establish  comprehensive  approaches  to  delivery  of  ser- 
vices to  pregnant  and  parenting  adolescents.  The  first 
program  focused  on  a care  program  for  pregnant  and 
parenting  adolescents  and  the  second  on  the  develop- 
ment of  a prevention  model.  The  three  counties  of 
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Scotts  Bluff,  Thurston  and  Douglas  have  been  |)ro[)osed 
as  sites  for  the  demonstration  projects  based  on  statis- 
tics showing  high  adolescent  pregnancy  rales  in  those 
particular  counties.  The  committee  supported  this  con- 
cept in  its  entirely. 

The  Committee  received  an  update  on  the  status  of 
LB  1019  which  would  restore  the  birth  and  death  certifi- 
cates to  a non-public  status.  1 he  cofiimittee  agreed  that 
the  birth  and  death  certificates  represent  an  extension 
of  the  doctor-patient  relationship.  LB  1019  was  held  in 
committee  and  Senator  Wesely  will  probal)ly  attach  a 
compromise  version  of  the  bill  to  LB  1 01  7 (the  Omnibus 
Bill).  This  matter  is  awaiting  further  action  at  the  lime  of 
this  report. 

The  Committee  discussed  the  implications  of  a fed- 
eral law  implemented  in  1 986  regarding  the  necessity  of 
vaccine  information  pamphlets  distributed  to  all  |)er- 
sons  in  need  of  vaccinations  or  receiving  vaccinations. 
The  Health  Departtnent  has  sent  a Ijooklel  to  each 
physician  in  the  state  with  such  a pamphlet.  I he  commit- 
tee noted  that  the  Academy  of  Pediatrics  is  in  the 
process  of  readying  copies  of  the  pamphlet  to  [)edialri- 
cians  in  the  state  and  it  was  also  noted  that  all  Medicaid 
recipients  of  vaccine  will  be  supplied  the  pam|)hlets  in 
printed  forms  and  sent  to  such  immunization  clinics  or 
offices  that  are  providing  Medicaid  patients  with  the 
immunizations.  The  committee  recommended  that  this 
information  be  disseminated  in  the  NMA  Newsletter 
which  was  sent  to  the  membership  in  the  month  of 
March. 

A discussion  focused  on  the  American  Academy  of 
Pediatrics  recommendation  that  all  infants  be  vacci- 
nated for  Hepatitis  B and  recommended  that  the  first 
vaccination  be  given  in  the  hospital.  Medicaid  will  reim- 
burse for  the  hospital  vaccination,  however,  it  may  take 
up  to  a period  of  a year  before  the  payments  will  be 
reimbursed  to  the  hospital.  Because  of  some  concerns 
that  the  cost  of  the  initial  vaccine  administered  in  the 
hospital  may  be  somewhat  excessive  , the  committee 
supported  the  alternative  method  of  giving  the  immuni- 
zations through  the  physicians'  offices  at  the  second, 
fourth  and  sixth  months  as  outlined  as  an  alternative  by 
the  Academy  of  Pediatrics. 

Doctor  Schor  updated  the  committee  on  information 
regarding  maternal  and  infant  deaths  which  are  cur- 
rently in  the  review  process  by  the  NMA  committee.  He 
pointed  that  there  is  a national  interest  now  in  child 
death  review  and  about  50%  of  the  states  are  conduct- 
ing some  type  of  review  on  child  death  at  the  current 
time.  The  system  for  review  of  maternal  and  fetal  death 
is  in  place  and  the  initial  reviews  for  1 989  and  1 990  are 
in  process  at  this  time.  There  has  been  some  difficulty  in 
the  review  of  infant  deaths  by  category  and  additional 
coding  work  with  the  Maternal  & Child  Health  Division 
and  the  Bureau  of  Vital  Statistics  needs  to  be  done. 

At  her  request.  Doctor  Chris  Wright  of  the  Depart- 
ment of  Social  Services  discussed  with  the  committee 
the  concern  for  development  of  and  definition  of  critical 
care  codes  for  newborn  infants.  The  committee  felt 
strongly  that  critical  care  codes  should  be  included  in 
the  coding  process  for  newborns  but  not  exclusive  to 
any  particular  time.  Further  definition  of  these  codes 
was  established  and  Doctor  Wright  plans  to  continue  to 
have  discussions  with  family  practitioners  and  pediatri- 


cians in  various  organizations  throughout  the  state  re- 
garding the  new  coding  systems. 

The  |)timary  focus  of  this  committee  in  1992  will  be 
a continuation  of  the  review  of  maternal  deaths  in 
cooperation  with  the  State  Department  of  \ lealth.  There 
will  also  be  an  expansion  of  the  review  relating  to  fetal 
death  and  the  Subcommittee  on  Child  1 lealth  will  focus 
on  the  causes  of  death  in  infants  and  children  beyond 
one  year  of  age. 

REPORT  OF  THE  AD-HOC 
COMMITTEE  RE:  MEDICARE 

P«>ul  E.  CollicoU,  M.D.,  Lincoln  • Chairman;  Roberl  F.  Shapiro,  M.D., 
Lincoln  • Vice-Chairman;  Alvin  A.  Armstrong,  M.D.,  Scottsbiuff;  Richard  A. 
Blalny,  M.D.,  Fairbury;  David  H.  Filipi,  M.D.,  Omaha;  Robert  D.  Harry,  M.D., 
Lexington;  Alan  VV.  Langvardt,  M.D.,  Beatrice;  Thomas  O.  Martin,  M.D.,  Ord; 
Donald  ).  Pavelka,  M.D.,  Omaha;  Dwaine  ).  Peet/,  M.D.,  Neligh;  Eric  W. 
Pierson,  M.D.,  Lincoln;  Richard  M.  Pitsch,  Sr.,  M.D.,  Seward;  Richard  A. 
Raymond,  M.D.,  Omaha;  Hiram  R.  Walker,  M.D.,  Kearney;  Milton  C.  Zadina, 
M.D.,  Columbus;  Mike  Thompson,  Omaha. 

1he  Ad-I  loc  Committee  Ke:  Medicare  has  met  once 
with  the  carrier  (Kansas  Blue  Cross/Blue  Shield),  and  has 
conducted  a Medicare  Coding  Workshof)  since  the 
1991  Fall  Session. 

This  past  four  to  five  months  has  seen  the  im|)lemen- 
tation  of  the  RBRVS  and  the  associated  Physician's 
Payment  Reform  which  will  be  the  niost  significant 
change  in  physician  reirTibursement  in  the  past  25  years. 

The  focus  of  the  committee  in  the  past  five  months 
has  been  that  of  educating  the  physicians  as  to  the 
proper  use  of  the  evaluation  and  management  codes, 
the  explanation  of  the  final  rule  as  it  relates  to  RBRVS 
and  the  proposed  rule,  the  consideration  of  the  organ 
and  disease  oriented  laboratory  panel  issues,  and  the 
CPT  codes  for  cardiovascular  stress  tests. 

It  must  be  emphasized  to  the  membership  that  the 
majority  of  the  issues  that  could  be  solved  at  the  carrier 
level  were  met  by  the  carrier  in  a very  receptive  manner, 
and  there  were  indeed  changes  made  in  the  organ  and 
disease  oriented  laboratory  panel  similar  to  the  recom- 
mendations of  the  Ad-Floc  Medicare  Committee. 

The  Ad-Hoc  Medicare  Committee  was  also  informed 
of  the  excellent  efforts  of  the  carrier  to  conduct  work- 
shops across  the  state  of  Nebraska,  educate  the  physi- 
cians and  their  office  managers  as  to  the  interpretation 
of  the  final  rules  as  it  relates  to  the  RBRVS  and  an 
explanation  of  reimbursement  procedures.  A total  of 
fourteen  workshops  were  held  by  the  carrier  throughout 
the  months  of  December  and  January. 

Additionally,  the  Ad-Floc  Committee  Re:  Medicare 
sponsored  a workshop  on  January  30,  1992,  at  which 
time  a summation  of  the  AMA  activities  as  they  relate  to 
the  RBRVS  final  rule  was  presented.  Also,  a two  hour 
workshop  on  the  proper  use  of  the  new  evaluation  and 
management  codes  was  presented.  Finally,  a summa- 
tion of  fee  schedule  development  and  the  new  physi- 
cian payment  review  regulations  as  they  relate  to  reim- 
bursement under  the  new  fee  schedules  was  presented 
by  Kansas  Blue  Cross/Blue  Shield  representatives. 

Your  local  ad-hoc  committee  has  worked  extensively 
with  the  national  office  of  the  American  Medical  Asso- 
ciation and  we  are  pleased  to  see  that  the  final  rule 
provided  a 13.2%  increase  including  technical  adjust- 
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merits  over  the  proposed  conversion  factor,  and  that  the 
conversion  factor  in  the  final  rule  achieved  95%  of  the 
AMA's  goal  in  restoring  the  16%  proposed  cut. 

In  evaluating  the  final  regulations,  we  need  to  keep 
two  points  in  mind: 

1 . The  RBRVS  was  judged  to  be  a preferable  alterna- 
tive to  MD  DRG's  and  Capitation. 

2.  The  conversion  factor  needs  to  be  evaluated  sepa- 
rately from  the  reductions  slated  to  occur  as  a 
result  of  the  redistribution  efforts  of  the  new 
payment  system  that  will  be  experienced  by  some 
specialties. 

While  the  committee  recognizes  that  progress  has 
been  made  with  the  RBRVS,  there  are  certain  areas 
within  the  process  that  still  need  to  be  altered,  refined, 
or  changed. 

In  reference  to  that,  the  AMA  has  worked  closely 
with  Congressional  leaders  to  have  Senate  Bill  1332 
introduced  as  well  as  House  Bill  2695.  The  key  provi- 
sions of  these  two  bills  are  as  follows: 

1.  Prohibits  denial  of  physician  payments  when  pa- 
tients fail  to  respond  to  Medicare  secondary  payor 
questionnaires.  Currently,  physician  claims  are 
denied  if  Medicare  patients  fail  to  complete  and 
return  Medicare  secondary  payor  questionnaires. 

2.  Gives  physicians  the  option  of  requiring  the  car- 
rier to  produce  evidence  of  specific  payment 
errors  in  given  calendar  quarter  before  actual 
recoupment  is  demanded.  The  current  sampling 
method  used  by  Medicare  carriers  to  compute 
large  re-coupment  amounts  has  the  potential  to 
significantly  overstate  the  incidence  of  an  alleged 
payment  error. 

In  addition,  no  payment  would  be  required  until 
after  an  individual's  administrative  appeals  have 
been  exhausted.  Currently,  the  government  de- 
mands payment  before  an  administrative  appeal 
is  heard. 

3.  Prohibits  HCFA  in  charging  physicians  for: 

(1 ) Filing  paper  claims 

(2)  Claim  filing  errors  or  claims  that  are  rejected 

(3)  The  cost  of  unsuccessful  appeals 

(4)  Applications  for  unique  provider  identifica- 
tion numbers 

(5)  Information  required  to  comply  with  medical 
review  requirements 

4.  Requires  HCFA  to  consider  input  from  state  medi- 
cal societies  in  the  annual  carrier  performance 
evaluations. 

Currently,  FICFA's  annual  carrier  performance 
reviews  do  not  include  an  evaluation  by  the  prac- 
ticing physician  community. 

5.  Allows  physicians  to  file  administrative  appeals  in 
cases  where  the  Medicare  carrier  has  failed  to  or 
improperly  imfilementcd  Medicare  policy. 

Currently,  physicians  often  have  no  recourse  if  a 
Medicare  carrier  fails  to  properly  implement  FICFA 
policies. 

6.  Requires  that  all  medical  necessity  denials  under 


the  Medicare  program  be  reviewed  by  physicians 
of  the  same  medical  specialty  as  the  physician 
providing  the  service. 

At  present,  medical  necessity  denials  are  often 
based  on  reviews  by  non-physicians,  physicians 
no  longer  actively  treating  patients,  or  physicians 
of  a different  medical  specialty  as  the  physician 
under  review. 

7.  Repeals  Medicare  PRO  precertification  for  ten 
procedures. 

8.  Allows  substitute  billing  for  locum  tenens  physi- 
cians. 

Thus  far,  in  response  to  our  correspondence.  Sena- 
tors Exon  and  Kerrey  have  signed  on  as  sponsors  of 
Senate  Bill  1332.  The  Ad-Hoc  Medicare  Committee  has 
written  letters  to  these  representatives  thanking  them 
for  their  support,  and  further  follow-up  letters  have  been 
sent  to  our  other  Congressional  members  urging  them 
to  support  H.R.  2695. 

The  chairman  wishes  to  thank  the  hardworking  mem- 
bers of  the  committee  for  their  work  this  past  six  months. 

POLICY  RESEARCH  PERSPECTIVES 
Testing  the  Validity  of  the 
Geographic  Practice  Cost  Indexes 
(AMA  Center  for  Health  Policy  Research 
Publication,  12/27/91) 

Payment  reforms  implemented  in  1 992  in  the  form  of 
the  Medicare  Fee  Schedule  base  payments  to  physi- 
cians, in  part,  on  the  cost  of  providing  each  service. 
Practice  costs  are  believed  to  vary  across  geographic 
areas,  and  one  of  the  major  components  of  the  new 
payment  formula  is  a set  of  geographic  practice  cost 
indexes  (GPCIs,  pronounced  gypsies)  that  are  intended 
to  measure  these  geographic  differences  in  costs.  The 
GPCIs  are  largely  based  on  proxy  data,  that  is,  data  that 
were  not  gathered  directly  from  physician  practices. 
Despite  the  obvious  importance  of  devising  accurate 
measures,  little  has  been  known  of  how  well  the  GPCIs 
capture  geographic  variations  in  actual  physician  prac- 
tice costs. 

I.  AMA  RESEARCH 

One  of  the  major  obstacles  to  such  a comparison  has 
been  a lack  of  suitable  data.  Flowever,  the  AMA's  Socio- 
economic Monitoring  System  (SMS)  provides  consider- 
able information  on  practice  costs  on  an  annual  basis. 
Questions  on  professional  liability  insurance  coverage, 
office  space,  and  non-physician  em|)loyecs  were  added 
to  the  survey  beginning  in  1990  in  anticipation  of  the 
need  to  validate  the  GPCIs.  Researchers  Kurt  Gillis, 
Ph.D.  and  Roger  Reynolds,  Ph.D.  of  the  AMA  Center  for 
Health  Policy  Research  and  Richard  Willke,  I’h.D.  (for- 
merly of  the  Center)  participated  in  a study  of  the  GPCIs. 

GPCIs  were  developed  by  researchers  at  the  Urban 
Institute  and  the  Center  for  I leallh  Economics  Research 
under  contract  with  the  Health  Care  Einancing  Admin- 
istration. GPCIs  were  computed  for  each  of  the  approxi- 
mately 240  Medicare  payment  localities.  Gillis  ef  a/, 
analyzed  several  comfionent  GPCIs  that  enter  directly 
or  indirectly  into  the  new  Medicare  fihysician  payment 
formula:  physician  work,  [irofessional  liability  insurance 
premiums,  office  S|)ace,  and  non-physician  personnel. 
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(Iho  last  two  com[)ononts  are  part  of  the  so-called 
"overhead  expense"  GPCl.)  Each  CjPCI  was  compared 
with  SMS  data  on  spending  for  a comparable  compo- 
nent of  physician  practice  expenses,  adjusted  to  form  an 
input  price,  i or  example,  the  physician  work  GPCI  was 
compared  to  physician  average  hourly  earnings  derived 
from  the  SMS.  The  validity  of  the  GbGIs  is  strongly 
related  to  how  well  they  correlate  statistically  with  the 
SMS  input  prices. 

Statistically  significant  geograjrhic  variations  in  prac- 
tice input  prices  were  found  in  the  SMS  data,  providing 
support  for  the  notion  of  making  geographic  adjust- 
ments to  Medicare  payment  amounts.  I urlherrnore,  the 
prices  of  all  of  the  practice  in[)uts  are  correlated  to  a 
lesser  or  greater  extent  with  their  GbCI  counterparts. 
Specific  findings  on  the  validity  of  the  GPCIs  include  the 
following: 

• The  [)hysician  work  GPCI  is  only  weakly  correlated 
with  physician  hourly  earnings.  Ihis  finding  sup- 
ports AMA  policy  that  compensation  for  (jhysician 
work  should  not  vary  across  geographic  areas. 

• I here  is  some  evidence  from  the  SMS  that  the 
price  of  supplies  varies  across  geogra[)hic  areas. 
I lowever,  no  allowance  is  made  in  the  Medicare 
Fee  Schedule  for  differences  in  sup()lies  prices 
across  areas. 

• I he  correlations  are  fairly  strong  between  the  GPCIs 
for  office  space,  professional  liability  insurance 
premiums,  and  non-physician  employee  wages 
and  their  SMS  input  price  counterparts. 

• Nevertheless,  a significant  amount  of  geographic 
variation  remains  in  physician  hourly  earnings, 
office  rents  and  professional  liability  insurance 
premiums  even  after  adjusting  for  the  GPCIs.  This 
suggests  that  the  GPCIs  may  not  fully  reflect  ac- 
tual geographic  cost  differences. 

II.  Conclusion 

It  can  be  concluded  that  the  GPCIs  are  useful  but 
imperfect  measures  of  geographic  variations  in  physi- 
cian practice  costs.  Although  they  are  statistically  corre- 
lated with  changes  in  actual  physician  practice  costs, 
they  fall  short  of  capturing  all  of  the  geographic  variation 
in  these  practice  costs  that  is  observed  in  the  SMS  data. 

There  are  several  possible  explanations  for  the  less- 
than-optimal  performance  of  the  GPCIs.  One  is  the  fact 
that  some  of  them  are  based  on  data  from  the  ^ 980  U.S. 
census.  Improvement  can  be  expected  in  these  GPCIs 
when  the  1990  census  data  become  available.  Further- 
more, caution  is  necessary  in  basing  judgments  about 
the  adequacy  of  the  GPCIs  solely  on  SMS  data.  Part  of 
the  discrepancy  may  stem  from  having  imcomplete 
information  on  the  SMS  survey  to  adequately  assess  the 
validity  of  the  GPCIs.  This  can  only  be  overcome  by 
undertaking  an  extensive  survey  dedicated  to  measur- 
ing physician  practice  costs. 

The  Study  by  Gillis,  Reynolds  and  Willke,  "Assessing  the 
Validity  of  Geographic  Practice  Cost  Indexes,"  is  num- 
ber 91-5  in  the  Center  for  Health  Policy  Research's 
Discussion  Paper  series.  Copies  can  be  ordered  for  a 
nominal  charge  from  Anita  King  at  (312)  464-4352. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Blaine  Y.  Koffman,  M D.,  Omaha  - Chairman;  David  1.  Bacon,  M.D., 
Kearney;  Warren  C.  Bosley,  M.D.,  Grand  Island;  George  W.  Orr,  M.D., 
OiTiaha;  Donald  ].  Pavelka,  M.D.  Otiiaha;  Dwaine  Peel/,  M.O.,  Neligh; 
Kicharii  M.  Pilsch,  )r.,  M.D.,  Lincoln;  Herbert  t.  Reese,  M.D.,  Lincoln;  Cindy 
Pelerson,  Omaha. 

The  Ad-I  loc  Committee  on  Professional  1. lability  met 
on  january  8,  1992,  with  re[)resentatives  of  the  St.  Paul 
Insurance  Company.  The  personnel  from  St.  Paul  [)re- 
sented  data  on  their  experiences  in  Nebraska. 

The  statistical  data  (^resented  indicated  that  based  on 
the  low  number  of  claims  in  Nebraska,  St.  Paul's  pay- 
ment of  claims  has  been  relatively  low  in  comparison  to 
other  states.  Nebraska  has  experienced  a drop  in  fre- 
(]uency  which  has  been  the  major  factor  for  Nebraska 
premium  rates  staying  at  a low  level.  Nebraska  is  also 
generally  low  compared  to  countrywide  severity  claims. 
As  of  January  1,  1992,  it  was  determined  that  no  rale 
change  would  be  necessary  in  Nebraska. 

It  was  noted  that  the  annual  rate  for  a class  four 
physician  in  Nebraska  is  the  second  lowest  in  the  Mid- 
western states  and  nationwide. 

It  was  noted  that  when  the  malpractice  laws  were 
enacted  in  Nebraska,  anesthesiology  was  the  focal  point 
of  the  problems  at  that  time.  Since  that  time,  anesthesi- 
ology has  been  lowered  in  the  physician  rating  class 
dramatically  and  there  no  longer  seems  to  be  a problem 
in  availability  as  there  was  in  the  1970's. 

In  summary,  Nebraska  physicians  have  a lower  fre- 
quency and  lower  severity  when  compared  to  country- 
wide and  both  of  these  statistical  cotTiparisons  are  de- 
creasing in  Nebraska.  The  average  paid  loss  and  loss 
expense  has  declined  and  is,  again,  lower  than  that 
experienced  countrywide.  Of  the  thirteen  neighboring 
states  to  Nebraska  only  one  has  a lower  rate,  that  being 
Arkansas. 

Of  the  top  ten  allegations  by  frequency  for  malprac- 
tice claims  in  Nebraska,  the  allegation  with  the  greatest 
number  of  claims  is  surgery  and  post-operative  compli- 
cations with  the  largest  average  cost  being  the  allega- 
tion of  failure  to  diagnose  circular  problems.  Of  the  top 
ten  allegations  by  average  cost,  injection  injury  is  the 
number  one  allegation. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Omaha  - Chairman;  J.D.  Akerson,  M.D.,  Sidney; 
Krynn  K.  Buckley,  M.D.,  Lincoln;  Susanne  E.  Eills,  M.D.,  Omaha;  James  A. 
Fosnaugh,  M.D.,  Lincoln;  Lawrence  D.  Helmick,  M.D.,  Kearney;  Verlin  K. 
Janzen,  M.D.,  Nebraska  City;  Tamara  R.  Johnson,  M.D.,  Cambridge;  Michael 
J.  McGahan,  M.D.,  Lincoln;  Marjorie  Mellor,  M.D.,  Central  City;  Royce 
Mueller,  M.D.,  Lincoln;  Kirk  B.  Muffly,  M.D.,  Omaha;  Timothy  P.  O'Holleran, 
M.D.,  North  Platte;  Edward  P.  Raines,  M.D.,  Lincoln;  Roselyn  M.  Remington, 
M.D.,  Schuyler;  Glenn  A.  Ridder,  M.D.,  Randolph;  Jerry  K.  Seiler,  M.D., 
Hastings;  Kay  M.  Shilling,  .M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha; 
Keith  W.  Vrbicky,  M.D.,  Norfolk;  Janice  Kutilek,  Omaha. 

There  are  several  issues  that  the  Ad-Hoc  Committee 
on  Young  Physicians  has  been  considering  at  this  time, 
and  these  along  with  our  recommendations  are  as 
follows: 

1.  Reimbursement  for  young  physicians:  We  sup- 
port H.R.  4507,  S 2362  which  eliminate  the  pay 
differential  between  "new"  and  "established"  phy- 
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Sicians  in  a budget  neutral  fashion,  and  have 
introduced  a resolution  to  that  effect  for  this 
session. 

2.  Student  Loan  Deferment:  The  government  cur- 
rently is  in  the  process  of  trying  to  eliminate 
deferment/forbearance  of  loans  during  residency 
training  (deferment  - no  payment  on  loan  princi- 
pal, interest  not  accruing;  forbearance  - no  pay- 
ment made  but  interest  accumulates  and  is  added 
to  the  total  loan  principal).  It  is  our  feeling  that  this 
will  inhibit  some  people  from  pursuing  a career  in 
medicine  due  to  financial  strains  and  increase 
pressures  on  residents  who  already  are  stressed. 
We  have  a resolution  for  this  session  asking  for 
support  of  the  amended  form  of  H.R.  3553  which 
favors  keeping  forbearance  and  deferments  based 
on  a debt/income  relationship. 

3.  Discussed  concerns  over  the  increasing  number 
and  costs  of  immunizations  for  childhood  illnesses, 
and  support  assistance  at  the  state  level  for  cov- 
erage of  expenses. 

4.  Thanked  Dr.  James  Fosnaugh  who  served  as  our 
AMA-YPS  delegate  last  year.  Dr.  Tamara  Johnson 
will  be  this  year's  delegate,  and  the  committee  has 
supported  the  nomination  by  the  Omaha  Medical 
Society  of  Dr.  Kevin  Nohner  for  the  alternate 
delegate  position. 


REPORT  OF  THE 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  A.H.  Bergman,  M.D.,  Fremont;  Timothy  J.  Biga,  M.D.,  Norfolk; 
Dennis  M.  Connolly,  M.D.,  Lincoln;  Doak  P.  Doolittle,  M.D.,  Holdrege;  Glen 
A.  Forney,  M.D.,  Scottsbiuff;  C.  T.  Frerichs,  M.D.,  Beatrice;  Thomas  F. 
Gallagher,  M.D.,  Omaha;  Gordon  J.  Hrnicek,  M.D.,  Grand  Island;  Richard 
Jackson,  M.D.,  Pawnee  City;  M.  Jack  Mathews,  M.D.,  Lincoln;  John  T. 
McGreer,  III,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha;  John  C. 
Sage,  M.D.,  Omaha;  Michael  Crier,  Omaha. 

The  PRO  Committee  has  met  a number  of  times  over 
the  past  one  year,  including  once  with  Sunderbruch  and 
once  with  the  Board  of  Councilors.  The  chairmen  of  the 
PRO  Committee  and  the  PRO  Grievance  Committee 
have  met  with  Sunderbruch  on  four  occasions.  The  PRO 
Committee's  prime  focus  was  to  evaluate  whether  there 
was  unfair  rural  intensification  of  review  by  Sunderbruch. 
The  PRO  Grievance  committee  was  to  respond  to  indi- 
viduals who  felt  that  they  were  unfairly  reviewed  by 
Sunderbruch. 

In  addition  to  the  above  meetings,  the  Rural  Caucus 
and  the  Rural  Health  Committee  have  tried  to  attain 
data  on  the  rural  review  issue.  The  chairman  of  the  PRO 
Committee  met  with  the  Rural  Health  Committee  and 
the  Executive  Board  of  Medical  Records  Professionals  to 
discover  PRO  problems.  The  Board  of  Councilors  through 
their  councilor  districts  sought  out  any  PRO  problems 
and  reported  to  the  PRO  Committee.  The  Nebraska 
Medical  journal  and  monthly  pink  sheet  requested 
PRO  problems. 

Following  this  effort  the  consensus  of  the  PRO  Com- 
mittee is  as  follows: 

(1)  I here  is  no  apparent  rural  unfair,  intensity  of 
review. 


(2)  The  two  NMA  members  are  satisfied  with  the 
Grievance  and  PRO  Committees'  efforts  on  their 
behalf  and  considered  their  situation  resolved. 

(3)  The  Sunderbruch  leadership  has  been  satisfacto- 
rily responsive  to  the  various  concerns  expressed 
by  the  PRO  and  Grievance  Committee  chair- 
men. Communication  has  been  well  established. 

(4)  The  PRO  Committee  and  the  PRO  Grievance 
Committee  are  being  viewed  as  a useful  service 
of  the  NMA  to  help  address  PRO  problems, 
especially  quality  point  concerns. 

(5)  The  PRO  Committee  itself  is  reevaluating  its 
mandate  according  to  the  bylaws,  to  decide 
how  to  further  help  its  members. 

(6)  The  PRO  Committee  is  willing  to  consider  even 
minor  issues  dealing  with  Sunderbruch.  These 
include  Level  I quality  letters,  admission  denials, 
DRG  downcoding,  and  Medicaid  admission/ 
discharge  problems. 

(7)  Finally,  the  Committee  voted  to  require  that  all 
written  communication  regarding  patients  have 
the  patient's  name  erased  or  blocked  out  or  that 
a patient  release  form  be  completed  and  signed. 


REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  • Chairman;  David  L.  Bacon,  M.D.,  Kearney; 
Lawrence  C.  Bausch,  M.D.,  Lincoln;  Robert  J.  Fitzgibbons,  M.D.,  Omaha; 
Charles  D.  Gregorius,  M.D.,  Lincoln;  N.  Patrick  Kenney,  M.D.,  Omaha; 
Richard  H.  Meissner,  M.D.,  Omaha;  Richard  J.  Stitcher,  M.D.,  Lincoln; 
Wesley  G.  Wilhelm,  M.D.,  c3maha;  Scott  Moss,  Omaha. 

The  Committee  has  been  primarily  concerned  with 
the  development  of  the  1992  Annual  Session  program 
since  our  last  report  to  the  House.  The  Committee  met 
four  times  in  pursuit  of  this  endeavor. 

At  our  initial  meeting,  the  Committee  reviewed  the 
attendance  figures  for  the  1991  Annual  Session  and 
noted  that  a trend  of  declining  attendance  over  the  past 
several  years  had  apparently  leveled  off.  Based  partially 
on  this  information,  it  was  decided  that  a similar  format 
would  be  utilized  for  1992.  Another  factor  influencing 
this  decision  was  the  availability  of  hotel  space.  The 
current  three  day  format  was  adopted  for  the  1991 
Annual  Session,  based  on  the  results  of  a membership 
poll  taken  in  1 990. 

There  was  lively  discussion  from  the  Committee, 
however,  regarding  possible  format  changes  for  the 
future.  Suggestions  included  a re-scheduling  of  the  busi- 
ness sessions  and  promotion  of  a single  theme  scientific 
session  for  the  meeting.  To  further  clarify  membership 
ideas  on  the  session  format,  the  Committee  added  a 
question  on  the  program  evaluation  forms  to  solicit 
input  from  attendees.  The  Committee  asks  each  mem- 
ber of  the  House  to  respond  via  the  evaluation  forms 
with  regard  to  session  format. 

In  response  to  increasing  concern  by  the  Accredita- 
tion Council  of  Continuing  Medical  Education  and  the 
U.S.  Eood  and  Drug  Administration  regarding  commer- 
cial support  of  CME  activities,  the  Committee  adopted 
the  following  conflict  of  interest  statement: 
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Scientific  Sessions  Committee 
Policy  on  CME  Conflicts  of  Interest 
The  Scientific  Sessions  Committee  recog- 
nizes that  potential  conflicts  of  interest  with 
respect  to  CME  activities  could  occasion- 
ally develop.  It  is  the  policy  of  the  Scientific 
Sessions  Committee  that  in  any  accredited 
CME  program  which  contains  a conflict  of 
interest,  e.g.,  a presentation  by  an  employee 
of  a commercial  sponsor,  such  conflict  shall 
be  clearly  identified  in  promotional  materi- 
als associated  with  the  program  and  in  the 
official  program  itself. 

The  Committee  would  like  to  thank  the  several  spe- 
cially societies  and  the  voluntary  organization  which 
participated  in  the  development  of  the  scientific  and 
socio-economic  progratnming  for  the  1 992  Annual  Ses- 
sion. The  Committee  recjuests  members  of  the  I louse 
encourage  their  constituents  to  attend  the  1 992  Annual 
Session  and  stands  ready  to  lake  action  on  any  items  the 
Elouse  may  refer. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Chrislophcr  C.  Caudill,  M.D.,  Lincoln  - Chairman;  judith  A.  Butler,  M.D., 
Superior;  Dale  VV.  Ebers,  M.D.,  Lincoln;  joveph  R.  Ellison,  M.D.,  Omaha; 
Stacey  D.  Goodrich,  M.D.  Tecumseh;  Roger  A.  jacobs,  M.D.,  Seward; 
Ronald  W.  Klutman,  M.D.,  Columbus;  Michael  R.  Nabily,  M.D.,  Omaha; 
Harold  M.  Nordlund,  M.D.,  York;  Samuel  H.  Perry,  II,  M.D.,  North  Platte; 
Harlan  C.  Shriner,  )r.,  M.D.,  Lincoln;  Carl  j.  Troia,  M.D.,  Omaha;  Eugene  A. 
Wallke,  M.D.,  Omaha;  Wayne  K.  Weston,  M.D.,  Lexington;  Tracy  Slocum, 
Omaha. 

The  Ad-Hoc  Committee  on  Medicaid  Services  has 
met  on  one  occasion  since  the  1991  fall  Session  of  the 
Elouse  of  Delegates.  Representatives  of  the  Department 
of  Social  Services  wore  present  and  apprised  the  Com- 
mittee of  the  Department's  budget  situation.  Depart- 
ment representatives  noted  that  the  federal  match  rate 
will  drop  from  64.5%  to  61.32%  resulting  in  a $11.8 
million  reduction  in  federal  funds  in  fiscal  year  1 993  due 
supposedly  to  Nebraska's  economy  fairing  belter  than 
that  of  other  states.  Department  representatives  also 
indicated  the  Nebraska  Hospital  Association  has  a law 
suit  against  the  Department  which  could  cost  $11.5 
million  in  jjrogram  funds. 

The  Committee  was  informed  of  the  possible  utiliza- 
tion of  a provider  tax  which  would  apply  a 2%  charge 
against  hospitals  to  help  fund  the  Medicaid  Program. 
The  Legislative  Bill,  LB  1285,  which  would  impose  the 
provider  tax  will  probably  not  be  passed  in  the  1992 
session  of  the  Legislature,  but  will  most  likely  be  given 
serious  attention  in  the  1993  Legislative  session.  The 
Association  opposes  a provider  tax  and  the  Nebraska 
Legislature  was  informed  of  this  position. 

The  Association  was  informed  that  the  Department  is 
implementing  the  evaluation  and  management  codes  as 
presented  in  the  new  CPT  coding  manual.  At  Doctor 
Chris  Wright's  request,  representatives  of  the  Associa- 
tion are  providing  input  in  various  areas  dealing  with 
portions  of  this  coding  section. 

The  group  also  discussed  the  new  Drug  Utilization 
Review  Program  requirements  in  light  of  the  program 
which  has  existed  in  Nebraska  for  several  years.  The 
Association  was  asked  to  recommend  an  additional 


physician  to  serve  on  each  of  the  Department's  two 
committees  which  address  this  program.  The  Associa- 
tion recommended  Doctors  Eugene  Lanspa  and  Richard 
I Iranac  be  added  to  the  respective  geogra[)hical  com- 
mittees. 

I he  Committee  also  briefly  discussed  the  Maternal 
and  Child  I lealih  statewide  hotline  which  is  mandated 
by  lille  V law  through  the  Public  Health  Service,  and 
Resolution  //I  (I  91)  which  dealt  with  Sunderlnuch  Cor- 
|)oration  process  under  its  review  contract  for  the  Med- 
icaid Program.  It  was  determined  that  the  general  con- 
cerns in  the  resolution  are  being  addressed  by  the  PRO 
Overview  Committee  in  its  communication  with  the 
Sunderbruch  Corporation.  The  Ad-Hoc  Committee  on 
Medicaid  Services  did  review  this  matter  with  the  repre- 
sentatives of  the  Department  of  Social  Services  specifi- 
cally regarding  criteria  being  applied  in  reviews  and  the 
consistency  of  their  a|)plication. 

I he  Committee  was  represented  at  a meeting  with 
Senator  Wesely  during  which  the  issues  of  adequate 
funding  for  Medicaid  and  the  matter  of  a possible 
provider  tax  were  discussed.  There  is  general  concern 
about  aderjuate  funding  for  the  Department  of  Social 
Services  and  the  comtriiUee  will  continue  to  be  aware  of 
and  involved  in  this  matter. 

The  Committee  presents  this  report  to  the  t louse  of 
Delegates  for  its  deliberation. 

REPORT  OF  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairman;  Ronald  W.  Klutman,  M.D., 
Columbus  - Vice-Chairman;  judith  A.  Butler,  M.D.,  Superior;  Robert  M. 
Cochran,  II,  M.D.,  Omaha;  Doruld  A.  Dynek,  M.D.,  Lincoln;  Michael  J, 
Cermer,  M.D.,  Lincoln;  James  A.  fosnaugh,  M.D.,  Lincoln;  Benjamin  R. 
Celber,  M.D.,  Lincoln;  Charles  D.  Gregorius,  M.D.,  Lincoln;  Robert  D.  Harry, 
M.D.,  Lexington;  Linda  S.  Head,  M.D.,  Bellevue;  Tamara  R.  Johnson,  M.D., 
Cambridge;  L.  Jay  Mclnlrye,  M.D.,  Omaha;  D.  G.  O'Leary,  M.D.,  Omaha; 
George  W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Dwaine 
J.  Peetz,  M.D.,  Neligh;  Richard  A.  Raymond,  M.D.,  Omaha;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D., 
Lincoln;  James  N.  Shreck,  M.D.,  North  Platte;  Jeffrey  L.  Susman,  M.D., 
Omaha;  Eileen  C.  Vautravers,  M.D.,  Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha; 
Peter  J.  Whitted,  M.D.,  Omaha;  Chad  Carlson,  Omaha;  Keri  Hoesing,  Omaha; 
Deanna  Larson,  Omaha. 

Every  year  the  Commission  on  Legislation  and  Gov- 
ernmental Affairs  deals  with  a wide  range  of  legislative 
proposals.  The  1992  Legislative  session  was  no  excep- 
tion. In  addition  to  approximately  50  bills  which  were 
carried  over  from  1991,  the  Commission  monitored  45 
new  bills  which  were  introduced  in  1992. 

Because  much  of  the  Legislative  session  was  con- 
sumed by  debate  over  the  personal  property  tax  crisis, 
the  Legislature  had  less  time  to  consider  non-tax  issues, 
than  would  ordinarily  be  the  case.  Nevertheless,  the 
Legislature  did  have  time  to  consider  a number  of  issues 
affecting  medicine.  As  of  the  date  of  this  report,  April  1 0, 
the  full  story  has  not  been  written,  because  the  Legisla- 
ture will  not  adjourn  until  April  14.  This  report  will 
therefore  be  updated  at  the  time  of  the  Annual  Session. 

Medical  Liability: 

Two  years  ago.  Senator  Chizek  from  Omaha  intro- 
duced LB  594,  which  proposed  to  raise  the  cap  on 
liability  under  the  Hospital-Medical  Liability  Act  from 
one  million  dollars  to  two  million  dollars.  The  NMA 
opposed  this  increase,  but  did  agree  to  an  amendment 
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which  would  raise  the  cap  $250,000,  after  meeting  with 
Senator  Chizek,  the  hospitals,  the  Department  of  Insur- 
ance and  the  insurance  industry.  This  $250,000  increase 
in  the  cap  was  passed  as  a part  of  LB  1 006,  which  makes 
a variety  of  amendments  in  the  insurance  laws.  No  other 
changes  will  be  made  in  the  professional  liability  statute. 

Physician  Laboratory  Regulation: 

The  Commission  has  been  closely  monitoring  the 
development  of  the  federal  regulations  under  CLIA  '88 
and  the  state  regulations  being  developed  under 
Nebraska's  Clinical  Laboratories  Certification  Act.  To- 
gether with  the  Department  of  Health  and  other  entities 
affected  by  the  state  regulations,  the  NMA  has  urged  the 
Legislature  to  delay  the  implementation  of  the  state  law 
until  we  understand  the  full  implications  of  the  federal 
regulations  under  CLIA  '88.  At  this  time,  we  expect  the 
Legislature  to  adopt  an  amendment  which  will  delay  the 
effective  date  of  the  state  law  until  January  1 , 1 994.  This 
will  allow  the  regulations  under  CLIA  '88  to  become 
effective  and  allow  everyone  to  evaluate  whether  there 
is  still  a need  for  the  state  law.  All  of  the  affected  parties 
appear  to  be  in  agreement  that  there  is  no  need  to  have 
two  separate  and  competing  sets  of  laboratory  regulations. 

Licensure  Issues: 

Once  again,  the  Legislature  considered  several  pro- 
posals to  change  the  scope  of  practice  for  health  profes- 
sionals. One  carryover  bill,  LB  144,  proposed  to  elimi- 
nate the  requirement  that  physicians  supervise  nurse 
anesthetists,  permitting  "independent"  practice  and  elimi- 
nating oversight  by  the  Board  of  Medical  Examiners.  A 
Committee  amendment  restored  the  requirement  of 
oversight  by  the  Board  of  Medical  Examiners,  but  per- 
mitted independent  practice.  Although  LB  144  was  not 
considered,  the  CRNAs  amendment  was  put  into  an- 
other bill,  LB  1019.  At  the  NMA's  insistence,  indepen- 
dent practice  in  dental  and  podiatric  offices  was  elimi- 
nated. The  NMA  has  opposed  this  proposal,  because 
the  courts  have  said  that  operating  physicians  cannot 
delegate  responsibility  for  the  care  of  patients  in  the 
operating  room  and  therefore  cannot  avoid  liability  for 
CRNA  conduct,  even  if  CRNAs  are  independent  practi- 
tioners. 

The  optometrists  returned  to  the  Legislature  seeking 
authority  to  treat  glaucoma,  remove  foreign  bodies,  and 
use  oral  drugs.  Working  with  the  Nebraska  Academy  of 
Ophthalmology,  the  NMA  participated  in  a long  series 
of  negotiations,  but  the  two  sides  were  unable  to  reach 
agreement.  The  Legislature  will  not  take  any  final  action 
on  LB  503  before  adjournment. 

Two  bills  dealing  with  emergency  medicine  were 
consolidated  into  LB  1 1 38,  which  was  passed.  This  bill 
now  provides  for  certification  of  a new  category  of  first 
responders.  The  NMA  worked  with  proponents  of  the 
EMT  bill  to  assure  that  the  EMTs  received  adequate 
ongoing  training  and  supervision. 

Another  carryover  issue  has  involved  the  need  to 
clarify  who  may  legally  draw  blood  under  the  state 
licensure  statutes.  Working  with  the  Department  of 
Health,  hospitals,  and  various  [rractitioner  groups,  the 
NMA  was  successful  in  arguing  that  the  state  did  not 
need  to  register  phlebotomists.  Instead,  we  have  pro- 
posed an  amendment  to  the  medical  practice  act  which 
clarifies  that  drawing  blood  is  not  the  practice  of  medi- 
cine, and  this  change  will  be  enacted  in  LB  1019. 


The  NMA  has  also  supported  LB  1278,  which  would 
permit  LPNs  to  have  appropriate  training  to  administer 
nasogastric  tube  and  IV  therapy.  This  bill  has  strong 
support  from  the  hospitals  and  nursing  homes,  but  has 
been  opposed  by  the  RNs.  Because  of  the  legislative 
schedule,  this  issue  will  not  be  resolved  this  year. 

The  physician  assistants  also  are  seeking  an  expanded 
scope  of  practice.  Senator  Wesely's  LB  1 282,  the  Health 
Care  Reform  Act,  included  provisions  which  would 
permit  PAs  to  prescribe  Schedule  II  drugs  for  pain  relief, 
dispense  medication  if  they  are  under  the  supervision  of 
a physician  with  a dispensing  license,  and  practice 
under  less  supervision  in  medical  shortage  areas.  A 
provision  in  LB  1019  will  allow  limited  PA  dispensing  of 
Schedule  II  drugs  but  does  not  address  the  other  issues. 

Childhood  Vaccination: 

The  NMA  has  worked  with  the  Nebraska  Academy 
of  Family  Practice  to  enact  LB  431,  which  would  create 
a statewide  vaccination  program.  We  also  worked  with 
proponents  of  a five-cent  increase  in  cigarette  tax  to  use 
one  cent  of  the  cigarette  tax  to  create  a trust  fund  in  the 
Department  of  Health.  Proceeds  of  the  trust  fund  would 
be  used  for  childhood  vaccination,  mammography,  and 
public  health.  Another  portion  of  the  cigarette  tax  would 
be  earmarked  for  cancer  research  at  UNMC  and 
Creighton  University.  LB  431  is  expected  to  pass  but  the 
tobacco  industry  was  successful  in  blocking  the  ciga- 
rette tax  increase. 

Utilization  Review: 

The  Legislature  passed  LB  428,  which  would  estab- 
lish state  regulation  of  utilization  review  companies.  LB 
428  requires  the  utilization  review  companies  to  meet 
national  accreditation  standards  and  additional  state 
requirements.  Among  other  things,  it  requires  participa- 
tion by  a physician  in  any  final  decision  to  deny  cover- 
age for  services. 

Living  Wills: 

The  Legislature  enacted  LB  671,  authorizing  persons 
to  make  living  wills,  and  LB  696,  authorizing  durable 
powers  of  attorney  for  health  care  decisions.  The  NMA 
supported  both  bills.  Under  LB  671,  persons  may  make 
advanced  directives  indicating  their  desire  to  discon- 
tinue life  sustaining  treatment  if  they  become  terminally 
ill  or  are  in  a persistent  vegetative  state.  Under  LB  696, 
persons  may  designate  another  person  to  make  health 
care  decisions  if  they  become  incapacitated. 

Birth  and  Death  Certificates: 

The  NMA  supported  LB  1017,  which  would  have 
limited  the  access  of  persons  to  birth  and  death  certifi- 
cates. This  bill  was  introduced  in  response  to  an  Attor- 
ney General's  opinion  that  birth  and  death  certificates 
are  public  records.  A compromise  version  of  LB  1017 
was  added  to  LB  1019.  This  compromise  would  allow 
the  Department  to  require  identification  from  persons 
who  want  to  view  a vital  statistic  record  and  to  charge 
a fee.  We  expect  that  the  Department  and  the  Legisla- 
ture will  continue  to  study  this  issue  and  [rropose  addi- 
tional changes  next  year. 

Head  Injury  Registry: 

Ihe  Legislature  has  enacted  the  Brain  and  Head 
Injuiy  Registry,  under  LB  308.  Although  the  NMA  has 
(|uestioned  the  need  for  this  l)ill,  our  [irincipal  effort  was 
to  get  the  bill  into  a more  workalrle  form.  Ihe  bill  will 
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require  hos[)it.ils  and  physicians  to  file  reports  concern- 
ing patients  who  have  specified  types  of  head  injuries. 

Mandatory  Seat  Belts: 

I he  NMA  has  supporteil  I B 958,  which  would  rees- 
tablish a re()uirernent  that  drivers  wear  seatbelts.  I’ropo- 
nents  of  tb  95H  have  freen  helped  by  a federal  l.tw 
which  will  take  away  highway  construction  funds  from 
Nebraska  in  1994,  if  it  does  not  have  a mandatory 
seatlrelt  law.  1 he  vote  on  this  issue  will  Ire  close  and  we 
cannot  predict  at  this  time  whether  it  will  be  successful. 

Mental  Health  Commitment: 

I ho  Legislature's  schedule  prevented  passage  ol  LB 
678,  which  made  a number  of  intprovernents  in  the 
mental  health  commitment  laws,  including  provision  of 
training  for  mental  health  board  members  and  addi- 
tional treatment  o[)tions.  Ihe  legislature  had  deleted  a 
controversial  provision,  which  the  NMA  sup|)orted, 
adding  an  additional  ground  for  commitment.  Ihe  1 lealth 
and  Human  Services  committee  will  conduct  an  interim 
study  concerning  whether  there  is  a need  to  change 
commitment  standards. 

Other  New  Laws: 

Ihe  Legislature  has  or  is  expected  to  enact  several 
other  bills  which  had  the  support  of  the  NMA.  these 
include  restrictions  on  the  location  of  cigarette  vending 
machines  (LB  130);  encouraging  educational  |)rograms 
for  bone  marrow  transplants  (IB  1099);  changing  the 
driver's  license  law  to  encourage  anatomical  gifts  (LB 
1178);  and  creating  investigative  teams  to  deal  with 
child  abuse  and  neglect  (LB  1 184). 

Bills  Not  Enacted: 

Of  the  nearly  100  bills  which  we  monitored,  many 
were  unsuccessful.  Anrong  the  notable  ones  which  we 
opposed  or  monitored  were  proposals  to  eliminate  the 
motorcycle  helmet  law  (LB  252);  relax  the  restrictions 
on  the  distril)ution  of  smokeless  tobacco  (LB  577); 
reduce  Medicaid  services  (five  bills);  and  enact  a Health 
Care  Keform  Act  (LB  1 282).  The  Legislature  also  refused 
to  consider  a proposal  to  impose  a two  percent  provider 
tax  on  hospitals,  to  help  fund  the  Medicaid  program  (LB 

1285) .  Because  of  the  increased  pressures  on  the  state 
budget  due  to  changes  in  the  Medicaid  prograrii,  we 
expect  that  the  provider  tax  issue  will  receive  serious 
attention  in  the  1993  session. 

Another  bill  which  surfaced  late  in  the  session,  (LB 

1286) ,  would  have  established  a one-year  moratorium 
on  hospital  construction  in  Lincoln  and  Omaha.  The 
NMA  opposed  such  a moratorium,  and  it  was  narrowly 
defeated  during  the  last  days  of  the  session. 

On  March  25,  representatives  of  the  Association  met 
with  Senator  Wesely  for  purposes  of  discussing  numer- 
ous legislative  items  of  interest.  A substantial  portion  of 
the  discussion  dealt  with  adequate  funding  for  Medicaid 
medical  services  and  the  Department  of  Social  Services 
in  general.  We  expressed  concern  regarding  the  pro- 
posed provider  tax,  while  expressing  support  for  many 
of  the  legislative  proposals  mentioned  in  this  report.  We 
also  discussed  the  efforts  of  our  Committee  on  Health 
Planning  in  conjunction  with  the  Governor's  recently 
appointed  Blue  Ribbon  Coalition.  The  Association  repre- 
sentatives felt  the  discussion  was  beneficial  for  purposes 
of  maintaining  communication  with  Senator  Wesely 
who  chairs  the  Nebraska  Legislature's  Health  and  Hu- 
man Services  Committee. 


We  wish  to  again  thank  the  Auxiliary  for  its  efforts  in 
the  very  successful  Legislative  Day  which  took  place  on 
january  28,  1992.  Ihis  was  an  activity  which  included 
vaiious  medical  testing  activities  in  the  Capitol  Rotunda 
during  the  morning  hours  and  finished  with  a luncheon 
for  senators  and  their  s|)ouses.  In  addition,  the  Auxiliary 
hosted  a brunch  lot  the  spouses  of  Nebraska's  legisla- 
tors which  was  a successful,  appreciated  activity.  We 
thank  the  Auxiliary  for  its  efforts. 

Ihe  Commission  also  recognizes  the  very  important 
communication  with  legislators  which  was  carried  out 
by  contact  physicians,  auxiliary  memlrers  and  the  gen- 
eral membershi()  of  the  Association.  It  is  imt)ortant  that 
|)hysicians  and  s|)ouses  maintain  communication  with 
theit  legislators  when  they  are  in  their  home  district 
during  the  summer  and  fall. 

Your  Commission  on  Legislation  and  Governmental 
Affaiis  submits  this  report  to  the  f louse  of  Delegates  for 
its  consideration. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  C.  Bosley,  M.D.,  Grand  Island  > Chairman;  joseph  R.  Ellison, 
M.D.,  Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Kurt  W.  Lesh,  M.D.,  York; 
Morris  B.  Mellion,  M.D.,  Omaha;  Wesley  C.  Wilhelm,  M.D.,  Omaha;  Lisa 
Cammel,  Omaha. 

The  Committee  has  reviewed  a rough  draft  of  the 
curriculufTi  on  comprehensive  health  education  which 
has  been  referred  to  in  several  past  reports  of  this 
Committee.  The  Department  of  Education  will  begin  to 
distribute  this  document  to  schools  when  orientation 
sessions  are  held  for  educators  during  this  year.  This 
Committee  will  not  necessarily  take  part  in  these  ses- 
sions, but  will  be  advised  of  their  progress. 

Beginning  its  study  of  health  education  in  the  teach- 
ers colleges  in  Nebraska,  the  Committee  has  heard  Dr. 
Ian  Newman  of  the  Health  Education  Department  of  the 
Teachers  College  of  the  University  of  Nebraska  present 
a summary  of  the  curriculum  in  health  education  in  the 
College.  Lie  pointed  out  that  the  U.S.  Department  of 
Education  has  developed  goals  for  the  nation  for  im- 
proving the  health  of  children  and  that  the  goal  of  the 
health  education  unit  of  the  University  is  to  help  the 
faculty  and  students  of  the  Teachers  College  to  be 
aware  of  the  need  to  pay  more  attention  to  the  health 
of  children  and  to  develop  a curriculum  of  health  edu- 
cation in  the  school  system. 

Dr.  Christina  Perry-Elunnicutt,  a member  of  the  health 
education  unit,  told  the  Committee  that  there  is  a na- 
tional effort  to  promote  comprehensive  health  educa- 
tion, and  she  presented  a proposal  from  CDCs  Interim 
Operational  Definition  of  Comprehensive  School  Health 
Education  which  defines  the  elements  of  such  a pro- 
gram in  schools.  The  University  is  training  its  students  in 
the  area  of  comprehensive  health  education  and  its 
application  in  the  classroom.  She  emphasized  that  stu- 
dents spend  much  time  in  a classroom  in  student  teach- 
ing in  order  to  gain  essential  practical  experience. 

Dr.  Perry-Hunnicutt  noted  further  that  the  Teachers 
College  is  accredited  by  a national  organization  as  a 
comprehensive  educational  unit.  She  said  that  there  is  a 
requirement  for  multi-cultural  programs  for  teacher  train- 
ing. 
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The  Committee  emphasizes  again  the  critical  role  of 
the  Association,  and  especially  its  Auxiliary,  in  promot- 
ing comprehensive  health  education  in  Nebraska,  by 
encouraging  schools  in  our  communities  to  adopt  the 
health  education  curriculum  that  the  Department  of 
Education  has  developed,  meeting  with  school  adminis- 
trators and  members  of  boards  of  education  to  discuss 
the  importance  of  this  curriculum. 

The  Committee  notes  that  health-related  careers  are 
considered  in  this  curriculum,  providing  another  oppor- 
tunity to  emphasize  to  students  the  opportunities  in 
these  fields.  The  Committee  emphasizes  further  that  we 
must  stress  the  critical  role  of  community  support  for- 
solving  the  challenging  problems  of  young  people:  the 
schools  cannot  provide  all  the  answers. 

With  the  approval  of  the  House  of  Delegates,  the 
Committee  will  continue  its  study  of  how  teachers  are 
trained  in  comprehensive  health  education  in  our  teach- 
ers colleges,  and  will  continue  to  report  on  that  study. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  VIOLENCE  & NEGLECT 

John  F.  Riedler,  M.D.,  Omaha  ♦ Chairman;  Robert  M.  Cochran,  II,  M.D., 
Omaha;  Jack  K.  Lewis,  M.D.,  Omaha;  John  R.  Mitchell,  M.D.,  Omaha;  Stanley 
F.  Nabity,  M.D.,  Grand  Island;  Paul  j.  Nelson,  M.D.,  Omaha;  Robert  C. 
Osborne,  M.D.,  Lincoln;  Donald  J.  Pavelka,  M.D.,  Omaha;  Dwaine  J.  Peetz, 
M.D.,  Neligh;  Janice  Lassek,  Omaha. 

We  met  on  three  occasions,  June  1 2,  1 991,  Novem- 
ber 13,  1991  and  April  1,  1992.  The  following  is  a 
summary  of  the  activity  of  this  committee  during  the  last 
year. 

We  have  met  with  the  Director  of  the  Department  of 
Social  Services,  Mary  Dean  Harvey,  and  her  counsel, 
along  with  the  State  Attorney  General's  office  represen- 
tatives. In  addition,  we  have  met  with  representatives 
from  several  of  the  larger  county  attorney  offices.  The 
focus  of  our  attention  has  been  centered  on  recognition 
of  the  signs  and  symptoms  of  neglect  and  abuse  in 
families,  including  children,  adults  and  the  geriatric  popu- 
lation. 

We  also  looked  at  the  conflict  and  understanding 
between  physicians  and  the  legal  system  with  regards  to 
responsibilities  for  reporting  abuse  and  neglect  and  the 
understanding  of  proper  procedure  when  a multi-disci- 
plinary team  approach  is  being  used.  Multi-disciplinary 
teams  are  commonly  used  to  deal  with  neglect  and 
abuse  issues  on  all  levels.  The  committee  has  discussed 
LB  1184  with  amendments  which  is  a bill  to  create 
investigation  teams  and  treatment  teams  in  each  county 
of  the  State  of  Nebraska.  This  bill  is  designed  to  encour- 
age the  sharing  of  resources  and  information.  The  com- 
mittee feels  that  the  state  rTiedical  association  should  be 
involved  with  the  teams. 

It  is  felt  that  [)hysicians  are  in  need  of  education  to 
recognize  the  problems  that  they  will  be  presented  with 
at  their  offices  when  abuse  and  neglect  are  occurring  in 
the  home,  and  how  to  deal  with  the  problems  once  they 
are  recognized.  For  instance,  it  is  felt  that  most  doctors 
are  leery  about  having  to  testify  as  expert  witnesses  in 
court.  They  often  feel  that  they  are  on  trial.  1 he  commit- 
tee recommended  that  an  educational  package  for  the 
physicians  who  are  involved  with  the  legalities  of  abuse 
and  neglect  be  developed. 


In  addition,  it  was  suggested  that  pamphlets  be  placed 
in  physicians  offices  regarding  parenting  classes,  AA 
and  family  counseling.  This  was  thought  to  be  a non- 
intrusive  way  of  subtly  suggesting  a wellness  approach 
to  families  that  would  help  reduce  the  amount  of  abuse 
and  neglect  occurring. 

This  summary  is  not  a complete  list  of  the  extensive 
discussions  that  have  been  held,  but  does  give  some 
idea  of  the  direction  that  the  committee  is  taking  with 
regard  to  the  serious  health  problems  of  abuse  and 
neglect  in  the  State  of  Nebraska. 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  24, 1 992  at  the 
Marriott  Hotel,  Omaha,  Nebraska. 

Members  present  were:  Doctors  Sushil  S.  Lacy,  Paul 
M.  Scott,  Cordon  D.  Adams,  Kenneth  C.  Bagby,  Richard 
M.  Pitsch,  R.A.  Blatny,  Stanley  F.  Nabity,  Charles  F. 
Damico,  Milton  R.  Johnson,  Perry  T.  Williams,  Darroll  J. 
Loschen  and  Paul  E.  Collicott. 

The  meeting  was  called  to  order  by  the  Chairman, 
Stanley  F.  Nabity,  M.D. 

Dr.  Nabity  called  for  approval  of  the  minutes  of  the 
Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  Journal.  The  minutes  were  approved 
as  written. 

Dr.  Nabity  referred  the  Councilors  to  the  lists  of  non- 
members and  1991  members  who  have  not  yet  paid 
1992  dues  and  asked  that  they  make  every  effort  to 
contact  these  individuals. 

The  Councilors  discussed  the  reports  and  resolutions 
contained  in  the  handbook. 

Doctor  Loschen  informed  the  Councilors  that  Dr. 
Hartman  would  be  seeking  nominations  for  an  addi- 
tional NMA  member  to  be  sent  to  the  annual  AMA 
Leadership  Conference  and  would  be  elaborating  on 
this  issue  during  the  reference  comrTiittee  meeting  this 
afternoon. 

It  was  noted  in  reference  to  the  AMA  Delegate's 
report  that  economic  credentialing  is  not  currently  be- 
ing utilized  in  Nebraska  but  that  physicians  should  be 
aware  that  it  exists. 

Dr.  Nabity  noted  that  UNMC's  RFIFN  Program  is 
being  initiated  and  that  residents  will  be  practicing  in 
Grand  Island  and  Kearney  this  summer. 

Considerable  discussion  evolved  concerning  the  pro- 
posed provider  tax  on  hospitals  and  the  potential  for  it 
being  expanded  to  encompass  physicians  as  well.  It  was 
noted  that  at  the  present  time,  the  question  of  the  how 
to  apply  the  tax  to  physicians  is  still  unresolved.  Ihe 
current  squeeze  of  Medicaid  on  the  state's  Irudget  was 
acknowledged. 

The  requests  for  Life  and  Associate  Memf)ershi[)s 
were  reviewed  and  approved  by  the  Councilors. 

t)r.  Williams  directed  the  Councilors'  attention  to 
Resolution  //5  which  would  change  the  criteria  for  Life 
Membership  status.  As  currently  written,  the  resolution 
was  deemed  to  l)e  vague,  with  definitions  of  "senior", 
"full-time"  and  "|)art-time"  needing  to  be  developed. 
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Resolution  //I  dealing  with  the  limited  x-ray  system 
operator  course  requirements  was  discussed.  It  was 
noted  that  the  current  test  is  too  difficult  and  the  fee  for 
the  course  is  unreasonable.  It  was  noted  that  the  NMA 
plans  to  meet  with  Dr.  Horton  to  discuss  the  test  as 
currently  written. 

-ffi  fegiirtf- to -tbc-fesekjlH)n-rogar-dit>g  the -ftayment 
drffefeHtiaf-fef-young-|)hysk;iafiS;  il-wa^  soggested-that 
the  -various-  residency-  j>«)gFan>s^  within  tiw  -stattvdre 
eontactetf  -antf  advisetl  -to  -olHain  Methcafe-providt'e 
-nunibers-fof  theiefeskJents-as  early-4n  theif  resideneks 
as  t>ossibl(>4o  r*ega4e  part  of  the  im^ract  of  thediffefei>ti.k. 

With  reference  to  Resolution  #4  regarding  the  liabil- 
ity cap,  it  was  noted  that  the  cap  has  been  raised  to 
$1.25  million  as  the  result  of  a compromise  reached 
with  Senator  Chizck  in  1991. 

Considerable  discussion  regarding  the  limitation  of 
AMA  Delegate  and  Alternate  Delegate  terms  ensued. 
Considerable  concern  was  raised  regarding  the  poten- 
tial fiscal  impact  of  this  resolution.  It  was  noted  that 
currently  two  delegates  and  two  alternate  delegates  are 
elected,  with  the  alternate  delegates  filling  the  addi- 
tional two  delegate  slots  allotted  by  the  AMA.  The 
officers  of  the  NMA  then  fill  the  remaining  alternate 
delegate  slots.  Under  the  proposed  resolution,  four 
alternate  delegates  and  four  delegates  would  be  elected 
with  a potential  budgetary  impact  of  $16,000-20,000 
per  year.  Concern  was  also  raised  as  to  the  NMA's 
ability  to  move  individuals  up  in  the  AMA  hierarchy  if 
such  a restriction  was  imposed.  However,  it  was  also 
noted  that  some  members  feel  the  Association  would 
be  healthier  if  there  was  more  rotation  of  these  ftosi- 
tions. 

In  regard  to  Resolution  #8  regarding  primary  care 
physicians,  it  was  expressed  that  this  is  really  a quality 
care  issue.  It  was  emphasized  that  separate  diagnosis 
and  more  careful  documentation  were  the  best  avenues 
for  primary  care  physicians  to  pursue  in  pre  and  post 
operative  situations. 

Considerable  discussion  also  ensued  regarding  Reso- 
lution #10  concerning  insurance  policies.  It  was  noted 
that  some  employers  change  insurance  plans  almost 
yearly  which  causes  a lack  of  continuity  in  care  for  the 
patient.  It  was  suggested  that  the  resolution  be  re- 
worded and  pushed  as  a benefit  to  the  patient.  It  was 
also  recommended  that  this  issue  be  studied  by  an 
existing  committee  rather  than  a new  committee,  such 
as  the  Commission  on  Association  Affairs  or  the  Com- 
mittee on  Health  Planning. 

1 he  word  "mandating”  in  Resolution  #1  2 concerning 
immunizations  and  insurance  coverage  raised  concern 
as  the  NMA  is  on  record  as  opposing  mandated  ben- 
efits. It  was  suggested  that  the  NMA  assist  in  the  deci- 
sion of  what  the  public  considers  basic  health  care. 

While  discussing  prescription  drug  policies,  it  was 
noted  that  there  is  currently  no  incentive  for  federal 
government  involvement  as  they  only  pay  for  injectable 
drugs. 

Following  review  of  cases  received.  Dr.  Nabity  called 
for  nominations  from  the  Board  for  the  position  of 
Chairman  of  the  Board  of  Councilors.  Doctor  Damico 
was  nominated  and  elected  unanimously  by  the  Councilors. 


Dr.  Nabity  called  for  nominations  from  the  Board  for 
the  position  of  Secretary  of  the  Board  of  Councilors.  Dr. 
Blatny  was  nominated  and  elected  unanimously. 

I he  Board  of  Councilors  commended  Dr.  Nabity  for 
his  dedicated  service  as  chairman  the  past  several  years. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

1 he  First  Session  of  the  I louse  of  Delegates  was  held 
April  24,  1 992,  at  the  Marriott  Flolel,  Omaha,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner.  83  [Telegates  were  present  and  the 
meeting  was  declared  in  session.  Seating  of  Alternate 
Delegates  for  Delegates  took  place. 

Dr.  Allen  Dvorak  presented  the  invocation  and  Dr. 
Blaine  Roffman  was  appointed  Parliamentarian. 

The  Following  50-Year  Practitioners  were  recognized 
by  the  House; 

Charles  F.  Ashby,  M.D.,  Geneva 
Louis  G.  Bunting,  M.D.,  Hebron 
Hodson  A.  Hansen,  M.D.,  Lincoln 
George  E.  Place,  M.D.,  Lincoln 
Paul  Milton  Scott,  M.D.,  Auburn 

The  following  50-Year  Practitioners  were  not  in 
attendance: 

Gordon  E.  Gibbs,  M.D.,  Thermal,  CA 
Fred  W.  Harb,  M.D.,  Sun  City  West,  AZ 
Henry  Kammandel,  M.D.,  Tucson,  AZ 
Daniel  M.  Miller,  M.D.,  Omaha 
John  C.  Nelson,  M.D.,  Wymore 
Hubert  O.  Paulson,  M.D.,  Lincoln 
j.  Alfred  Proffitt,  M.D.,  Grand  Island 

A brief  recess  was  taken  to  allow  the  Delegates  and 
Alternate  Delegates  to  extend  congratulations  to  the  50- 
year  Practitioners. 

The  House  stood  for  a moment  of  silence  after 
Doctor  Collicott  read  the  Necrology. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Fall  Session,  and  these  were  approved  as  printed  in  the 
December  1 991  issue  of  the  Nebraska  Medical  Journal. 

The  following  oral  reports  were  presented: 

Perry  T.  Williams,  M.D.,  President,  NMA 

Dr.  Williams  extended  his  thanks  to  everyone  for 
their  help  and  efforts  during  the  past  year. 

Mary  Dean  Harvey,  Director,  State  Department  of 
Social  Services. 

Ms.  Harvey  apprised  the  House  that  the  federal 
matching  rate  will  be  decreasing  in  October,  1 992  from 
64.5%  to  approximately  61%  which  will  result  in  a $1 3 
million  shortfall  in  the  Medicaid  budget  for  the  next 
year.  Although  Governor  Nelson  covered  this  shortfall 
with  additional  state  funding  for  the  1992-93  year,  the 
situation  is  anticipated  to  worsen  over  the  next  three 
years. 
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Mark  B.  Horton,  M.D.,  Director,  State  Department  of 
Health. 

Dr.  Horton  saluted  the  Health  Planning  Committee 
for  its  health  care  reform  document.  He  announced  the 
state  had  been  awarded  a CDC  grant  totalling  $2  million 
a year  for  five  years  to  be  used  to  address  breast  and 
cervical  cancer  detection  among  women  in  Nebraska. 
The  Department's  goal  is  to  increase  the  mammography 
rate  from  its  current  level  of  52.5%  to  78%.  He  cau- 
tioned the  House  regarding  two  potential  areas  of  con- 
cern facing  the  state:  (1 ) the  certificate  of  need  process 
and  (2)  the  lack  of  organization  of  an  emergency  medi- 
cal care  plan  for  the  state. 

F.  William  Karrer,  M.D.,  Chairman,  Ad-Hoc  Commit- 
tee on  Tumor  Registry,  addressed  the  House. 

After  an  Executive  Session,  Dr.  Myron  E.  Samuelson 
ofWymore  agreed  to  serve  on  Reference  Committee  #5 
in  place  of  Dr.  Donald  Weldon  of  Beatrice. 

The  House  took  a brief  recess  to  meet  in  Councilor 
Districts  in  order  to  select  Nominating  Committee  mem- 
bers. The  following  delegates  were  chosen  to  represent 
their  district  on  the  Nominating  Committee: 

1 St  District  - Robert  L.  Kruger,  M.D. 

2 nd  District  - Richard  Hammer,  M.D. 

3 rd  District  - Myron,  E.  Samuelson,  M.D. 

4 th  District  - Natvarlal  Patel,  M.D. 

5 th  District  - None 

6 th  District  - None 

7 th  District  - R.  A.  Blatny,  M.D. 

8 th  District  - None 

9 th  District  - Michael  Horn,  M.D. 

10  th  District  - Tamara  Johnson,  M.D. 

1 1 th  District  - Dwight  Larson,  M.D. 

1 2 th  District  - Vince  Bjorling,  M.D. 

Reference  Committee  AssignrTients  were  made  as 
follows: 

REFERENCE  COMMITTEE  #1 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1  (F 
91)  A()proval  of  Medicaid  Review  Criteria 
Report,  Board  of  Directors,  Item  #10,  Resolution  #12 
(F  91 ) Laser  Statement 

Report  of  the  State  Department  of  Social  Services 
Report  of  the  Ad-Floc  Committee  on  Medicaid 
Services 

Report  of  the  Commission  on  Medical  Education 
Report  of  the  NMA  PRO  Overview  Committee 
Resolution  #2,  Ad-Hoc  Committee  on  Young  Physi- 
cians, Student  Loan  Deferment  and  Loan  Forbear- 
ance 

Report  of  the  Ad-Hoc  Committee  on  Violence  & 
Neglect 

REFERENCE  COMMITTEE  #2 

Report,  Board  of  Directors,  Item  #12,  Resolution  #14 
(F  91 ) Standardization  of  Collection  and  Custody 
Procedures  of  Body  Fluid  Specimens 
Report,  Board  of  Directors,  Item  #20,  Committee  on 
Rural  I lealth 

Report,  Board  of  Directors,  Item  #21,  Area  Health 
Education  Center  Grant  Application 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  University  of  NE  Medical  Center  - 
Student  Chapter 


Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 
Report  of  the  Commission  on  Hospital  Medical  Staff 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 
Resolution  #16,  Metro  Omaha,  Health  Care  Insur- 
ance Premiums  for  Self  Employed 

REFERENCE  COMMITTEE  #3 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2  (F 
91)  Limitation  on  AMA  Delegate/Alternate  Terms 
Report,  Board  of  Directors,  Item  #5,  Resolution  #5  (F 
91)  Medicare  Reimbursement  for  New  Physicians 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  YPS  Delegate  to  the  AMA 
Report  of  the  Ad-Hoc  Committee  on  Young  Physi- 
cians 

Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Resolution  #3,  Ad-Hoc  Committee  on  Young  Physi- 
cians, Elimination  of  Payment  Differential  for  "New" 
Physicians 

Resolution  #6,  Lancaster,  Limitation  on  AMA  Del- 
egate/Alternate Terms 

Resolution  #7,  C.  J.  Cornelius,  Jr.,  M.D.,  Economic 
Impact  Statement  Requirement  for  State  and  Fed- 
eral Regulations  for  Physicians,  Hospitals,  and  Other 
Health  Care  Participants  Affected  by  Legislation 
and  Regulation 

Resolution  #8,  Metro  Omaha,  Primary  Care  Physi- 
cians 

Resolution  #1 1,  Metro  Omaha,  Hospital  Access 

REFERENCE  COMMITTEE  #4 

Report,  Board  of  Directors,  item  #4,  Resolution  #4  (F 
91)  Necessity  of  Fall  Session 
Report,  Board  of  Directors,  Item  #8,  Resolution  #8  (F 
91)  Dissemination  of  Information 
Report,  Board  of  Directors,  Item  #11,  Resolution  #13 
(F  91)  Proposed  Amendment  to  Articles  and  By- 
laws of  the  Association  Dealing  with  Limiting  Elec- 
tive Positions  and  Chairpersons  of  Commissions/ 
Committees  to  Active  Members  Engaged  in  Full- 
Time  Medical  Practice  or  Related  Activities 
Report,  Board  of  Directors,  Item  #13,  Annual  Audit 
Report,  Board  of  Directors,  ltem#14.  Membership 
Report,  Board  of  Directors,  Itent  #15,  Unified  Mem- 
bership 

Report,  Board  of  Directors,  Item  #16,  Long  Term 
Care  Insurance 
Annual  Audit 

Report  of  the  Nebraska  Medical  Foundation 

Life  Membership  and  Associate  Membership  Requests 

Report  of  the  Scientific  Sessions  Committee 

Resolution  #5,  Lancaster,  Membership 

Report  of  the  Commission  on  Association  Affairs 

REFERENCE  COMMITTEE  #5 

Report,  Board  of  Directors,  Item  #6,  Resolution  #6  (F 
91)  CLIA  1988 

Report,  Board  of  Directors,  Item  #7,  Resolution  #7 
(F91)  Anesthesia  as  the  Practice  of  Medicine 
Report,  Board  of  Directors,  Item  #22,  State  Vaccines 
to  Attending  I’hysicians 

Report  Board  of  Directors,  Item  #23,  Bundling  of 
Fees  for  Autologous  Blood 
Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 

Report  of  the  State  Department  of  I lealth 
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Report  of  the  Ad-I  loc  Committee  of  Professional 
Liability 

Report  of  the  Commission  on  Legislation  ^ Cjovern- 
mental  Affairs 

Resolution  //I,  Cheyenne-Kimball-Deuel,  limited  X- 
Ray  System  Operator  Course  Requirements 
Resolution  H4,  Lancaster,  Liability  Ca() 

Resolution  «9,  Metro  Omaha,  Quality  Improvement 
Activities 

Resolution  #10,  Metro  Omaha,  Insurance  Policies 
Resolution  #12,  Metro  Omaha,  Immunizations  & 
Insurance  Coverage 

Resolution  #13,  Metro  Omaha,  OORA  Regulations 
Resolution  #14,  Metro  Omaha,  Presciiption  Policy 
Resolution  #1  7,  Lancaster,  Licensed  Insurance  Com- 
pany Physicians 

REFERENCE  COMMITTEE  #6 

Report,  Hoard  of  Directors,  Item  #3,  Resolution  #3 
(E91)  and  Resolution  #9  (F  91)  I IIV  Testing  and  the 
CDC  Guidelines  for  EIIV  Disease 
Report,  Hoard  of  Directors,  Item  #9,  Resolution  #10 
(F  91)  and  Resolution  #11  (F  91)  Licensure  of 
Tanning  Parlors  and  Licensure  of  Electrologists 
Report,  Hoard  of  Directors,  Item  #1  7, 1 IIV  Indemnity 
Insurance 

Report,  Hoard  of  Directors,  Item  #18,  Recognition  of 
Fifty-Year  Practitioners 

Report,  Hoard  of  Directors,  Item  #1  9,  Support  Group 
Report  of  the  Ad-Hoc  Committee  on  Maternal  and 
Child  Health 

Report  of  the  Commission  on  Public  Affairs 
Resolution  #15,  Lancaster,  HIV  Testing 
Minutes,  Hoard  of  Councilors 

Report  of  the  Ad-t  loc  Committee  on  I lealth  Education 

Doctor  Meissner  stated  that  the  Reference  Commit- 
tees 1,  3,  4 & 5 would  meet  immediately  following 
recess  of  the  House  and  Reference  Committees  2 & 6 
would  meet  one  and  one-half  hours  later. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  8 a.m. 


HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  26,  1992.  The  meeting  was  called  to  order  by 
the  Vice  Speaker,  Doctor  David  Little.  77  delegates  were 
present  and  the  meeting  was  declared  in  session.  Seating 
of  Alternate  Delegates  for  Delegates  took  place. 

Doctor  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

The  AMA-ERF  checks  were  presented  by  Mrs.  Donna 
Stone,  outgoing  President  of  the  NMA  Auxiliary,  to  Doc- 
tor Frederick  F.  Paustian,  representative  of  the  Univeristy 
of  Nebraska  College  of  Medicine  and  to  Doctor  Richard 
L.  O'Hrien,  Dean  of  the  Creighton  University  School  of 
Medicine. 

Mrs.  Stone  presented  a report  of  the  NMA  Auxiliary's 
activities  during  the  past  year.  Doctor  Little  extended  the 
Association's  thanks  to  the  Auxiliary  for  their  hard  work 
during  the  past  year. 


The  Nebraska  Medical  Foundation  C.A.  McWhorter, 
M.D.  Memorial  Scholarship  was  presented  by  Rosalynn 
Fraser,  granddaughter  of  T3r.  McWhorter,  to  Sandra  M. 
Allbery,  a Senior  at  the  University  of  Nebraska  College  of 
Medicine. 

Doctor  Sushil  Lacy,  President  of  the  Nebraska  Medical 
Foundation,  presented  the  Nebraska  Medical  Foundation 
Student  Research  Scholarship  Program  checks  to  Mr. 
David  Krainacker  of  the  Creighton  LJnivesity  School  of 
Medicine,  and  to  Ms.  Anna  H.  O'Grady  of  the  University 
fo  Nebraska  College  of  Medicine.  Doctor  Lacy,  acknowl- 
edging Creighton  University  .School  of  Medicine's  100th 
anniversary,  recognized  Doctor  Richard  L.  O'Hrien,  Dean. 

Doctor  Lacy  also  presented  the  Frank  1 1.  Tanner,  M.D. 
Memorial  Scholarshi|)  to  Ms.  Kimberly  Kleveland,  a Sopho- 
more at  the  University  of  Nebraska  College  of  Medicine. 

Doctor  Little  reminded  the  I louse  that  the  Foundation 
provides  not  only  scholarships  but  also  loans  to  medical 
students. 

Doctor  Darroll  Loschen,  NMA  President,  recognized 
Mr.  William  Schellpeper,  Executive  Director  of  the  Ne- 
braska Medical  Association,  for  thirty  years  of  service  to 
the  organization  and  presented  him  with  a gift  certificate. 
The  I louse  responded  with  a standing  ovation. 

Doctor  Little  introduced  Doctor  Thomas  Stolee,  Presi- 
dent of  the  Minnesota  Medical  Association.  Dr.  Stolee 
addressed  the  House  concerning  Minnesota's  recently 
enacted  health  care  access  bill.  The  four  features  of  the 
legislation  are  cost  containment,  insurance  reform, 
uninsured  health  plan  and  rural  health  reform.  He  noted 
that  the  legislation  was  passed  in  spite  of  opposition  from 
the  Minnesota  Medical  Association  and  cautioned  the 
Nebraska  Medical  Association  to  start  making  plans  now 
in  order  to  prevent  a similar  scenario  devclo|)ing  in 
Nebraska. 

Reports  of  the  Reference  Committees  were  presented 
as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  7 reports  and  1 
resolution.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

( 1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  # 1 , RESO- 
LUTION #1  (F91)  - APPROVAL  OF  MEDICAID  RE- 
VIEW CRITERIA 

The  Hoard  of  Directors  has  referred  the  interactive 
review  process  to  the  Ad-Hoc  Committee  on  Medicaid 
Services  and  the  NMA  PRO  Overview  Committee.  There 
was  no  discussion. 

RECOMMENDATION: 

1.  It  is  recommended  this  action  of  the  Board  of 
Directors  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTON  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #10, 

RESOLUTION  #12  (F91 ) - LASER  STATEMENT. 

There  was  no  discussion  of  the  report. 
RECOMMENDATION: 

1.  It  is  recommended  this  action  of  the  Board  of 
Directors  be  accepted. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  STATE  DEPARTMENT  OF  SOCIAL  SER- 
VICES 

An  extensive  discussion  took  place  between  the  Direc- 
tor of  the  Deftartment  of  Social  Services,  Mary  Dean 
Elarvey,  the  Medical  Director,  Doctor  Chris  Wright,  and 
numerous  participants  in  the  Reference  Committee  hear- 
ing. The  focus  of  the  discussion  included  the  Medicaid 
remunerative  rate,  expanded  eligibility  criteria  for  citizens 
of  the  State  to  become  Medicaid  recipients,  the  inclusion 
of  nursing  home  costs  with  the  Department's  health  care 
expenditures,  and  the  provider  tax  legislation  proposal  to 
meet  the  Department's  increasing  need  for  revenues  to 
support  Medicaid  services.  While  no  conclusions  were 
obtained,  it  was  very  evident  the  Department  of  Social 
Services  greatly  appreciates  the  ongoing  interaction  with 
the  Nebraska  Medical  Association  to  bring  about  a satis- 
factory resolution  of  these  problems. 

A note  of  concern  was  expressed  by  the  Department 
representatives  concerning  scattered  reports  of  former 
private  paying  patients  becoming  eligible  for  Medicaid 
assistance  and  subsequently  no  longer  having  access  to 
their  previous  personal  physicians.  As  eligibility  criteria 
become  less  restrictive,  concern  was  expressed  regarding 
the  disruption  of  previous  physician/patient  relationships. 

RECOMMENDATIONS; 

1.  The  concern  regarding  patients  becoming  eligible 
for  Medicaid  assistance  disrupting  their  physician/patient 
relationshif)  be  referred  to  the  Nebraska  Medical  Associa- 
tion Board  of  Directors  for  assessment  and  recommenda- 
tions. 

2.  The  Report  of  the  State  Department  of  Social 
Services  be  filed. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  ado[)ted  by  the  Flouse. 

(4)  REPORT  OF  AD-HOC  COMMI  H EE  ON  MEDICAID 

SERVICES 

There  was  no  discussion. 

RECOMMENDATION: 

1.  It  is  recommended  the  Report  of  the  Ad-Floc  Com- 
mittee on  Medicaid  Services  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  Flouse  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  COMMISSION  ON  MEDICAL  EDUCA- 
TION 

There  was  considerable  discussion  as  to  the  impact  of 
the  conflict  of  interest  policy  upon  the  continued  support 
of  continuing  medical  education  by  the  medical  su[)plier 
industry.  It  was  reported  the  Cottintission  on  Medical 
Education  is  deferring  development  of  a conflict  of  inter- 
est policy  until  the  national  bodies  with  a vested  interest 
in  continuing  medical  education  have  forttiulaled  their 
guidelines  (AMA,  ACCME,  FDA,  AAMC,  PMA). 

RECOMMENDATION: 

1 . It  is  recommended  the  report  of  the  Commission  on 
Medical  Education  be  filed. 

MR.  SPEAKER,  I MOVE  HIE  ADOPIION  (Tl  IHIS 


SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  NMA  PRO  OVERVIEW  COMMITTEE 

Doctor  Hartman,  Chairman  of  the  Committee,  ex- 
panded considerably  on  the  contents  of  the  report.  He 
recommended  modification  of  Item  #1  of  the  consensus 
of  the  PRO  Committee  by  addition  "on  a individual  patient 
case  basis"  so  as  to  read,  "There  is  no  apparent  rural  unfair 
intensity  of  review  on  an  individual  patient  case  basis." 
Testimony  was  received  that  under  the  PRO'S  new  scope 
of  work  there  no  longer  appears  to  be  an  inequity  in  the 
PRO  scrutiny  of  rural  physicians  relative  to  urban  physi- 
cians. 

Since  the  last  meeting  of  the  House  of  Delegates,  only 
2 physicians  have  filed  grievances  with  the  PRO  Griev- 
ance Subcommittee  despite  extensive  effort  at  identifying 
the  availability  of  the  grievance  service  to  the  NMA 
physician  membership. 

Testimony  was  received  suggesting  an  expansion  of 
the  PRO  Overview  Committee  charge  to  include  "defin- 
ing quality"  through  interaction  with  the  state  PRO. 

RECOMMENDATIONS: 

1.  It  is  recommended  the  PRO  Overview  Committee 
charge  be  expanded  to  include  "defining  quality"  as  re- 
lated to  the  delivery  of  health  care. 

2.  It  is  recommended  the  PRO  Overview  Committee, 
PRO  Grievance  Subcommittee,  and  particularly  Doctor 
Flartman  and  Doctor  Sage  be  commended  for  their 
excellent  effort  in  providing  information  and  service  to  the 
NMA  membership  concerning  PRO  issues  and  for  their 
very  diligent  interaction  with  the  PRO. 

3.  Item  #1  of  the  NMA  PRO  Overview  Committee 
Report  be  modified  as  stated  above. 

4.  The  report  of  the  NMA  PRO  Overview  Committee 
be  filed  as  modified. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  TFIIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Consid- 
erable discussion  ensued  concerning  Item  #1  of  the  NMA 
PRO  Overview  Committee's  Report.  Doctor  Cornelius 
stated  that  the  method  used  to  relay  the  grievance  process 
to  the  membership  is  inadequate.  Doctor  Cornelius  moved 
that  Item  #1  be  removed  from  the  report  pending  further 
study.  This  was  seconded. 

Additional  comments  were  heard  regarding  the  failure 
of  the  PRO  Overview  Committee's  efforts  to  inform  the 
membership  of  the  grievance  process.  It  was  suggested 
that  personal  contact  by  the  councilors  within  each  district 
would  be  much  more  effective  in  addressing  this  problem. 

Doctor  Nabity,  Outgoing  Chairman  of  the  Board  of 
Councilors,  informed  the  I louse  that  the  councilors  had 
been  instructed  to  contact  the  hosftilals  within  their 
respective  district  to  determine  whether  a [rrobletn  ex- 
isted with  PRO  Level  II  and  III  sanctions.  Ihe  findings,  as 
reported  by  the  councilors,  revealed  that  although  there 
were  a couple  of  problem  areas  in  the  9th  District,  they 
had  since  been  resolved  and  no  significant  probleiTis  were 
reported  in  the  remaining  eleven  districts. 

Doctor  Milton  Johnson,  Councilor  for  the  1 2 th  District, 
noted  that  there  have  been  (|uestions  raised  regarding  the 
issue  of  confidentiality.  Although  NMA  counsel  has  stated 
this  is  not  a problem,  a mixed  message  was  conveyed 
when  tapes  of  the  joint  meeting  of  the  Board  of  CT)uncilors 
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and  iho  I’KO  Overview  Commillee  were  not  allowed  to 
l)e  sent  to  councilors  unalrle  to  attend  the  meeting  due  to 
conlidentiality  concerns.  I lis  perception  was  that  a prob- 
lem iloes  exist. 

Doctor  Damico,  Councilor  for  the  1 0th  District,  asked 
the  I louse  to  let  the  re[)ort  stand,  noting  that  many 
[)hysicians  are  not  candid  when  (jueried  regarding  these 
types  of  [)rol)lems.  I le  advised  the  PRO  Overview  Com- 
mittee to  frecome  more  [rroactive  in  dealing  with  these 
matters. 

Doctor  I lartman.  Chairman  of  the  NMA  PRO  Over- 
view Committee,  also  asked  the  I louse  to  leave  the  report 
intact.  I le  noted  that  his  committee  has  met  several  times 
with  Sunderbruch  in  an  attempt  to  deal  with  these  matters. 
I le  acknowledged  that  his  committee  is  not  aware  of  all  of 
the  problem  areas  that  exist  and  urged  the  I louse  to 
provide  data  to  the  committee  so  that  these  can  be 
addressed.  Me  offered  to  amend  Item  «1  to  read  as 
follows;  "I here  is  no  a[)parent  rural  unfair  intensity  of 
review  regarding  Level  II  and  III  issues  on  an  individual 
patient  case  basis.  Doctor  Cornelius  did  not  feel  this 
statement  truly  reflects  the  situation  as  it  exists. 

Doctor  Jerald  Schenken  noted  a problem  of  perco|)- 
tion  and  suggested  members  of  the  committee  make  an 
effort  to  go  to  the  meirtbershi[). 

Doctor  Gordon  Francis  sought  clarification  as  to  which 
Item  #1  was  being  discussed.  It  was  noted  that  the 
discussion  revolved  around  Item  #1  of  the  PRO  Overview 
Committee's  report. 

Question  was  raised  as  to  whether  the  I louse  could 
delete  a ()ortion  of  a committee's  report.  Doctor  Blaine 
Roffman,  Parliamentarian,  stated  that  the  I louse  did  have 
this  power. 

Dr.  Little  restated  the  motion  before  the  Flouse:  That 
Item  #1  of  the  PRO  Overview  Committee's  Report  as 
amended  by  the  Reference  Committee  be  deleted.  The 
motion  passed. 

Doctor  Hartman  appealed  to  the  House  for  better 
communication  regarding  intensity  of  review  problem 
areas. 

(7)  RESOLUTION  #2  - AD-HOC  COMMITTEE  ON 

YOUNG  PHYSICIANS  - STUDENT  LOAN  DEFER- 
MENT AND  LOAN  FORBEARANCE 

Resolution  #2  read  as  follows: 

WHEREAS,  the  cost  of  medical  school  education  is 
steadily  increasing,  and 

WHEREAS,  the  salaries  of  Resident  Physicians  are  not 
paralleling  this  growth  in  educational  costs,  and 

WHEREAS,  the  inability  to  defer  student  loan  repay- 
ment during  residency  training  will  select  out  medical 
school  applicants  from  higher  socioeconomic  classes 
who  have  fewer  or  no  student  loans  to  finance  their 
education,  and 

WHEREAS,  the  inability  to  defer  student  loan  repay- 
ment during  residency  training  will  force  medical  students 
to  choose  higher  paying  specialty  and  subspecialty  resi- 
dencies in  order  to  afford  immediate  loan  repayment, 
thereby  channeling  fewer  students  into  primary  care 
specialties  which  have  less  financial  return; 

THEREFORE,  BE  IT  RESOLVED,  that  the  YPS  and  the 
NMA  lobby  Congressmen  and  Senators  to  retain  the 


current  status  of  Resident  Physician  student  loan  deler- 
ment  and  loan  forbearance  (H.R.  3553  as  amended). 

ConsicJerable  testimony  was  received  by  partici|)ants 
in  the  Reference  Committee  hearing,  including  students, 
all  in  support  of  the  resolution. 

RECOMMENDATION; 

1.  It  is  recommended  Resolution  U2  be  adoirted  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  IHIS 
SECTION  OF  OUR  REPORI.  The  I louse  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  AD-I  IOC  COMMII  FEE  ON  VIOLENCE 

AND  NEGLECT 

Testimony  was  received  from  the  Chairman  of  the  Ad- 
1 loc  Committee,  Doctor  John  Ricdler,  concerning  the 
critical  im()ortance  of  |)hysician  involvement  in  the  inves- 
tigative process  as  ()rovided  for  under  LB  1 1 84.  Subse- 
c]uent  discussion  indicated  strong  support. 

RECOMMENDATIONS: 

1 . I he  need  for  physician  involvement  in  the  investiga- 
tive process  provided  for  in  LB  1 1 84  be  addressed  by  the 
Nebraska  Medical  Association  Board  of  TTirectors  and 
action  taken  to  obtain  such  involvement. 

2.  I he  Ad-I  loc  Committee  on  Violence  and  Neglect  is 
to  l)e  commended  for  its  deliberation,  interactions,  <ind 
enhanced  recognition  by  physicians  of  the  t)roblems  of 
societal  violence  and  neglect  and  for  their  initial  recom- 
mendations concerning  physician  management  of  these 
societal  problems. 

3.  It  is  recommended  the  report  of  the  Ad-Hoc 
Comrnitttee  on  Violence  and  Neglect  be  filed  and  its 
actions  ap()roved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #1  AS  A WHOLE 
AS  AMENDED.  This  was  seconded.  Doctor  Hartman 
asked  that  anyone  interested  in  serving  on  the  PRO 
Overview  Committee  to  let  him  know.  The  House  then 
adopted  this  report. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.,  Omaha-Chairman 
James  N.  Shreck,  M.D.,  North  Platte 
Benjamin  R.  Gelber,  M.D.,  Lincoln 

As  a point  of  information.  Doctor  Chris  Caudill  in- 
formed the  House  of  a recently  released  survey  which 
indicated  Nebraska  was  in  a good  position  regarding 
Medicaid  reimbursement  levels  as  compared  to  other 
states.  He  noted  that  the  Board  has  not  had  sufficient  time 
to  study  the  results  but  would  do  so. 

Doctor  Little  referred  the  matter  to  the  Board  of 
Directors  and  the  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices for  further  study  and  report  back  at  the  Fall  Session. 

Doctor  Roffman  asked  that  delegates  addressing  the 
House  use  the  microphone  and  identify  themselves  to 
expedite  record  keeping. 

Reference  Committee  #2 

Reference  Committee  #2  considered  1 0 reports  and  1 
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resolution.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #12, 
RESOEUTION  #14  (F  91)  STANDARDIZATION  OF 
COFFECTION  AND  CUSTODY  PROCEDURES  OF 
BODY  FLUID  SPECIMENS 

Testimony  confirmed  that  this  resolution  passed  the 
AMA  House  of  Delegates. 

RECOMMENDATION: 

1 . We  recommend  that  this  report  be  accepted  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #20, 
COMMITTEE  ON  RURAL  HEALTH 

The  blouse  of  Delegates  should  note  that  the  Commit- 
tee on  Rural  Health  has  been  supplanted  by  a much  more 
expanded  NMA  permanent  Committee  on  Rural  Elealth. 
Its  report  is  considered  later  in  this  reference  committee 
report. 

RECOMMENDATION: 

1 . We  recommend  that  this  report  be  accepted  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #21, 
AREA  HEALTH  EDUCATION  CENTER  GRANT  APPLI- 
CATION 

Testimony  confirmed  that  this  grant  was  not  obtained. 
The  Board  continued  to  express  the  Association's  willing- 
ness to  work  with  the  medical  center  to  both  identify 
health  manpower  and  educational  needs  and  develop  a 
health  care  agenda  for  Nebraskans. 

RECOMMENDATION: 

1 . We  recommend  this  report  be  accepted  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORTOFTHECREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

In  accepting  this  report,  the  reference  committee 
would  like  again  to  express  their  thanks  to  Doctor  O'Brien 
for  his  years  of  service  both  as  the  Dean  of  the  Creighton 
School  of  Medicine  and  for  his  dedication  to  the  efforts  of 
the  NMA. 

RECOMMENDATION: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  TEIE  ADOf^TION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(5)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA  MEDI- 
CAL CENTER 

The  reference  committee  would  like  to  thank  Dr. 
Rikkers  for  his  report.  As  Interim  Dean  he  reaffirmed  the 
commitment  to  the  Rural  I lealth  Education  Network  and 
Rural  Health  Opportunities  Program.  We  look  forward  to 
his  input  to  the  Nebraska  Medical  Association  until  a 
permanent  dean  is  ap|)ointed. 


RECOMMENDATION: 

1 . We  recommend  adoption  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  UNIVERSITY  OF  NE  MEDICAL 
CENTER  - STUDENT  CHAPTER 

We  again  both  thank  the  student  chapter  for  their 
involvement  and  invite  their  future  involvement  in  NMA 
activities,  etc. 

RECOMMENDATION: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

The  reference  committee  would  like  to  thank  Dr. 
Quaife  and  his  committee  for  their  ongoing  efforts  to  keep 
the  Association  informed  on  the  issues  related  to  low  level 
radiation.  Testimony  supported  the  efforts  of  the  Ad-Hoc 
Committee  to  help  with  education  issues  related  to  low 
level  radiaiton,  etc. 

RECOMMENDATION: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORTOFTHECOMMISSIONONHOSPITALMEDI- 
CAL  STAFF 

RECOMMENDATION: 

1.  We  recommend  acceptance  of  this  report  as  filed. 
We  commend  their  ongoing  analysis  of  the  impact  of 
national  changes  such  as  the  National  Practitioner  Data 
Bank,  etc. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLt\NNING 

The  reference  committee  spent  the  majority  of  its  time 
reviewing  and  receiving  testimony  on  this  report.  We 
commend  the  diligence  of  the  committee  in  composing 
this  document.  Dr.  Allen  Dvorak,  a member  of  this  refer- 
ence committee,  served  as  the  Vice-Chairman  of  the 
Committee  on  Health  Planning.  Elis  testimony  as  well  as 
that  of  the  Board  of  Directors  attending  our  session  was 
exceedingly  useful  in  delineating  this  document.  When 
the  report  is  viewed  in  its  entirety,  it  seems  to  the  reference 
committee  to  be  well-balanced  in  both  intent  and  content. 
By  accepting  this  report,  the  Association  members  serving 
on  the  Governor's  Blue  Ribbon  Coalition  on  Health  Care 
will  be  altle  to  be  more  viable  in  their  testimony  to  that 
coalition,  etc.  It  is  the  reference  committee's  understand- 
ing that  the  Committee  on  1 lealth  Planning  will  continue 
to  meet  and  monitor  the  (tressingejuestions  in  the  delivery 
of  health  care  in  Nebraska.  1 hus,  the  t louse  of  Delegates 
will  also  have  an  ongoing  report  concerning  health  plan- 
ning in  the  State  of  Nebraska  as  well  as  on  a national  Ijasis. 
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RLCOMMfNDAIION: 

1 . Wo  recommend  that  this  report  be  accepted  as  filed. 

MK.  SIHAKIK,  I MOVf  Tilt  AT)OIMION  OI  IMIS 
StClIONOI  OURREI’OKI.  I his  was  seconded.  Doctor 
Cornelius,  while  noting  the  excellence  of  the  report, 
pointed  out  that  it  is  in  conflict  with  the  AMA's  I lealth 
Access  America  plan. 

Me  asked  Doctor  Schenken  to  comment  on  the  differ- 
ences between  the  two  plans.  Doctor  Schenken  stated 
that  the  four  main  areas  of  concern  covered  by  the  AMA 
plan  are  governmental  refortrt,  insurance,  doctors  and 
patients.  I lealth  Access  America  (rroposes  small  business 
incentives  be  provided  to  encourage  health  insurance 
coverage  for  their  etnftloyees. 

Referring  to  the  document.  Doctor  Bruns  oT)jecled  to 
inclusion  of  "chronic  mental  illness"  under  exclusions  of 
coverage.  Doctor  [)vorak,  Vice-Chairman  of  the  I lealth 
Planning  Committee,  agreed  to  delete  "chronic  mental 
illness"  from  this  section. 

The  question  was  raised  as  to  whether,  by  adopting  the 
report,  it  would  l)ecorne  official  NMA  policy.  Doctor 
Cornelius  answered  in  the  affirmative  and  noted  that 
certain  parts  of  the  document  needed  refinement  [rrior  to 
adoption.  Doctor  Cornelius  moved  that  the  re()ori  be 
filed,  not  acce|)ted.  I his  was  seconded. 

Doctor  Roffman  was  asked  to  clarify  the  various  ac- 
tions which  could  be  taken  by  the  I louse.  Concern  was 
raised  as  to  whether,  if  filed,  the  report  could  f)e  used  for 
educational  [)urposes. 

Doctor  VanNewkirk  reminded  the  Mouse  that  NMA 
policies  are  always  subject  to  change  and  stressed  the 
importance  of  the  NMA  taking  a stance. 

Doctor  Cogela  suggested  that  the  report  be  referred 
back  to  the  committee  for  further  refinement.  Doctor 
Collicott  reminded  the  Mouse  that  the  document  had 
taken  over  two  years  to  develop.  He  reiterated  the  neces- 
sity of  having  an  NMA  plan  to  use  as  a negotiating 
instrument  when  dealing  with  other  groufjs  regarding 
health  care  issues. 

Intense  debate  ensued.  The  House  was  reminded  of 
their  responsibility  to  read  the  handbook  prior  to  the 
House  convening  and  to  formulate  proposed  changes  or 
concerns  to  be  presented  at  the  reference  committee 
hearings.  Doctor  Cornelius  stated  that  the  current  refer- 
ence committee  setup  hinders  this  process.  Doctor 
Meissner  responded  that  ample  opportunity  existed  to 
attend  Reference  Committee  #2. 

The  question  was  called.  The  motion  that  the  report  be 
filed  rather  than  accepted  failed.  The  House  then  adopted 
the  recommendation  that  the  report  be  accepted  as  filed. 

(10)  REPORT  OF  THE  COMMITTEE  ON  RURAL  HEALTH 

Dr.  Loschen  testified  and  reiterated  the  development 
of  the  Committee  on  Rural  Health.  The  reference  commit- 
tee felt  that  this  effort  is  both  timely  and  vital  to  the 
residents  of  the  State  of  Nebraska  as  well  as  the  Nebraska 
Medical  Association.  We  commend  his  efforts  and  en- 
courage all  NMA  members  to  assist  him  in  the  charges  that 
have  been  outlined  to  the  committee. 

RECOMMENDATION: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  section  of  the  re|)ort 
was  adopted  by  the  I louse. 

( T T ) RESOLUT  ION  TM  6 - MET  RO  OMAI  lA  - I IE AL T1 1 
CARE  INSURANCE  PREMIUMS  FOR  SELF  EMPLOYED 

Resolution  f/T6  read  as  follows: 

Wl  lEREAS,  Netjraska  as  a state  has  a significant  num- 
ber of  self  employed  individuals  including  farmers  and 
ranchers  and  current  tax  laws  allow  self  em|)loye(l  indi- 
viduals to  deduct  only  twenty-five  percent  of  their  health 
insurance  premiums,  and 

Wl  lEREAS,  this  economic  disincentive  discourages 
such  individuals  from  maintaining  health  insurance  cover- 
age and  increases  the  likelihood  that  they  will  be  among 
the  estimated  35  milliion  Americans  without  health  insur- 
ance coverage; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NeT)raska 
Medical  Association  sup[)ort  attempts  to  secure  federal 
tax  legislation  that  would  allow  self  eni[)loycd  individuals 
including  those  in  agricultural  related  occupations  to 
deduct  1 00  percent  of  their  health  insurance  premiums  on 
their  income  tax  forms. 

Only  positive  testimony  and  comments  were  received 
on  this  resolution. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
resolution  be  accepted  as  submitted. 

MR.  STREAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REI’ORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
RP.I^ORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WEIOLE.  This  was  seconded.  Doctor  Riedler  asked  for 
clarification  as  to  whether’the  deletion  of  "chronic  mental 
illness"  had  been  implemented.  Doctor  Little  responded  in 
the  affirmative.  The  Elouse  then  adopted  the  report  as  a 
whole. 

Respectfully  submitted, 

Charles  F.  TTamico,  M.D.,  Hastings  - Chairman 
Allen  D.  Dvorak,  M.D.,  Omaha 
James  A.  Fosnaugh,  M.D.  Lincoln 

I would  like  to  thank  Doctors  Allen  Dvorak  and  James 
Fosnaugh  for  their  expertise  in  assisting  with  this  report. 

Doctor  Little  suggested  that  anyone  having  concerns 
regarding  the  THealth  Planning  document  contact  the 
committee. 

Reference  Committee  #3 

Doctor  Adams  presented  the  report  of  Reference 
Committee  #3  in  Dr.  Michels'  absence. 

Reference  Committee  #3  considered  6 reports  and  5 
resolutions.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
RESOLUTION  #2  (F9T)  LIMITATION  ON  AMA  DEL- 
EGATE/ALTERNATE TERMS,  ADDENDUM  TO  THE 
BOARD  REPORT  FROM  THE  FALL  SESSION  PRESENTED 
TO  THE  REFERENCE  COMMITTEE  IN  REGARD  TO  AN 
NMA  MEMBER  ATTENDING  THE  AMA  LEADERSHIP 
CONFERENCE  AND  RESOLUTION  #6  - LANCASTER 
COUNTY  MEDICAL  SOCIETY  - LIMITATION  ON  AMA 
DELEGATE/ALTERNATE  TERMS 
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The  Addendum  to  the  Board  Report  read  as  follows: 

Fall  Session 

Resolution  2 (F91)  - Limitation  on  AMA  Delegate/ 
Alternate  Terms 

This  resolution  proposed  that  bylaw  amendments  be 
prepared  and  specify  the  Associaiton  delegate  to  the 
AMA  be  limited  to  a maximum  of  two  three-year  terms. 
Resolution  was  rejected  by  the  House. 

During  House  consideration  of  this  resolution,  a rec- 
ommendation was  presented  that  the  Association  estab- 
lish the  financial  support  to  send  a representative  of  the 
House  or  the  Association  to  the  AMA  meetings  as  a 
reward  for  service  rendered  to  the  NMA.  The  recommen- 
dation was  amended  to  state  that  the  Board  of  Directors 
be  referred  the  question  of  funding  an  additional  NMA 
member  at  the  discretion  of  the  Board  to  both  the  annual 
and  interim  sessions  of  the  AMA  as  an  educational  expe- 
rience. 

The  Board  has  considered  this  matter  and  is  of  the 
opinion  that  if  an  additional  Association  representative  is 
to  be  rewarded  a trip  to  an  AMA  sponsored  meeting,  it 
would  be  best  to  stipend  toward  attendance  at  the  AMA's 
Annual  Leadership  Conference  rather  than  a session  of 
the  House  of  Delegates.  The  Board  has  made  no  final 
decision  on  this  matter  at  the  present  time  as  the  concern 
regarding  the  expenses  involved  continues  to  remain  a 
subject  of  discussion  by  the  Board. 

Proposal 

Subsidization  of  NMA  Member  to  AMA  Meeting 

1.  Purpose  is  to  encourage  members  of  the  NMA  to 
experience  AMA  involvement. 

A. To  develop  additional  leadership  potential  in  the 
NMA. 

B. To  allow  another  avenue  for  younger  physicians 
to  get  a chance  to  be  involved. 

2.  The  AMA  National  Leadership  Conference  would 
be  the  best  training  ground  for  leadership  develop- 
ment in  the  NMA,  as  opposed  to  AMA  Annual  and 
Interim  Sessions  or  regional  meetings. 

3.  One  member  would  be  selected  by  the  Nominating 
Committee  at  their  meeting  during  the  Annual 
Session  of  the  House  so  that  the  member  could  be 
announced  at  the  session.  The  component  societ- 
ies can  nominate  any  NMA  member  who  demon- 
strates unusual  effort  on  the  behalf  of  the  NMA. 
Officers,  Board  of  Directors,  and  national  delegates 
and  alternate  delegates  would  not  be  eligible.  Com- 
mission chairmen  would  be  eligible. 

4.  All  expenses  related  to  this  meeting  should  be 
covered  equally  to  NMA  policy  for  officers  who 
attend. 

Estimated  expenses  are  as  follows: 

Registration  $400 

Room  (3  nights)  $500 

Food  $300 

Taxi  $ 50 

Airline  $350 

TOTAL  $1,600/$2,000 

5.  The  selected  member  should  receive  recognition 
and  publicity  in  the  Nebraska  Medical  lournal  and 
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any  component  society  publications.  Additional 
public  information  should  be  provided  to  the 
nominee's  local  media  representatives  regarding 
their  NMA  involvement  and  to  promote  the  pro- 
gram. 

6.  This  program  should  run  for  a period  of  three  years, 
1994-1996,  and  then  be  re-evaluated. 

Resolution  #6  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has 
always  been  well  represented  at  the  American  Medical  ' 
Association  by  its  delegates,  and  I 

WHEREAS,  the  delegates  have  often  provided  a long,  j 
distinguished  service  to  the  physicians  of  the  State  of  j 
Nebraska,  and 

t 

WHEREAS,  there  now  exists  as  never  before  a large 
group  of  young  physicians  interested  in  organized  medi-  . 
cine,  and  ' 

WHEREAS,  the  current  system  of  appointment  of  1 
delegate  and  alternate  delegates  fails  to  address  the  need  . 
for  the  involvement  of  younger  physicians  within  orga- 
nized medicine; 

THEREEORE,  BE  IT  RESOLVED,  that  the  Commission  | 
on  Association  Affairs  of  the  Nebraska  Medical  Associa- 
tion develop  amendments  to  the  Bylaws  of  the  Associa-  I 
tion  to  provide  that  the  delegates  to  the  AMA  be  elected 
for  a maximum  of  three  two-year  terms,  and  '■ 

BE  IT  EURTHER  RESOLVED,  that  alternate  delgates 
also  be  elected  for  a maximum  of  three  two-year  terms  ■! 

and  that  an  alternate  delegate  may  then  become  a del-  ' 

egate  for  the  same  maximum  number  of  terms,  and 

BE  IT  EURTHER  RESOLVED,  that  any  vacancies  occur- 
ring in  these  alternate  delegate  slots  may  be  filled  tempo- 
rarily by  an  officer  of  the  Association  until  the  next  regular 
House  of  Delegates  meeting  of  the  Association.  f 

These  items  were  considered  as  a whole. 


1.  Your  Reference  Committee  recommends  that  the 
Board  of  Directors,  Item  #2,  Resolution  U2  (F91)  be  filed. 

2.  Your  Reference  Committee  recommends  that  the 
Addendum  to  the  Board  Report  in  regard  to  an  NMA 
member  attending  the  AMA  Leadership  Conference  be 
adopted. 

3.  Because  of  the  fiscal  impact,  the  current  limitation  on 
terms,  the  balance  between  experience,and  the  allow- 
ance for  new  membership,  your  Reference  Committee 
recommends  that  Resolution  #6  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Doctor 
Francis  asked  that  the  individual  selected  report  l)ack  to 
the  I louse  regarding  his/her  attendance  at  the  AMA 
Leadership  Conference.  Doctor  Little  accepted  the  addi- 
tion of  a written  report  from  the  individual  elected  to  the 
reference  committee  recommendations.  1 he  I louse  then 
adopted  this  section  of  the  report  as  amended. 

(2)  REPOR I Of  BOARD  OF  DIREC  TORS,  1 1 EM  115,  RESO- 
LD I ION  //5(F91)  MEDICARE  REIMBURSEMEN I I OR 
NEW  PI  IYSIC;iANSANDRLSOLUIION  //3-AD-l  IOC 
COMMITIEE  ON  YOUNG  PI  lYSICTANS-EUMINA- 
1 ION  OF  PAYMENT  DIFI  ERI  N I lAL  I OR  "NEW"  PI  lY- 
SICIANS 


RECOMMENDATIONS: 


i 


Kc'solulion  «3  ro.ui  .is  follows: 

VVIIIKI  AS,  the  govornmont's  current  Medicare  pay- 
ment differential  fretween  "new”  and  "estalilislied"  physi- 
cians is  unjustly  discriminatory  against  (rhysicians  in  thier 
first  live  years  of  [iractice,  and 

VVlIfKIAS,  new  legislation  (S  23f>2,  I I.K.  4507)  has 
been  introduced  to  the  I louse  and  Senate  to  eliminate  this 
differential  (although  under  the  less  |)referal)le  guise  of 
budget  neutrality  rather  than  straight  repeal  and  mainte- 
nance of  current  (layment  levels  for  all  physicians),  and 

Wl  If  Kl  AS,  it  is  the  belief  of  the  YI’S  committee  that  this 
compromise  is  likely  to  be  the  [rest  chance  at  eliminating 
the  payment  differential; 

IlIlKflORf,  Iff  II  KISOI  VLI),  that  the  YI’S  ask  the 
NMA  to  endorse  the  current  legislation  to  eliminate  the 
p.iyment  differential  for  "new"  physicians  and  lobby  our 
Congressmen  and  Senators  to  su|)|)ort  this  same  legisla- 
tion. 

I here  was  extensive  discussion  in  regard  to  this  portion 
of  the  board  re|)ort  and  the  resolution.  Your  Reference 
Committee  has  significant  concerns  in  regard  to  the 
bundling  of  the  unjust  discriminatory  [layment  against 
new  physicians  anil  the  budget  neutrality  as  being  the 
same  issue  and  therefore,  offer  the  following  alternate 
resolution. 

RECOMMLNDAIION: 

1.  That  Resolution  ft 3 the  "It  lEREFORE"  part  of  which 
shall  read: 

" 1 1 lEREI  ORE,  bE  1 1 RESOLVED,  that  the  NMAendorse 
legislation  to  eliminate  the  p.ayment  differential  for  new 
[ihysicians  and  lobby  our  congressmen  and  senators  to 
su(iport  this  legislation." 

2.  Your  Reference  Committee  recommends  that  the 
Board  Report  Item  #5,  Resolution  #5  (F91),  Medicare 
Reimbursement  for  New  Physicians  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  Tl  IIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Nohner  rose  in  opposition,  stating  that  the  resolution  as 
amended  had  been  watered  down  so  as  to  be  rendered 
ineffective.  He  noted  that  the  opinion  of  the  Ad-Hoc 
Committee  on  Young  Physicians  is  that  since  elimination 
of  the  payment  differential  is  not  likely  to  occur,  support 
of  the  current  legislation  is  imperative. 

Doctor  Fosnaugh  echoed  Doctor  Nohner's  sentiments 
and  moved  the  words  "the  current"  be  inserted  between 
the  words  "endorse"  and  "legislation".  This  was  seconded. 

Doctor  Zweiback,  while  voicing  strong  suppoi  t for  the 
young  physicians  and  the  elimination  of  the  payment 
differential,  stated  that  accepting  budget  neutrality  would 
be  self-defeating.  He  urged  support  of  the  resolution  as 
amended  by  the  reference  committee. 

Doctor  Schenken  also  spoke  in  favor  of  the  amended 
resolution,  citing  an  AMA  study  which  projected  a net 
lifetime  loss  for  young  physicians  if  the  current  legislation 
were  enacted. 

Doctor  Little  called  for  a vote  on  Doctor  Fosnaugh's 
motion.  The  motion  failed.  The  House  then  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

There  was  a discussion  from  Doctor  Collicott  and 


others  in  regard  to  the  activities  and  actions  of  the  AMA. 
RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  the 
Report  of  the  [Delegate  to  the  AMA  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  I HIS 
SECTION  OF  OUR  REPORT.  The  I louse  adopted  this 
section  of  the  re[)ort. 

(4)  REPORT  OF  Tl  IE  YOUNG  fd  lYSICIANS  DELEGATE 
TO  THE  AMA  AND  THE  REPORT  OF  II  IE  AD-HOC 
COMMITTEE  ON  YOUNG  PHYSICIANS 

Your  Reference  Cofiimittee  again  heard  good  discus- 
sion and  had  a number  of  young  physicians  (larticipaie  in 
the  Reference  Committee  dialogue.  We  applaud  the  work 
and  diligence  of  the  young  [ihysicians  and  their  activities. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  the 
Rc[)ort  of  the  Young  Physician  Delegate  to  the  AMA  and 
the  Report  of  the  Ad-I  loc  Committee  on  Young  Physi- 
cians be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  re|)ort 
was  adopted  by  the  I louse. 

(5)  RESOLUTION  #7-C.  j.  CORNELIUS,  JR.,  M.D.-ECO- 
NOMIC  IMPACT  STATEMENT  REQUIREMENT  FOR 
STATE  AND  FEDERAL  REGULATIONS  FOR  PHYSI- 
CIANS, HOSPITALS,  AND  OTHER  HEALTH  CARE 
PARTICIPANTS  AFFECTED  bY  LEGISLATION  AND 
REGULATION. 

Resolution  #7  read  as  follows: 

WHEREAS,  the  Health  Care  sector  of  the  economy  has 
been  deluged  with  regulations  which  increase  both  the 
monetary  and  personnel  costs  of  providing  medical  ser- 
vices, and 

WHEREAS,  the  U.S.  Congress  and  State  Legislators 
frequently  are  unaware  of  the  cost  burdens  imposed  on 
physicians'  offices  and  ultimately  on  patients  by  these 
regulations,  and 

WHEREAS,  many  of  these  regulations  include  fines 
and  penalties  if  compliance  is  not  acceptable  to  the 
inspectors  who  are  empowered  to  assess  such  penalties, 
and 

WHEREAS,  the  cost  of  compliance,  inspections,  hear- 
ings, and  legal  fees  are  all  included  in  the  "cost  of  health 
care"  determined  by  the  Federal  Government  and  quoted 
interminably  by  politicians  and  special  interest  groups 
who  hope  to  federalize  the  health  care  delivery  system; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  and  the 
AMA  seek  through  the  appropriate  legislative  channels 
support  for  an  Economic  Impact  Statement  requirement 
for  all  legislation  and  regulation  affecting  the  delivery  of 
medical  care,  and 

BE  IT  FURTHER  RESOLVED,  that  the  AMA  seek  to 
identify  the  cost  of  administration  of  health  care  programs 
and  the  cost  of  long  term  care  that  are  included  in 
governrTient  figures  as  the  "Cost  of  Health  Care"  so  that 
these  costs  may  be  publicly  identified  in  debates,  forums, 
and  media  releases  on  this  subject. 

There  was  some  testimony  on  this  resolution.  There 
was  no  opposition  from  any  member  attending  the  Refer- 
ence Committee. 
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RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  adoption 
of  Resolution  #7. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #8  - METRO  OMAHA  MEDICAL  SOCI- 
ETY - PRIMARY  CARE  PHYSICIANS 

Resolution  #8  read  as  follows: 

WHEREAS,  primary  care  physicians  have  always  par- 
ticipated in  the  pre  and  post  operative  care  of  surgical 
patients,  and 

WHEREAS,  the  primary  care  physician  is  in  many  cases 
the  most  capable  physician  to  make  decisions  regarding 
the  treatment  of  pre  or  post  operative  medical  complica- 
tions, and 

WHEREAS,  HCEA  has  not  defined  specific  criteria 
where  the  primary  care  physician  will  be  guaranteed 
payment  for  such  services; 

THEREEORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  requests  HCEA  to  recognize  the  role 
of  the  primary  care  physician  in  the  pre  and  post  operative 
care  of  surgical  patients  and  to  define  specific  criteria  that 
qualifies  them  for  payment  for  such  services. 

There  was  much  positive  discussion  in  regard  to  the 
need  for  the  patient  to  maintain  contact  with  their  primary 
care  physician  as  well  as  having  that  primary  care  physi- 
cian involved  in  their  pre-  and  post-operative  care.  There 
was  no  opposition  to  this  resolution. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  Resolu- 
tion #8  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  RESOLUTION  #1 1 - METRO  OMAHA  MEDICAL  SO- 
CIETY - HOSPITAL  ACCESS 

Resolution  #1 1 read  as  follows: 

WHEREAS,  the  Federal  Government  is  making  rules 
and  regulations  for  its  citizens  concerning  access  to 
hospitalization,  and 

WHEREAS,  our  senior  citizens  are  being  denied  hospi- 
tal access  based  on  diagnosis  and  severity  of  illness,  and 

WHEREAS,  military  hospitals  which  includes  Bethesda 
Naval  Hospital  and  Veterans  Administration  Hospitals  do 
not  fall  under  the  same  guidelines  as  all  other  hospital,  and 

WHEREAS,  the  legislators  who  are  creating  the  rules 
do  not  fall  under  the  same  regulations  as  their  constitu- 
ents; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  toward  legislation  that  all  hos- 
pitals who  receive  federal  funding  and  reimbursement 
have  the  same  access  system  for  patients  as  do  other 
hospitals  in  the  United  Slates. 

There  was  much  discussion  about  this  issue  and  the 
concerns  in  regard  to  a dual  system  of  care  that  is  provided 
through  certain  government  run  hospitals.  We  recognize 
that  this  is  not  a function  of  the  Nebraska  Medical  Asso- 


ciation but  do  feel  that  it  is  significant  enough  to  have  the 
American  Medical  Association  seek  legislation  on  it. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  adoption 
of  the  following  substitute  resolution: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  work  towards  legislation  giving 
patients  the  same  criteria  for  access  for  all  federally- 
funded/reimbursed  hospitals." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  AD-HOC  COMMITTEE  RE:  MEDICARE 

The  Committee  discussed  the  report  provided  by  the 
Ad-Hoc  Committee  Re:  Medicare  including  the  attach- 
ment entitled  Policy  Research  Perspectives.  There  was 
discussion  on  this  report  and  detailed  information  was 
provided  by  Doctor  Collicott.  The  Committee  found  the 
information  to  be  informative  as  it  presented  the  current 
status  of  the  new  Medicare  payment  system. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  the  report 
of  the  Ad-Hoc  Committee  Re:  Medicare  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Doctor 
Hartman  suggested  that  those  individuals  who  are  expe- 
riencing problems  with  Kansas  Blue  Cross  and  Blue  Shield 
send  copies  of  their  correspondence  to  the  Association 
office  for  referral  to  the  Ad-E^oc  Committee  Re:  Medicare. 

Doctor  Collicott,  Chairman  of  the  Ad-Hoc  Committee 
Re:  Medicare,  noted  that  this  policy  had  been  in  effect  for 
two  years  and  welcomed  additional  information  which 
could  be  taken  to  the  carrier.  It  was  suggested  that 
solicitation  of  carrier  problems  be  intensified,  especially 
solicitation  of  case  specific  information. 

Doctor  Francis  suggested  that  information  be  posted 
in  hospitals  concerning  avenues  of  help  regarding  PRO 
and  carrier  problems  for  Nebraska  Medical  Association 
members.  Doctor  Little  declared  this  suggestion  an  excel- 
lent idea  as  it  may  also  generate  increased  interest  in 
membership.  The  EHouse  then  adopted  this  section  of  the 
report. 

Doctor  Cornelius  sought  clarification  of  the  phrase  "all 
federally  funded/reimbursed  hospitals"  in  Resolution  #1 1. 
Doctor  Adams  stated  that  the  intent  was  to  include 
military  hospitals. 

Doctor  Michels  wished  to  thank  Doctors  Zweiback 
and  Adams  for  their  excellent  help  in  his  first  experience 
chairing  a reference  committee. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A Wl  lOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted. 

Dale  E.  Michels,  M.D.,  Uncoln,  Chairman 
Cordon  D.  Adams,  M.D.,  Norfolk 
Eugene  M.  Zweiback,  M.D.,  Omaha 

Doctor  Meissner  assumed  the  [todium. 

Reference  Committee  #4 

Reference  Committee  114  considered  11  reports,  1 
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resolution,  and  Kecjuests  for  1 ife  Mcmlrership  and  Associ- 
ate Memdeisliip.  Ihe  Reference  Committee  sul)mits  the 
following  report  and  recommendations. 

(1)  KlI’ORI  OI  IfOARD  Of  DIRLCIORS,  lILM  «4, 
RISOLUIION  «4  (l‘)1)-NlCFSSIlYOI  lAld  SISSION 

I his  resolution  which  would  have  eliminated  the  Fall 
Session  meeting  of  the  I louse  of  Delegates  was  rejected 
fry  the  I louse.  Minimal  comment  was  heard  fry  the 
Committee. 

RFCOMMFNDAFON: 

1.  Ihe  Committee  recommends  this  itetti  Ire  filed. 

MR.  SRFAKIR,  I MOVE  THE  ADOPflON  OF  THIS 
SECTION  OF  OUR  Rll’ORI.  This  section  of  the  report 
was  adopted  fry  the  1 louse. 

(2)  RFPORI  OF  HOARD  OF  DIRFCIORS,  HIM  ftB, 
RESOLUTION  «H  (F‘J1)  - DISSEMINATION  OF  INFOR- 
MATION 

This  resolution  reciuested  the  Ikrarti  of  Directors  to 
take  steps  to  fretter  inform  the  meml)ershi[)  of  its  activities, 
decisions  and  actions  on  resolutions  as  well  as  other 
pertinent  issues.  The  fornrat  of  the  Hoard  of  Directors' 
refrort  for  this  session  and  ex(ran(Jed  report  of  I louse 
action  and  Commission/Committee  actions  in  the  Asso- 
ciation newsletter  is  the  response  to  that  rerjuest. 

RECOMMENDATION: 

1.  The  Committee  recommends  acce|rtance  of  this 
item. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  refrort. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  1, 
RESOLUTION  #13  (F91  )-PROPOSED  AMENDMENTTO 
ARTICLES  AND  BYLAWS  OF  THE  ASSOCIATION  DEAL- 
ING WITH  LIMITING  ELECTIVE  POSITIONS  AND  CHAIR- 
PERSONS OF  COMMISSIONS/COMMITTEES  TO  AC- 
TIVE MEMBERS  ENGAGED  IN  FULL-TIME  MEDICAL 
PRACTICE  OR  RELATED  ACTIVITIES  AND  REPORT  OF 
THE  COMMISSION  ON  ASSOCIATION  AFFAIRS 

Resolution  #13  (F91)  was  introduced  by  the  Metro 
Omaha  Medical  Society  and  read  as  follows: 

■WHEREAS,  there  are  increasing  concerns  ex- 
pressed by  young  active  members  of  the  NMA  regard- 
ing their  inability  to  obtain  leadership  positions  within 
the  NMA,  and 

WHEREAS,  there  are  active  members  of  the  NMA 
who  retain  leadership  positions  after  they  have  discon- 
tinued full-time  medical  practice  or  medically-related 
activities,  and 

WHEREAS,  there  is  a need  for  young  active  mem- 
bers of  the  NMA  who  are  engaged  in  full-time  medical 
practice  or  related  activities  to  seek  and  be  able  to 
obtain  positions  of  leadership  in  the  NMA; 

THEREFORE,  BE  IT  RESOLVED,  the  Board  of  Direc- 
tors direct  a study  as  to  the  appropriateness  of  limiting 
the  elective  positions  and  chairperson  of  commissions 
to  active  members  who  are  engaged  in  full-time  medi- 
cal practice  or  related  activities,  and 

BE  IT  FURTHER  RESOLVED,  the  Board  of  Directors 
determine  the  need  for  a commission  on  retired  physi- 
cians with  an  appropriate  charge  of  responsibilities." 


Item  # 1 1 refers  to  the  Hoard  of  Directors'  action  on  this 
referral.  The  Board  of  Directors  referred  Resolution  #13 
(F91)  to  the  Commission  on  Association  Affairs  for  its 
consideration  and  a report  back.  The  Commission  on 
Association  Affairs,  Item  #13,  report  of  the  Commission 
on  Association,  considered  Resolution  #13  and  recom- 
mended to  the  Hoard  that  further  consideration  of  this 
matter  be  basecf  on  the  concept  that  the  limitation  or 
criteria  for  elected  positions  and  chair[)ersons  of  commis- 
sions pertain  to  active  members  who  have  not  retired 
from  medical  practice.  The  Commission  felt  that  this 
amended  phrasing  would  lend  itself  to  a more  workable 
process  for  the  Association. 

Testimony  heard  by  the  Committee  was  favorable  to 
this  action.  No  negative  testimony  was  hoard. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  ado|)tion 
of  Item  #1 1 of  the  Hoard's  rc[)ort,  and  adoption  of  the 
Re[)ort  of  the  Commission  on  Association  Affairs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Francis  inquired  as  to  what  action  would  be  taken  next  if 
the  House  adopted  this  section  of  the  report.  Doctor 
Meissner  stated  that  the  Hoard  of  Directors  would  con- 
sider this  matter  further  and  any  bylaws  changes,  if  neces- 
sary, would  be  formulated  by  the  Commission  on  Associa- 
tion Affairs.  This  section  of  the  report  was  then  adopted  by 
the  House. 

Doctor  Riedler  admonished  those  in  leadership  posi- 
tions (officers,  chairttien,  delegates,  etc.)  to  accept  the  full 
responsibility  of  their  positions  by  also  attending  the  social 
functions  of  the  Association. 

Doctor  Meissner  informed  the  Flouse  that  Doctor 
Bacon,  new  chairman  of  the  Scientific  Sessions  Commit- 
tee, is  in  the  [>rocess  of  evaluating  how  to  improve 
participation  at  the  Annual  Session. 

Doctor  Paustian  sought  clarification  as  to  whether  the 
development  of  criteria  for  assuming  positions  in  the 
NMA  would  be  referred  to  the  Commission  on  Associa- 
tion Affairs  for  development  of  bylaws  changes  as  he  did 
not  feel  House  action  should  supersede  changes  pro- 
posed by  the  Commission.  Doctor  Meissner  stated  that 
this  issue  could  be  referred  to  the  Commission  on  Associa- 
tion Affairs  and  if,  in  its  opinion,  bylaws  changes  were 
deemed  necessary,  they  could  be  brought  to  the  House  in 
the  fall  for  action. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #13, 

ANNUAL  AUDIT  AND  ITEM  8,  ANNUAL  AUDIT 

Your  Reference  Committee  noted  that  the  Association 
completed  1991  with  a balance  of  $64,427.  There  is  an 
anticipated  budget  to  projected  income  deficit  existing  for 
1992.  Since  membership  dues  are  the  basic  and  primary 
source  of  income  for  the  Association,  this  projected  deficit 
may  vary  as  the  year  1992  proceeds.  Further  sources  of 
income  are  being  sought  by  the  Board.  Doctor  Chris 
Caudill,  as  well  as  several  members  of  the  Board,  an- 
swered several  questions  relating  to  the  audit  as  well  as 
the  projected  expenses  for  1992. 

The  Committee  appreciated  several  members  of  the 
Board  being  present  to  answer  questions  that  arose  from 
the  floor.  Discussion  centered  around  sources  of  income 
and  also  management  of  the  Association  invested  funds. 
No  specific  recommendations  were  heard  by  the  Commit- 
tee. 
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RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  the 
report  of  the  Board  of  Directors,  Item  #13  and  the  Annual 
Audit  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 

MEMBERSHIP 

Your  Committee  noted  that  there  were  1,805  total 
physician  members  at  the  end  of  1991.  This  is  a record 
membership  for  the  Association.  There  was  a net  increase 
of  40  members.  Your  Committee  heard  little  discussion 
from  those  present  about  this  report. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  this 
Item  14  and  the  Annual  Audit  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 

UNIFIED  MEMBERSHIP 

Testimony  and  discussion  was  heard  by  your  Commit- 
tee relating  to  the  pros  and  cons  of  unified  membership. 
The  Board  of  Directors  has  taken  no  official  action  regard- 
ing unified  membership  as  it  is  a perception  of  the  Board 
that  while  there  are  many  beneficial  aspects  of  this  mem- 
bership requirement,  it  did  not  appear  that  a successful 
move  to  unified  membership,  resulting  in  retention  of  a 
satisfactory  level  of  membership,  could  be  accomplished 
at  this  time. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  this 
Item  #1 5 be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 

LONG  TERM  CARE  INSURANCE 

Discussion  heard  by  your  Reference  Committee  in- 
cluded what  the  definition  of  long-term  care  might  be  and 
the  need  to  determine  the  financial  stability  of  potential 
insurance  companies  that  might  be  selected.  The  question 
was  also  raised  among  those  present  about  the  potential 
interest  the  membership  might  have  in  this  type  of  cover- 
age. The  level  of  interest  of  the  membership  is  not  known 
at  this  time.  Doctor  Mathews  informed  the  House  that  in 
order  to  investigate  this,  money  would  need  to  be  appro- 
priated. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  the  accep- 
tance of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Meissner  polled  the  House  as  to  interest  in  spending 
approximately  $1,500  to  hire  a consultant  to  evaluate  the 
long  term  care  insurance  plans  which  have  been  submit- 
ted. The  I louse  indicated  its  affirmative  interest.  The 
1 louse  then  adopted  this  section  of  the  re[)ort. 


In  response  to  a question.  Doctor  Mathews  noted  that 
the  committee  had  declined  to  define  long  term  care  at  the 
present  time. 

(8)  REPORT  OF  THE  NEBRASKA  MEDICAL  FOUNDA- 
TION 

The  report  of  the  Nebraska  Medical  Foundation  was 
reviewed  by  your  Committee.  Discussion  was  heard 
relating  to  the  location  of  the  funds,  the  amount  of  the 
funds,  and  the  return  on  the  funds  as  well  as  the  security. 
Subsequent  to  the  Reference  Committee  meeting,  it  was 
learned  that  the  funds  are  with  FirsTier  Bank  and  invested 
in  at  least  three  different  types  of  instruments  felt  to  be 
well-positioned  to  maintain  principal  to  reasonably  insure 
a moderate  return.  This  information  is  available  in  the 
Association  office  for  those  interested  in  reviewing  the 
financial  statements. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  this 
report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  LIFE  MEMBERSHIP  AND  ASSOCIATE  MEMBERSHIP 
REQUESTS 

The  Life  and  Associate  Membership  Requests  were  as 
follows: 

REQUESTS  FOR  LIFE  MEMBERSHP 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Donald  F.  Prince,  M.D.,  Minden 

BOX  BUTTE  COUNTY  MEDICAL  SOCIETY 
John  H.  Floyd,  M.D.,  Scottsbiuff 
BUFFALO  COUNTY  MEDICAL  SOCIETY 
Robert  C.  Rosenlof,  M.D.,  Kearney 
Robert  D.  Sidner,  M.D.,  Kearney 
HALL  COUNTY  MEDICAL  SOCIETY 
Richard  F.  DeMay,  M.D.,  Grand  Island 
Robert  R.  Koefoot,  M.D.,  Grand  Island 
Pierce  T.  Sloss,  M.D.,  Grand  Island 
LINCOLN  COUNTY  MEDICAL  SOCIETY 

Richard  Donaldson,  M.D.,  North  Platte/Lincoln 
Clinton  E.  Sturdevant,  M.D.,  North  Platte 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Richard  Q.  Crotty,  M.D.,  Omaha 
Muriel  N.  Frank,  M.D.,  Omaha 
Louis  E.  Hanisch,  M.D.,  Omaha 
Frederick  ].  Langdon,  M.D.,  Omaha 
Charles  A.  Longo,  M.D.,  Bellevue 
Roger  D.  Mason,  M.D.,  Green  Valley,  AZ 
OTOE  COUNTY  MEDICAL  SOCIETY 
Harold  S.  Gately,  M.D.,  Syracuse 

REQUESTS  FOR  ASSOCIATE  MEMBERSHIP 

MEIROPOLIEAN  OMAEIA  MEDICAL  SOCIETY 
B.  C.  Burns,  M.D.,  Omaha 
Denham  Harman,  M.D.,  Omaha 
Neal  S.  Ratzlaff,  M.D.,  Omaha 
William  B.  Long,  M.D.,  Omaha 

Your  Reference  Committee  reviewed  the  requests  for 
life  Membcrshi|)  and  for  Associate  Membership.  No 
comments  were  ttiadc  by  those  attending  the  Reference 
Committee. 


220  Nebraska  Medical  Journal  July  1992 


R[COMM(NI)AllON: 

1 . Your  Relerenco  Cotiimiltce  recommends  that  these 
reciLiests  l)e  approved. 

MR.  SPEAKER,  I MOVE  HIE  ADOPTION  OF  THIS 
SECIION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  I louse. 

(10)  REPORT  OE  SCIENlll  1C  SESSIONS  COMMITTEE 

Your  Reference  Committee  and  those  in  attendance 
noted  the  report  of  the  Scientific  Sessions  Committee 
particularly  as  it  regarded  the  possible  change  in  format. 
Doctor  Bacon  indicated  that  there  will  be  some  changes 
in  format  for  the  annual  session  and  future  sessions.  We 
also  noted  the  policy  on  CME  conflicts  of  interest  and 
concur  with  the  policy  of  the  Scientific  Sessions  Comitiit- 
tee. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that  this 
report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOFHION  OF  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(11)  RESOLUTION  H5  - LANCASTER  COUNIY  MEDI- 
CAL SOCIETY  - MEMBERSHIP 

Resolution  #5  read  as  follows: 

WHEREAS,  the  trend  is  for  physicians  to  retire  with 
many  productive  years  ahead  of  them,  and 

WHEREAS,  many  of  those  physicians  engage  in  medi- 
cally related  activities  after  retiring  from  full-time  practice, 
and 

WHEREAS,  the  medical  profession  should  encourage 
continued  participation  by  senior  physicians  in  the  re- 
sponsibilities and  rewards  of  medicine,  and 

WHEREAS,  the  Lancaster  County  Medical  Society 
would  like  to  recognize  these  physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  any  Nebraska 
Medical  Association  member  in  good  standing  be  eligible 
for  Life  Membership  upon  retiring  from  full  time  practice 
without  regard  to  age  or  length  of  practice,  and 

BE  IT  FURTHER  RESOLVED,  that  senior  physicians 
who  have  retired  from  full  time  practice  but  who  maintain 
a part-time  involvement  in  professional  medically-related 
activities  also  be  eligible  for  Life  membership. 

Considerable  testimony  and  discussion  was  heard 
relating  to  Resolution  #5.  During  this  testimony  it  was 
pointed  out  that  Life  Membership  could  be  requested  40 
years  following  graduation  from  medical  school  if  retired. 
Associate  Membership  could  be  requested  after  25  years, 
and  if  retired. 

After  considerable  testimony,  your  Reference  Com- 
mittee advises  that  the  first  and  second  resolve  be  deleted. 
Two  members  of  the  Lancaster  County  Medical  Society 
were  present  and  were  in  agreement. 

RECOMMENDATIONS: 

1 . Your  Reference  Committee  recommends  that  Reso- 
lution #5  be  amended  to  read  as  follows: 

"WHEREAS,  the  trend  is  for  physicians  to  retire 
with  many  productive  years  ahead  of  them,  and 

WHEREAS,  many  of  those  physicians  engage  in 


medically-related  activities  after  retiring  from  full- 
time practice,  and 

WHEREAS,  the  medical  profession  should  en- 
courage continued  participation  by  these  |)hysi- 
cians  in  the  responsibility  and  rewards  of  medicine, 
and 

WHEREAS,  practice  patterns  are  changing  and 
many  physicians  may  practice  part-time  and, 

Wl  lEREAS,  the  Lancaster  County  Medical  Soci- 
ety would  like  to  recognize  these  physicians; 

THEREEORE,  BE  IT  RESOLVED,  that  the  Board  of 
Directors  address  the  status  of  physicians  practic- 
ing part-time  and  consider  the  feasibility  of  develop- 
ing categories  of  membership  which  would  a|)ply 
to  them." 

2.  Your  Committee  further  would  request  that  the 
Board  report  back  to  the  E louse  of  Delegates  on  this 
matter. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Doctor 
Mathews  noted  that  the  committee  did  not  wish  to  alter 
the  current  Life  and  Associate  Membership  categories. 
The  House  then  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
RET’ORT  OF  REFERENCE  COMMITTEE  #4  AS  A WHOLE. 
This  was  adopted  by  the  Flouse. 

Res[)ectfully  submitted, 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman 
John  F.  Riedler,  M.D.,  Omaha 
David  L.  Bacon,  M.D.,  Kearney 

Doctor  Cornelius,  in  reference  to  long  term  care,  asked 
the  Committee  on  Health  Planning  to  develop  a position 
on  nursing  home  care. 

Reference  Committee  #5 

Reference  Committee  #5  considered  8 reports  and  8 
resolutions.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1 ) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #6, 
RESOLUTION  #6  (F  91)  CLIA  1988 

Your  reference  committee  appreciates  the  testimony 
by  Doctor  Horton  in  reference  to  this  report. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #7, 
RESOLUTION  #7  (F  91 ) ANESTHESIA  AS  THE  PRAC- 
TICE OF  MEDICINE 

The  committee  appreciated  the  information  provided 
by  David  Buntain  in  reference  to  this  report. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  this  matter 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 
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(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #22, 
STATE  VACCINES  TO  ATTENDING  PHYSICIANS 

There  was  no  discussion  of  this  particular  item. 

RECOMMENDATION: 

1 . The  committee  recommends  that  this  report  be  filed. 

MR.  SF^EAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #23, 
BUNDLING  OF  FEES  FOR  AUTOLOGOUS  BLOOD 

There  was  considerable  discussion  in  reference  to  this 
particular  portion  of  the  report.  It  was  brought  out  in 
testimony  that  there  are  limitations  of  payments  for  new 
technology  as  there  are  pre-existing  fees  and  there  are  no 
fees  for  new  technology,  thus  they  are  not  being  reim- 
bursed. 

RECOMMENDATION: 

1.  The  committee  appreciates  the  report  and  recom- 
mends the  matter  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Hartman  moved  that  this  item  be  referred  back  to  the 
Board  of  Directors  for  referral  to  the  appropriate  commit- 
tee. This  was  seconded.  Doctor  Collicott  noted  that  this 
issue  is  being  addressed  on  the  national  level  so  the  best 
approach  would  be  to  contact  Nebraska's  Congressional 
delegation.  Doctorl  lartman  disagreed  with  thisapproach. 
He  felt  it  important  for  the  NMA  to  develop  its  own  policy 
with  regard  to  HCFA.  Doctor  Elartman's  motion  carried. 
The  House  then  adopted  this  section  of  the  report  as 
amended. 

(5)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 
MEDICINE&SURGERY 

It  was  felt  by  members  of  the  reference  committee  and 
also  those  in  attendance  who  gave  testimony  that  the 
report  was  rather  sparse.  1 1 was  recommended  that  at  least 
a list  of  topics  would  be  helpful  to  upgrade  the  report. 
Those  in  attendance  felt  that  a verbal  report  should  be 
supported  and  encouraged  at  either  the  spring  or  fall 
session. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  Elouse  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  STATE  DEPARTMENT  OF  I lEALTEI 

Doctor  Mark  Horton,  Director  of  the  Department  of 
Elealth,  was  in  attendance.  He  gave  considerable  insight 
into  this  report.  The  committee  wishes  to  again  thank  Dr. 
Horton  for  his  comments  and  interests. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  this  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  OF  II  IIS 
SECTION  OF  OUR  REf’ORI.  This  section  of  the  report 
was  adopted  by  the  I louse. 


(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 

PROFESSIONAL  LIABILITY 

Doctor  Blaine  Y.  Roffman  and  David  Buntain  provided 
a considerable  amount  of  information  in  reference  to  the 
Ad-Hoc  Committee  on  Professional  Liability.  The  refer- 
ence committee  appreciates  their  testimony. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Testimony  was  heard  in  reference  to  the  medical 
liability  cap  increase  and  licensure  issues.  Insight  was 
provided  by  Allen  Dvorak,  M.D.  and  Association  lobbyist, 
David  Buntain,  and  your  committee  appreciates  their 
testimony. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  RESOLUTION  #1  -CHEYENNE-KIMBALL-DEUEL-LIM- 

ITED  X-RAY  SYSTEM  OPERATOR  COURSE  REQUIRE- 
MENTS 

Resolution  #1  read  as  follows: 

WHEREAS,  practicing  physicians  owning  and/or  oper- 
ating an  x-ray  machine  have  been  informed  by  the  Direc- 
tor of  the  Division  of  Radiological  Health  that  all  non- 
physician operators  of  such  equipment  must  apply  for 
certification  as  a Limited  X-Ray  Systems  Operator,  com- 
plete a 1 6 or  more  hour  course  of  instruction  in  operation 
of  x-ray  equipment  and  pass  a test  administered  by  the 
American  Registry  of  Radiological  Technologists,  and 

WHEREAS,  the  only  course  currently  offered  is  by  the 
School  of  Radiologic  Technology  at  Regional  West  Medi- 
cal Center  in  Scottsbiuff,  and 

WEIEREAS,  the  syllabus  for  this  course  is  some  40 
pages  in  lenth  (including  6 pages  of  mathematics  and 
formulas)  with  an  estimated  cost  of  $ 1 000.00  to  $ 1 1 00.00 
each,  in  addition  to  an  application  fee,  a lest  fee,  a license 
fee  and  books,  and 

WEIEREAS,  the  apparent  intent  of  the  Division  of 
Radiological  Elealth  of  the  Nebraska  Department  of  I lealth 
and  the  American  Registry  of  Radiological  Technologists 
is  either  to  make  the  course  so  comprehensive  that  it 
cannot  be  given  in  IE)  hours  or  to  make  it  so  difficult  that 
office  nurses  are  unable  to  successfully  |)ass  the  qualifying 
test,  and 

Wl  lEREAS,  the  intent  of  the  Legislature  in  passing  the 
enabling  legislation  was  to  provide  for  rjualily  films  and 
protection  from  gamma  rays  for  both  operators  and 
patients,  and 

WFIEREA.S,  this  course  far  exceeds  the  intent  of  the 
Legislature; 

IHERFFORf,  BE  IE  RESOLVED,  that  the  NMA  enter 
into  discussion  with  the  State  Department  of  I lealth,  the 
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(iovcrnor's  Office,  and  the  appropriate  Legislative  com- 
mittees regarding  the  economic  im|)act  of  this  course  on 
rural  (ihysicians’officesand  on  their  (ratientsif  this  process 
continues  as  it  is  currently  (rroceeding. 

Considerable  testimony  was  heard  in  reference  to  this 
resolution.  Dr.  Mark  I lorton  was  very  hel|)ful  in  [rroviding 
information  which  helped  address  the  concerns  con- 
tained in  Resolution  i/1.  Dr.  Horton  stated  that  he  is 
helping  to  addr  ess  their  concerns  by  delaying  certification 
until  rnid-19‘J3  when  adequate  alternatives  of  instruc- 
tional instrunrents  are  in  ()lace.  t le  also  addressed  costs  of 
these  instructional  instruments  and  said  he  would  con- 
tinue to  work  with  this  matter  until  a satisfactory  resolution 
has  been  accom[)lished. 

RtCOMMENDALION: 

1.  Your  reference  committee  su()ports  this  resolution 
and  recommends  the  Board  of  Directors  consider  this 
further,  and  continue  discussion  with  the  State  Depart- 
ment of  I lealth. 

MR.  SPLAKI  R,  1 MOVE  THE  ADOIMION  Oi  I HIS 
SECTION  OE  OUR  REPORT.  This  section  of  the  report 
was  ado|)ted  by  the  House. 

(10) RESOlUIION  //4- LANCASTER  COUNTY - 
EIABILIIY  CAP 

Resolution  H4  read  as  follows: 

WHEREAS,  we  recognize  the  cost  of  medicine  is 
increasing  and  needs  to  be  controlled,  and 

WLIEREAS,  the  liability  costs  are  a significant  compo- 
nent of  this  and  do  not  contribute  to  patient  care,  and 

WLIEREAS,  the  majority  of  states  have  significantlv 
decreased  mal|)ractice  lids; 

THEREEORE,  BE  IT  RESOLVED,  the  Nebraska  Medical 
Association  op()ose  any  legislation  which  raises  the  liabil- 
ity cap. 

Long  and  lengthy  discussion  and  testimony  ensued 
regarding  this  resolution.  This  resolution  was  supported 
by  those  in  attendance  and  testimony  was  heard  from 
David  Buntain,  Association  lobbyist.  Information  was 
provided  to  the  committee  that  after  discussion  with 
Senator  Chizek  that  the  cap  should  be  raised  but  nothing 
more  be  done  to  alter  LB  434,  the  agreement  had  been 
reached.  This  information  was  helpful  to  your  reference 
committee.  It  was  felt  that  the  5th  line  of  the  resolution 
(dealing  with  decreased  malpractice  lids)  was  inaccurate 
but  no  figures  were  provided  to  verify  or  deny  the 
inaccuracy. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  this  resolu- 
tion be  directed  to  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(11)  RESOLUTION  #9-  METRO  OMAHA  - QUALITY 
IMPROVEMENT  ACTIVITIES 

Resolution  #9  read  as  follows: 

WHEREAS,  both  quality  assurance  and  quality  im- 
provement activity  tends  to  elevate  the  quality  of  clinical 
medical  practice,  and 

WHEREAS,  it  is  important  for  physicians  to  measure 
their  own  performance,  and 


WHEREAS,  quality  improvement  activities  are  essen- 
tial in  the  operation  of  many  group  practices,  and 

Wl  lEREAS,  hospitals  and  managed  care  programs  are 
protected  by  stale  statutes  from  discovery  of  c]uality 
improvement  data  in  mal|)ractice  suits,  and 

Wl  lEREAS,  individual  [)hysicians  and  [thysician  groups 
have  no  such  protection; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  to  amend  Nebraska  statutes  to 
protect  data  collected  in  the  formal  [)rocess  of  physicians 
doing  quality  improvement  and  quality  assurance  in  their 
own  office  from  malpractice  discovery. 

Testimony  was  heard  in  reference  to  Resolution  H9.  No 
negative  testimony  was  heard  and  your  reference  com- 
mittee supports  this  resolution. 

RECOMMENDATION: 

1.  It  is  recomrTiended  that  the  Board  of  Directors 
transmit  this  to  the  Commission  on  Legislation  and  Gov- 
ernmental Affairs. 

MR.  SPEAKER,  I MOVE  I HE  ADOPIION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  re|)ort. 

(12)  RESOLUTION  // 1 0- METRO  OMAI  lA-  INSURANCE 
POLICIES 

Resolution  #10  read  as  follows: 

WHEREAS,  the  percentage  of  patients  enrolled  in  PPO 
insurance  policies  is  increasing  in  the  State  of  Nebraska, 
and 

WHEREAS,  subsequent  competition  will  enhance  the 
likelihood  employers  will  change  their  company's 
healthcare  policies  more  frequently,  thereby  necessitat- 
ing, at  times,  the  patient  having  to  change  physicians  and/ 
or  hospital  of  choice,  and 

Wl  lEREAS,  it  is  our  belief  that  these  intermittent  and 
abrupt  changes  will  lead  to  the  disruption  of  the  patient's 
care  plan  and  the  essence  of  the  doctor-patient-hospital 
relationship,  leading  to  adverse  effects  in  the  quality  of 
that  patient's  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  supports  legislative  attempts  to  elimi- 
nate clauses  restricting  physicians/hospitals  form  partici- 
pating and  providing  care  as  long  as  they  are  agreeable  to 
accept  the  same  fee  structure  as  the  PPO's  contractual 
members,  and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska  Medical 
Association  develop  an  overview  committee  to  address 
PPO/HMO  issues  harmful  to  our  patients. 

Testimony  was  heard  in  reference  to  this  and  it  was  all 
in  support  of  this  resolution.  It  was  the  recommendation 
of  your  reference  committee  to  change  the  resolution  to 
read: 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  direct  the  Commission  on  Association 
Affairs  address  the  PPO/HMO  issues  harmful  to  our 
patients. 

RECOMMENDATION: 

1.  We  recommend  adoption  of  this  resolution  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  EHouse. 

(13)  RESOLUTION  #12  - METRO  OMAHA  - 
IMMUNIZATIONS  & INSURANCE  COVERAGE 

Resolution  #12  read  as  follows: 

WHEREAS,  the  cost  and  number  of  required  childhood 
immunizations  is  steadily  increasing,  and 

WHEREAS,  the  majority  of  Nebraska's  insurance  com- 
panies do  not  cover  routine  immunizations,  and 

WHEREAS,  it  is  our  belief  that  the  cost  of  the  immuni- 
zations will  prohibit  some  parents  from  seeking  routine 
care  and  vaccinations  for  their  children; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  supports  the  enactmentof  legislation 
mandating  that  insurance  companies  cover  routine  child- 
hood immunizations  in  order  to  be  licensed  to  operate 
within  the  State  of  Nebraska. 

Testimony  was  heard  in  reference  to  this  resolution. 
Dr.  Mark  Horton  provided  valuable  testimony.  It  was  felt 
that  the  Association  should  encourage  dialogue  between 
the  Nebraska  Medical  Association,  insurance  companies 
and  the  State  Department  of  Health  to  develop  a plan  on 
funding.  One  example  of  this  was  in  the  State  of  New 
Hampshire.  It  was  felt  that  with  the  discussion  that  ensued 
that  issue  could  be  resolved  without  this  resolution  and 
the  matter  should  be  referred  to  the  Board  of  Directors. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
resolution  be  rejected. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Nohner  noted  that  the  costs  of  immunizations  will  con- 
tinue to  increase  and  urged  the  House  to  keep  pressure  on 
insurance  companies.  Doctor  Klutman,  as  a point  of 
information,  noted  that  legislation  was  passed  to  provide 
immunizations  to  physicians'  offices  without  funding.  The 
best  approach  toward  funding  may  be  a joint  effort 
between  the  state  and  insurance  companies.  The  House 
then  adopted  this  section  of  the  report. 

(14)  RESOLUTION  #13 -METRO  OMAHA  - OBRA 
REGULATIONS 

Resolution  #13  read  as  follows: 

WHEREAS,  the  OBRA  regulations  were  implemented 
in  1990  with  possible  good  intentions  on  the  part  of 
society  to  improve  the  lifestyle  and  quality  of  life  for  our 
senior  citizens  in  nursing  homes,  and 

WHEREAS,  we  are  now  feeling  the  full  impact  of  these 
regulations  and  are  finding  that  they  are  having  dire 
consequences  for  our  senior  citizens,  and 

WHEREAS,  the  interference  with  the  practice  of  medi- 
cine is  monumental  and  the  quality  of  life  for  many  of 
these  people  has  deteriorated,  and 

WHEREAS,  the  employees  in  the  nursing  homes  are 
now  at  risk  of  bodily  harm  from  agitated  patients  who 
cannot  be  restrained,  and 

WHEREAS,  the  nursing  homes  are  fighting  in  many 
cases  for  their  own  survival  if  these  regulations  are  not 
implemented  to  the  full  extent  of  the  law; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 


Medical  Association  forward  to  the  AMA  its  concern 
about  OBRA  regulations  that  are  harming  our  nursing 
home  patients. 

Extensive  testimony  was  heard  in  reference  to  the 
stringent  interpretation  of  the  OBRA  regulations  by  the 
inspectors.  Dr.  Horton,  after  hearing  this  testimony,  said 
he  is  committed  to  dealing  with  this  matter  and  dealing 
with  it  rather  quickly. 

Your  reference  committee  recommends  that  the 
"THEREFORE,  BE  IT  RESOLVED"  be  changed  to  read: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  forward  to  the  Department  of  Health 
and  to  the  AMA  our  concern  about  OBRA  regulations  as 
they  are  harming  our  nursing  home  patients. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  this  be 
referred  to  the  Board  of  Directors,  and  a resolution  be 
submitted  to  the  AMA  House  of  Delegates. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Klutman  inquired  as  to  whether  anyone  had  met  with 
Doctor  Horton  to  discuss  this  issue  and  suggested  that 
such  a meeting  be  set  up  as  soon  as  possible.  Doctor 
Williams  responded  that  the  officers  would  be  meeting 
with  Doctor  Horton  within  the  next  few  days.  Doctor 
Cornelius  suggested  there  also  be  a followup  meeting 
scheduled.  Doctor  Loschen  noted  a meeting  had  been 
scheduled  for  Thursday  and  also  stated  he  had  been  very 
impressed  by  Doctor  Horton's  responsiveness  to  Associa- 
tion concerns.  The  House  then  adopted  this  section  of  the 
report. 

(15)  RESOLUTION  #14  - METRO  OMAHA  - 
PRESCRIPTION  POLICY 

Resolution  #14  read  as  follows: 

WHEREAS,  the  physicians  of  the  State  of  Nebraska 
have  always  been  concerned  about  delivery  of  health  care 
utilizing  safe  medications  in  judicious  amounts,  and 

WHEREAS,  the  third  party  carriers  are  now  giving  cost 
preferential  to  patients  sending  away  for  up  to  three 
months  of  prescriptions  at  a great  financial  savings  to  the 
patient,  and 

WHEREAS,  the  physicians  feel  that  this  is  placing 
undue  risk  on  their  patients  in  the  area  of  huge  numbers 
of  potentially  dangerous  pills  being  in  the  household  for 
the  patient  or  others  to  accidentally  or  intentionally  take, 
and 

WHEREAS,  the  patients  receive  no  instructions  from 
the  pharmacist  as  to  possible  drug  interactions,  safety, 
etc.,  and 

WHEREAS,  there  is  a possibility  of  risk  occurring  to  a 
patient  in  that  adequate  follow  up  does  not  take  place 
because  the  patient  has  several  months  of  medicine  and 
may  not  seek  medical  care  or  intervention; 

THEREFORE,  BE  IE  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  the  Id’O's  in  the  State  of 
Nebraska  as  well  as  the  State  Insurance  Commissioner  to 
ask  that  a reasonable  time  limit  be  placed  on  these 
prescriptions  and  that  our  local  pharmacists  be  given  the 
opportunity  to  provide  these  medications. 

Testimony  was  heard  in  reference  to  this  resolution 
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and  your  reference  conimiltee  wishes  to  amend  the 
second  "Wf  lEKLAS"  to  read: 

Wl  l[  RE  AS,  the  third-party  carriers  are  now  giving  cost 
preference  to  patients  sending  away  for  up  to  three 
months  of  prescriptions,  and 

I he  third  "Wt  lEREAS"  to  read: 

WHEREAS,  the  physicians  feel  that  this  is  placing 
undue  risk  on  their  patients  and  that  large  amounts  of 
potentially  dangerous  medications  will  be  present  in 
households  for  the  patients  or  others  to  accidentally  or 
intentionally  ingest,  and 

With  the  remainder  of  the  resolution  reading  as  fol- 
lows: 

Wf  lEREAS,  the  patients  receive  no  instructions  from 
the  pharmacist  as  to  possible  drug  interactions,  safety, 
etc.,  and 

WHEREAS,  there  is  a possibility  of  risk  occurring  to  a 
patient  in  that  adequate  follow  up  does  not  take  place 
because  the  patient  has  several  months  of  medicine  and 
may  not  seek  medical  care  or  intervention; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  the  PPO's  in  the  State  of 
Nebraska  as  well  as  the  State  Insurance  Commissioner  to 
ask  that  a reasonable  time  limit  be  placed  on  these 
prescriptions  and  that  our  local  pharmacists  be  given  the 
opportunity  to  |)rovide  these  medications. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  this  be 
forwarded  to  the  Board  of  Directors  to  be  assigned  to  the 
appropriate  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(16)  RESOLUTION  #1  7 - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY-  LICENSED  INSURANCE  COMPANY 
PHYSICIANS 

Resolution  #1 7 read  as  follows; 

WHEREAS,  insurance  company  physician  reviewers 
directly  affect  access  to  medical  care,  and 

WHEREAS,  medical  expertise  is  required  for  reviewing 
documents  and  issuing  appropriate  evaluations; 

THEREFORE,  BE  IT  RESOLVED,  that  physicians  who 
review  cases  for  insurance  companies  in  the  State  of 
Nebraska  should  be  licensed  in  Nebraska. 

Testimony  was  heard  in  support  of  this  resolution  and 
no  changes  are  recommended. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  this  be 
directed  to  the  Commission  on  Legislation  and  Govern- 
mental Affairs. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A WHOLE. 
This  was  adopted  by  the  House. 


I wish  to  thank  the  members  of  the  committee  for  their 
considerable  help  in  pre[)aration  of  this  re|)ort. 

Respectfully  submitted, 

John  1..  Reed,  M.D.,  Lincoln  - Chairman 
Myron  E.  Samuelson,  M.D.,  Wymore 
Peter  j.  Whitted,  M.D.,  Omaha 

Reference  Committee  #6 

Doctor  Larson  presented  the  re|)ort  of  Reference 
Committee  #6  in  Doctor  Holyoke's  absence. 

Reference  Committee  #6  considered  1 0 reports  and  1 
resolution.  I he  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  I FEM  #3, 
RESOLUTIONS  #3  AND  #9  EROM  THE  FALL  SES- 
SION CONCERNING  HIV  TESTING  AND  IT  IE  CDC 
GUIDELINES  FOR  I IIV  DISEASE  AND  RESOLUTION 
#15,  HIV  TESTING 

Resolution  #15  read  as  follows: 

WHEREAS,  the  AMA  Code  of  Ethics  reejuires  physi- 
cians to  care  for  patients  regardless  of  HIV  status; 

WHEREAS,  the  risk  of  transmission  of  HIV  from  physi- 
cian to  patient,  even  during  invasive  procedures  is  negli- 
gible; 

WHEREAS,  physicians  are  not  able  to  test  their  patients 
for  FIIV  without  consent  of  the  patient; 

RESOLVED,  mandatory  HIV  teslingof  physicians  should 
not  be  required; 

Physician  is  not  re(]uired  to  disclose  his  FIIV  status  to 
his  patient; 

Standard  of  practice  and  hospital  privilege  should  be 
determined  on  the  basis  of  competence  without  regard  to 
HIV  status. 

The  report  from  the  Board  of  Directors  concerning  HIV 
testing  and  the  CDC  guidelines  as  presented  at  the  Fall 
Session  were  reviewed.  No  discussion  concerning  these 
items  was  heard.  Considerable  testimony  was  received 
concerning  Resolution  #15  which  again  addresses  HIV 
testing.  Your  reference  committee  feels  that  the  HIV  crisis 
is  of  grave  concern  to  all,  and  as  such,  any  recommenda- 
tion concerning  this  issue  needs  to  be  carefully  reviewed. 
Much  discussion,  both  supporting  and  opposing  the 
resolution  was  heard. 

RECOMMENDATIONS: 

1.  We  recommend  that  the  Report  of  the  Board  of 
Directors,  Item  #3,  concerning  Resolutions  from  the  Fall 
Session  concerning  HIV  be  filed. 

2.  Your  reference  committee  recommends  that  Reso- 
lution #1 5 as  written  be  referred  to  the  NMA  Task  Force 
on  AIDS  for  further  discussion  and  possible  revision. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #9, 
RESOLUTION  #10(F91), CONCERNING  LICENSURE 
OF  TANNING  PARLORS  AND  RESOLUTION  #11, 
CONCERNING  LICENSURE  OF  ELECTROLOGISTS, 
FROM  THE  FALL  SESSION 

No  discussion  was  heard  concerning  these  items. 
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RECOMMENDATION: 

1 . We  recommend  lEiese  items  be  filed. 

MR.  SPEAKER,  I MOVE  TEIE  ADOPTON  OF  THIS 
SECTION  OF  OUR  REPORT.  TEie  blouse  adopted  tEiis 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #1  7, 
HIV  INDEMNITY  INSURANCE 

No  discussion  was  received  concerning  this  report. 

RECOMMENDATION: 

1.  We  recommend  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #18, 
RECOGNITION  OF  FIFTY-YEAR  PRACTITIONERS 

It  was  noted  that  the  recommendations  contained  in 
this  item  are  being  implemented  at  this  session.  No  further 
discussion  was  heard. 

RECOMMENDATION: 

1.  We  recommend  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #19, 
SUPPORT  GROUP 

Discussion  was  heard  concerning  the  activities  of  the 
NMA  Su|)port  Group  study  committee.  Progress  is  being 
made  to  implement  such  a support  system  in  Nebraska. 
Concern  was  ex|)ressed  that  information  shared  during  a 
support  group  session  could  become  "discoverable  evi- 
dence." The  committee  is  contacting  other  states  whose 
medical  associations  have  formed  support  groups  and 
information  will  be  forthcoming  in  the  future  concerning 
their  activities.  It  was  emphasized  that  the  primary  con- 
cept of  such  a support  group  is  to  deal  with  the  emotional 
aspects  of  physicians  experiencing  problems  rather  than 
from  the  legal  standpoint,  recognizing  that  at  times  these 
may  overlap.  It  was  also  emphasized  that  any  type  of 
support  group  should  be  organized  so  as  not  to  have  any 
effect  on  the  attorney/client  relationship.  A brochure  will 
soon  be  available  describing  the  function  and  organiza- 
tion of  this  group.  Your  reference  committee  wishes  to 
compliment  the  activities  of  this  committee. 

RECOMMENDATION: 

1.  We  recommend  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  Tl  IE  AD-I  IOC  COMMI I TEE  ON 
MATERNAL  & CHIED  f lEALTI  I 

No  discussion  was  received  concerning  this  report. 
Your  committee  is  again  favorably  impressed  with  the 
activities  of  this  grou|)  and  with  the  cooperation  of  the 
Nebraska  Department  of  I lealth. 

RECOMMENDAIION: 

1.  We  recommend  this  re[)ort  Ite  filed. 

MR.  SPEAKER,  I MOVE  II  IE  ADOPIION  Of  I HIS 


SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

It  was  noted  that  two  new  consultants  have  been 
hired  and  that  the  commission  is  very  pleased  with  their 
work.  No  further  discussion  was  received. 

RECOMMENDATION: 

1.  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 

Your  reference  committee  reviewed  the  minutes.  It 
was  noted  that  information  concerning  Medicare  Pro- 
vider numbers  for  residents  might  be  incorrect.  The  re- 
mainder of  the  report  was  reviewed  and  no  further 
discussion  was  heard. 

RECOMMENDATIONS: 

1.  Your  committee  recommends  deletion  of  the  para- 
graph concerning  Medicare  Provider  numbers  for  resi- 
dents from  the  Minutes  of  the  Board  of  Councilors. 

2.  We  recommend  the  remainder  of  the  minutes  be 
filed  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  TEIIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Con- 
cern was  raised  over  the  propriety  of  deleting  a portion  of 
the  minutes  of  another  body.  Doctor  Nabity,  outgoing 
Chairman  of  the  Board  of  Councilors,  recognizing  the 
inaccuracy  of  the  advice  concerning  Medicare  Provider 
numbers  for  residents,  agreed  to  the  deletion  of  this 
paragraph  from  the  minutes.  The  House  then  adopted  this 
section  of  the  report. 

(9)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION 

A rough  draft  of  educational  material  to  be  published 
was  presented.  Discussion  centered  around  concern  that 
some  of  the  committee  members  feel  that  more  emphasis 
should  be  placed  on  the  original  goal  of  this  committee, 
i.e.,  to  help  educate  those  who  will  be  teaching  our 
children  concerning  health  matters.  Your  reference  com- 
mittee wishes  to  compliment  Dr.  Bosley  and  the  work  of 
his  committee. 

RECOMMENDATION: 

1.  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  1 MOVE  THE  ADOPIION  OF  THIS 
SECTION  OF  OUR  REPORE.  I his  was  ado()ted  by  the 
I louse. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  IHE 
REPORT  OF  REFERENCE  COMMITEEE  #6  AS  A Wl  lOl  E. 
I his  was  adopted  by  the  I louse. 

Respectfully  submitted, 

Edward  A.  I lolyokc,  )r.,  M.D.,  Omaha  - Chairman 
Dwight  I . Larson,  M.D.,  North  Platte 
1 arty  D.  Ruth,  M.D.,  Lincoln 

Doctor  Meissner  expressed  appreciation  to  the  refer- 
ence committees  and  asked  that  anyone  interested  in 
serving  on  a reference  committee  in  the  future  contact 
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him.  following  the  conclusion  of  those  lemaiks,  the 
t louse  recessed. 

HOUSE  OF  DELEGATES 

THIRD  SESSION 

I he  1 bird  Session  of  the  I louse  of  Delegates  was  held 
April  20,  1992.  Ihe  meeting  was  called  to  order  fry  the 
Speaker,  Dr.  Meissner.  77  delegates  wore  present  and  the 
meeting  was  declared  in  session. 

Ihe  Speaker  called  for  the  report  of  the  Nominating 
Conrmittee  and  Doctor  Richard  hlatny,  C!hairrnan,  pre- 
sented the  following  slate  of  officers: 

I’resident-Eloct  - 

Robert  I . Shapiro,  M.D.,  Lincoln 
hoard  of  Directors  - At  Large  - 

I lerbert  A.  I lartman,  Jr.,  M.D.,  Omaha 
Delegate  to  the  AMA  - 

Carl  j.  Cornelius,  Jr.,  M.D.,  Sidney 
Delegate  to  the  AMA  - 

hlainc  Y.  Roffman,  M.D.,  Omaha 
Alternate  Delegate  to  the  AMA  - 
Allen  D.  Dvorak,  M.D.,  Omaha 


Alternate  Delegate  to  the  AMA  Young  Physicians  Section  - 
Kevin  D.  Nohner,  M.D.,  Omaha 
Speaker,  I louse  of  Delegates  - 

Richard  1 1.  Meissner,  M.D.,  Ontaha 
Vice  Speaker,  I louse  of  Delegates  - 
David  R.  I ittle,  M.D.,  I Listings 
Councilors: 

9th  District -Gordon  D.  hainbridge,  M.D.,  Grand  Island 
10th  District  - Charles  I . Damico,  M.D.,  Hastings 
1 1 th  District  - Ronald  L.  Asher,  M.D.,  North  Platte 
1 2th  District  - Milton  R.  Johnson,  M.D.,  Scottsbiuff 

Council  on  Professional  Ethics - 
I larold  Nordlund,  M.D.,  York 

There  being  no  nominations  from  the  floor,  the  House 
adopted  all  the  nominations. 

Doctor  Collicott  escorted  Doctor  Shapiro  to  the  front 
of  the  1 louse.  Doctor  I oschen.  President,  installed  Doctor 
Shapiro  as  President-Elect  of  the  Nebraska  Medical  Asso- 
ciation. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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AUDIO-DIGEST  INVITES  YOU  TO 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber — 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  Information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  1 credit  for  every  one-hour  program 
toward  the  AMA’s  Physician’s  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boards  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology—  Topics  in  Pain  Management 

□ Emergency  Medicine— Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— Blood  Pressure 

□ *Gastroenterology—  GI  Board  Review 

□ General  Surgery—  Critical  Issues  in  Intensive  Care 

□ Internal  Medicine—  Treating  and  Preventing  Hypertension 
Q Obstetrics/Gynecology— Awffhiofic  Update 

□ Ophthalmology— Afewr  Ideas  in  Glaucoma 

□ *Orthopaedics— Tfepamwi?  the  Hand  and  Wrist 

□ Otolaryngology— Focus  on  the  Sinuses 

□ Pediatrics— Aw  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry— A/awzJesfafzows  and  Management  of  Anxiety 

□ *Urology— Prostate  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I’m  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 
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New  Product  Spotijght 


A 

A complete  communications  center 
for  your  growing  practice 


The  FAX22  gives  your  practice  maximum  benefits  for  a 

minimum  cost  You  get: 

• A multi-function  fax  machine  for  instant  hard  copy  communications 

• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax,  both  on  the  same  call 

• A speaker  phone  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 

W $ O ^00  purchase 

WCIVV  CttJ  of  a RICOH 
FAX22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 


Th«  ^ 


1702 


M.O 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 
Omaha  96 1 6 M St.  331  -0607 


county  Medical 

ASSOUMWN 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Darroll  J.  Loschen,  M.D.,  York Preeident 

Robert  F.  Shapiro,  M.D.,  Lincoln President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Darroll  J.  Loschen,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Heirtman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Jdaison Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Garnet  J.  Blatchford,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  £.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Royce  A.  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

Russell  L.  Gorthey,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Phyllis  S.  Salyards,  M.D Hastings 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bauscb,  M.D Lincoln 

Charles  D.  Gregorivs,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITFEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice*Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  Horton,  M.D.,  Dept  of  Heal  Liason Lincoln 

Bruce  Roe,  MCH  Liaison Lincoln 
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Section  on  Maternal  Mortality  Review 

William  G.  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director  Omaha 

Gary  D.  Millus,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

David  K.  Fry,  M.D Columbus 

Lawrence  C.  Bauscb,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Sebor,  M.D Lincoln 

Jon  A.  Vonderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 


AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 


Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Samuel  E.  Boon,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT' 

John  F,  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  Board  Liaison Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligb 

Michael  J.  Sullivan,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Cbairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

William  A.  Shiffermiller,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Lioison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  l..ce  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffmon,  M.D Omaha 

Eileen  C.  Vautravors,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chri«  C.  Caudill,  M.D.,  Chairholder Lincoln 

Ferry  T.  Williams,  M.D.,  Board  Liaison Omaha 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Richard  M.  Fruehling,  M.D Grand  Island 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AIVIIOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottabluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R,  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  HEALTH  IH)LICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbiuff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher Omaha 

Richard  E.  Jackson Pawnee  City 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Faustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Weuren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Gremd  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  RURAL  HEALTH 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbiuff 

Stephen  Stripe,  M.D Humboldt 

NMAA^REIGHTON  COORDINATING  COMMITTEE 
NMA  Reproflentatlves 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  coordinating  COMMITTEE 
NMA  Reprosontatlvee 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Easier,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbiuff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


I GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 
William  J.  Lawton.  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  - GYNECOLOGY 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D. 
INTERNAL  MEDICINE  John  P.  Reilly.  M.D. 

William  J Landis,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss.  M.D. 

11-92 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-92 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

r.5_a55  CONSULTATIVE 

□■■■■■  nephrology  & 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

• Board  Certified  • Graduates  of  Mayo  Clinic 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

• Kidney  Dialysis  & Organ  Transplantion 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 

• Memlx’rs  of  American  Society  of  Nephrology 

Day  or  Night  — Call: 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NF. 

(402)  483-7825  or  1-800-633-5462 

Phone  (402)  466-8259  or  1-800-633-5462 

' ' 4-93 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

(402)  489-6554 

or  1-800-MED-LINC 

11-92 

pathology 
medical 
services 

pa 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.O 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALDA.DYNEK,M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M D 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M D. 
MAnHIASI.OKOYE.M.D. 
JOHNF.  PORTERFIELD,  MD 
ROBERTF.  SHAPIRO,  MD. 
AINAI.  SILEN1EKS,M  D. 
DANIELJ.TILL.M  D. 
LARRY  0.  TOALSON,  M.D 
LARRY  WARRELMANN,  Eiac.  Diieclot 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6%0 
402/483-5053of800/742-7414 


20-A  Nebraska  Medical  Journal  July  1992 
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LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL  SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney,  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  ■ Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1 -800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-92 

OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.McFAODEN,  JR.,M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1 1 1 7 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
Lincoln,  Nebraska  6B5io 

PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68 1 1 4 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolm  C.  I'ilkins,  M.D.  , Hincritus 
Ricliard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

Jolm  D.  Grirntlis,  M.D. 

Jeffery  J.  Hottinan,  M.D. 
Michael  A.  Halsted,  M.D. 
Kadiryn  E.  Hodges,  M.D. 


11-92 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-92 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Marlin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiuff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA 

(308)  284-4011 

9,  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-3911 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  EirsTier  Bank 
Building,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  (2)  SW  IOWA  - (BC/BE) 
Excellent  opportunity  for  two  FPs  to  join 
multispecialty  clinic  in  Creston,  Iowa.  OB  optional, 
limited  call,  progressive  83  bed  hospital,  competi- 
tive salary  and  benefit  package  in  a family-oriented 
community.  Send  CV  to  Mike  Brentnall,  Administra- 
tor, Creston  Medical  Clinic,  P.C.,  526  New  York 
Avenue,  Creston,  Iowa  50801;  515-782-2131. 

OHIO  - WISCONSION  - MICHIGAN  - MIS- 
SOURI — Attractive  opportunities  in  metropolitan 
and  scenic  recreational  areas.  Locations  near  pris- 
tine lakes,  white  water  rivers,  and  National  Forests. 
Others  in  college  communities  offering  professional 
and  Big  10  college  sports,  fine  arts,  and  broad 
spectrum  of  nationally  renowned  CME  programs. 
Positions  available:  Allergy,  Dermatology, 
Neurosurgery,  Occupational  Medicine,  Oncology, 
Orthopedics,  Psychiatry,  Rheumatology,  and  UroL 
ogy.  To  discuss  your  practice  preferences  and  these 
opportunities,  please  call  our  toll-free  number,  1- 
800-243-4353  or  send  your  CV  to  Strelcheck  & 
Associates,  Inc.,  10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  fournal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
Lakes  area  and  Plains  States.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  a life  in  historic 
villages-there  is  somethingforeveryone.To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  Strelcheck  & Associates,  Inc., 
10624  N.  Port  Washington  Road,  Mequon,  Wl 
53092. 

DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  515,  Ankeny,  Iowa,  50021;  1-800-729-781 3. 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today  s Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  controP 
Single-agent  efficacy 
Well  tolerated" 

No  adverse  effects  on  total 
chQle^^pit  plasrria  glucQ^: 
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*The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

t Constipation,  which  is  easiiy  managed  in  most  patients,  is  the  most  commohly 
reported  side  effect  of  Caian  SR. 

t Verapamii  shouid  be  administered  cautiously  to  patients  with  impaired  renal 
function. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  L(jL  syndromes),  hypersensitivity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V,  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients,  AV  block  may  occur  (2nd-  and 
3rd-degree,  0,8%),  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility,  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 

© 1992  Searte  A92CA6694T 


References:  1.  Data  on  file,  Searle.  2.  Edmonds  D,  Wurth  JP.  Baumgart  P,  et  ai.  i 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy.  In:  Fleckenstein  A,  Laragh  SH.  eds.  Hypertension— tne  Next  Decade: 
Verapamil  In  Focus.  New  York.  NY:  Churchill  Livingstone:  1987:94-100.  5.  Midtbc 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic  I 
parameters.  Am  J Cardiol.  1990:66:131-151.  4.  Fagher  B,  Henningsen  N,  Huithpn  e 
et  al.  Antihypertensive  and  renal  effects  of  enalapril  and  slow-release  verapamil  f 
in  essential  hypertension.  EurJ  Clin  Pharmacol.  I990:39(suppl  1):S41-S43.  ' *"  ‘ 

5.  Schmieder  RE,  Messerli  FH.  Caravagiia  CE,  et  al.  Cardiovascular  effects  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  Midtbo  K.  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029. 


monitored  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressti 
lowering  agents,  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  af 
verapamil  administration  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effa 
on  myocardial  contractility,  AV  conduction,  and  repolarization  Combined  verapamil  and  quinid 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  signifia 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowenng 
serum  lithium  levels  or  increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must 
monitored  carefully  Verapamil  may  increase  carbamazepine  concentrations  during  combined  d 
Rifampin  may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearM 
Verapamil  may  increase  serum  levels  of  cyclosporin  Verapamil  may  inhibit  the  clearance  « 
increase  the  plasma  levels  of  theophylline  Concomitant  use  of  inhalation  anesthetics  and  calci 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  n 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing).  dost 
reduction  may  be  required  There  was  no  evidence  of  a carcinogenic  potential  of  verapa 
administered  to  rats  for  2 years  A study  in  rats  did  not  suggest  a tumongenic  potential,  t 
verapamil  was  not  mutagenic  in  the  Ames  test  Pregnancy  Category  C There  are  no  adequ 
and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  dunng  pregnati 
labor,  and  delivery  only  if  clearly  needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nurs 
should  be  discontinued  during  verapamil  use 

Adverse  Reactions:  Constipation  (7  3%).  dizziness  (3  3%).  nausea  (2  7%).  hypotension  (2  5 
headache  (2  2%),  edema  (1  9%),  CHF,  pulmonary  edema  (1  8%).  fatigue  (1  7%).  dyspnea  (1  4 
bradycardia:  HR  < 50/min  (1  4%),  AV  block  total  r,2“,3°  (12%),  2°  and  3"  (0  8%).  r. 

(1  2%),  flushing  (0  6%).  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus 
following  reactions,  reported  in  10%  or  less  of  patients,  occurred  under  conditions  wher 
causal  relationship  is  uncertain  angina  pectons,  atrioventricular  dissociation,  chest  pain,  cla 
cation,  myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mot 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  liruising,  cerebrovascular  acodt  ■ i 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptO'W 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macu  ■ 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyne 
mastia,  galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence  ' • 
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One  Out  Of  Every  Three 
Americans  Has  Problems  Sleeping 


Sleep.  It  restores  the  body 
and  refreshes  the  mind. 

Everyone  needs  it.  Yet  for 
millions  of  Americans,  sleep  is  elusive. 

For  people  with  sleep  disorders  the 
idea  of  a good  night’s  sleep  is  nothing 
more  than  a dream. 

The  Sleep  Center,  affiliated  with 
Richard  Young  and  Methodist  Hospi- 
tals, utilizes  state-of-the-art  diagnostic 
testing  to  help  people  w'ho  suffer  from 
chronic  sleep  problems.  The  Sleep 
Center,  located  at  2566  St.  Mary’s  Avenue  in  the  Park  East 
Medical  Building,  is  Omaha’s  first  accredited  sleep  disorders 
facility.  A variety  of  painless,  non-invasive  sleep  studies  are 
conducted  — by  board  certified  sleep  technologists  working 
under  the  direction  of  physicians  specializing  in  sleep  disor- 
ders, pulmonary  medicine,  and  clinical  neurophysiology  — 
in  a setting  that  is  more  like  a hotel  room  than  a high-tech 
diagnostic  sleep  laboratory. 

What  is  Involved  with  a Test  at 
The  Sleep  Center? 

Sleep  disorders  can  affect  a person’s  health  and,  in  some  cases, 
may  even  be  life  threatening.  Through  an  evaluation  at  The 
Sleep  Center,  a patient’s  sleep  problems  can  be  assessed  and 
test  results  sent  to  the  referring  physician  who  recommends 
treatment  based  on  that  information. 

Once  a physician  decides  that  a sleep  test  is  needed,  the  patient 
enters  The  Sleep  Center,  usually  for  an  overnight  stay.  During 
the  stay,  that  patient  resides  in  a comfortable,  private  room 
where  polysomnographic  recordings  are  performed.  A 
technologist  monitors  equipment  from  an  adjoining  room 
and  is  there  to  respond  to  the  patient’s  needs  throughout 
the  testing  process. 

Once  the  test  is  completed  a sleep  stage  analysis  is  performed, 
interrelations  between  autonomic  functiotis  and  sleep  states 
are  examined  and  overall  sleep  qualit)'  is  assessed.  These 


results,  along  with  treatment  recom- 
mendations, are  then  sent  to  the  refer- 
ring physician. 

Physicians  may  choose  from  a variet\- 
of  painless,  non-invasive  diagnostic 
tests  including: 

All-Night  Polysomnograms  used 

to  evaluate  a number  of  sleep  disorders 
such  as  sleep  apnea,  insomnia  and 
parasomnias  and  periodic  limb  move- 
ment disorder. 

All-Night  Electroencephalo- 
gram used  to  evaluate  epilepsy,  especially  those  suspected  of 
possible  nocturnal  seizures. 

Multiple  Sleep  Latency  Test  used  to  evaluate 
narcolepsy  and  other  disorders  producing  excessive  day- 
time somnolence. 

Standard  Testing  Includes: 

• Electroencephalogram  (EEG),  which  measures  brain  wa\e 
acti\it>’ 

• Electrooculogram  (EOG),  which  records  c)  c mo\  cmcnts 
dunng  sleep 

• Electromyogram  (EMG),  which  tracks  muscle  mo\cments 

• Electrocardiogram  (EKG),  which  monitors  heart  rate  and 
activity 

• Respirograms,  which  monitors  breathing 

• Oximetry,  which  indicates  the  levels  of  oxygen  in  the  blood 

If  one  of  your  patients,  isn't  getting  a gtxid  night's  sleep,  call 
The  Sleep  Center  at  (402)  342-9291.  A certified  sleep  tech- 
nologist will  answer  your  questions,  Monday  tlirough  Friday 
from  8 a.m.  to  4:30  p.m. 

THE  SLEEP  CENTER 

2500  St.  Maty's  Avenue  • Park  East  Medical  Building 
Omaha,  NE  08105  • (402)  342-9291 

MTMOOGT 

RICHARD  YOUNG  MEIHODIST 

HOSPITAl. 


How  many  of 
your  patients  are  not 
getting  a good 
night's  sieep? 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  schtx)l. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  tc»r  your  skills,  live  the  adventure 
ot  your  life. 


PLEASE  CALL  YOUR  RESERVE  AMEDD  COUNSELOR: 
Major  Lonny  Houk  (913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


ST,  EREOTACTIC 

RADIOSURGERY 

AT  Clarkson  Hospital 


STEIOTACTIC  RADIOSURGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, 0 lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

HOSPITAL 


Nebraska’s^jj^^/T  Hospital 


STEREOTACTIC  ENDOCIRIETHER.APY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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care Current  Beneficiary  Survey.  The  Health 
Care  Financing  Administration  Office  of  the 
Actuary  is  sponsoring  the  three-year  study,  which 
will  ask  12,000  Medicare  beneficiaries  in  42 

(continued  on  page  9A) 
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AMA  NEWS  NOTES 

(continued  from  page  8A) 

states  to  identify  their  physicians  by  name. 
Beneficiaries  also  will  be  asked  to  evaluate  their 
physicians'  competence  and  behavior.  The  Coun- 
cil on  Medical  Service  met  with  the  project 
director  to  discuss  concerns  about  the  method- 
ology. The  AMA  has  urged  HCFA  to  consult 
with  physicians  through  their  state  medical  as- 
sociations and  national  medical  specialty  societ- 
ies when  it  plans  future  patient  surveys. 

★ ★ ★ 

HOSPITAL  DAY  BEGINS  AT  ADMISSION 

The  AM,'\  called  for  a uniform  definition  of  a 
hospital  day.  When  third-party  payers  define  the 
hospital  da\*  as  the  24-hour  period  beginning  at 
midnight,  as  the  Health  Care  Financing  Admin- 
istration does,  physicians  are  prevented  from 
having  their  patients  admitted  on  the  evening 
before  same-day  surgery.  The  Council  on  Medi- 
cal Service  believes  that  there  is  a need  for 
uniform  agreement  among  payers,  quality  as- 
surance experts,  utilization  reviewers  and  re- 
searchers. It  recommended  that  a hospital  day 
should  be  defined  as  beginning  at  the  hour  of 
admission. 

★ ★ ★ 
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STATE  ORGANIZATIONS 


America  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McQure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114th  Street,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 

401  E,  Gold  Coast  Rd.,  #331,  Omaha,  NE  68128 
American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Cros^lue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68134 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91sl  PUza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St.,  Suite  203,  Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68144 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office,  Park,  #202, 401  N.  117th,  Omaha,  NE  68154 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
David  K.  Fry,  M.D.,  Chairman, 

2109 18th  St.,  Columbus,  NE  68601 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 

Susan  Condradt,  M.A.,  R.D.,  C.N. 

6054  Franklin,  Omaha,  NE  68104 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 
Immanuel  Medical  Center,  6901  N.  72nd  Street, 

Omaha,  NE  68122 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56lh  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  St  Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Dorma  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital,  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nil  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary, 

7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 

Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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AMA  NEWS  NOTES 

CENTER  DISPUTES  HEALTH  COST  DATA 

The  Center  for  Health  Policy  Development 
has  taken  issue  with  federal  estimates  of  the 
nation's  medical  bill.  Data  from  the  Health  Care 
FinancingAdministration  indicate  that  the  United 
States  spent  a total  of  $666.2  billion  on  health 
care  in  1990.  That's  12%  of  the  gross  national 
product,  compared  with  an  average  of  7.5%  in 
the  next  five  wealthiest  countries.  The  AMA 
contends  that  HCFA  overstated  the  U.S.  total 
because  it  included  nursing  home  care,  hospital 
capital  costs  and  over-the-counter  purchases 
for  personal  comfort  items  such  as  heating  pads 
and  hot  water  bottles  — none  of  which  is  in- 
cluded in  the  figures  for  the  other  countries. 

★ ★ ★ 

STATES  TAKE  UP  REFORM  PLANS 

The  AMA  Dept,  of  State  Legislation  reported 
that  at  least  three  states  have  passed  health  care 
system  reform  legislation; 

• Florida  enacted  a reform  package  that  con- 
tains many  elements  of  the  state  medical 
association's  "Health  Access  Florida"  plan.  By 
the  end  of  1994,  employers  must  provide  af- 
fordable benefits  for  their  workers  or  else  par- 
ticipate in  a state  system. 

• Gov.  Arne  Carlson  signed  Minnesota's 
"Health  Right"  bill  into  law.  The  package  will 
phase  in  coverage  for  the  uninsured,  beginning 
with  children  in  low-income  families. 

• Vermont  Gov.  Howard  Dean,  MD,  signed 
a reform  measure  into  law.  The  Vermont  State 
Medical  Society  worked  closely  with  the  gover- 
nor and  legislative  leaders  to  win  its  passage. 

* ★ ★ 

AMA  URGES  OSHATO 
CHANGE  STANDARDS 

In  response  to  policy  adopted  at  the  recent 
Annual  Meeting,  the  AMA  has  asked  the  House 
Labor/HHS  Appropriations  Committee  to  re- 
quire the  Occupational  Safety  and  Health  Ad- 
ministration to  make  changes  in  its  bloodborne 
pathogen  standard.  The  Association  sent  letters 
to  Committee  Chair  William  Matcher  (D,  Ky.) 
and  ranking  minority  member  Rep.  Carl  Pursell 
(R,  Mich.),  calling  for  OSHA  to: 

• Reconsider  its  penalty  structure. 

(continued  on  page  239) 
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You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 


Com|)l  Icallli  has  thoroughly  crcdcntialed 
[)hysicians  an<l  allied  health  care 
[irovitlers  Ironi  more  than  -tO  lields  ot 
s|H.‘ciahzation  available  to  provide  locum 
tenens,  or  temporaiy,  stalling  assistance 
when  and  where  you  neeil  it. 

Plus,  we  have  the  standards  and 
e.xjierience  to  guarantee  your  satislaction 
each  time  w e place  a member  ol  our 
medical  stafi  in  your  practice  or  lacilip*'. 
It's  the  closest  thing  you 'll  find  to  a risk- 
free way  to  cover  tor  absent  stall 
members,  "try  out  " a [lotential  new 
recruit,  or  take  care  ot  your  [latients  while 
you  search  lor  a new  lull-time  associate. 

Call  us  today  to  arrange  lor  tjuality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

COMPRFUENSIVF.  I iFALTIt  CaRE  StAITINC, 


1-800-453-3030 

Salt  Ivake  Cit^'  ■ Atlanta  ■ Grand  Kapid.s,  Mich. 


^ I 

I OMAHA  MID-WEST  § 

f CLINICAL  SOCIETY  f 

§ f 

^ 60th  ANNUAL  | 

y POSTGRADUATE  ASSEMBLY  | 

§ f 

f November  5,  6,  & 7, 1992  f 

§ f 

I RED  LION  HOTEL  | 

/ Omaha,  Nebraska  / 


For  Information  Contact: 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7389  Pacific  Street,  Suite  229 
Omaha,  Nebraska  68114 

(402)  397-1443 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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"Bite  The  Bullet" 


D.|.  LOSCHEN,  M.IX 
Presideni 


The  initiation  of  the  Resource-Based  Relative 
Value  Scale  (RBRVS)  for  Medicare  reimburse- 
ment was  heralded  by  primary  care  providers 
such  as  myself  as  a long-overdue  measure  to 
begin  to  correct  the  discrepancy  in  reimburse- 
ment of  "cognitive"  vs  "procedural"  services  to 
Medicare  recipients.  However,  the  simultaneous 
implementation  of  the  drastic  changes  in  CRT 
coding,  particularly  with  respect  to  the  "Evalua- 
tion and  Management"  (E/M)  codes,  whether 
by  design  (by  HCFA)  or  by  coincidence  (ha,  ha), 
certainly  has  the  possibility  of  limiting  the  reim- 
bursement improvement  for  these  E/M  services 
which  was  intended  by  Congress. 

As  part  of  the  implementation  process  of  this 
coding  change,  the  Nebraska  carrier  (Kansas 
Blue  Cross/Blue  Shield)  has  randomly  selected 
600  physicians,  whose  documentation  for  se- 
lected codes  has  been  reviewed.  Many  Associa- 
tion members  have  received  letters  from  the 
carrier,  denoting  whether  or  not  their  records 
"passed  muster"  in  the  necessary  documenta- 
tion to  justify  the  coding  and  charges  submitted. 
This  has  caused  no  small  amount  of  furor  among 
members,  whose  charges  would  have  been 
"downcoded",  had  the  carrier's  exercise  been 
"for  real"  rather  than  "educational". 

The  NMA  Ad  Hoc  Committee  on  Medicare 
had  the  opportunity  to  meet  with  representa- 
tives of  the  Nebraska  carrier  in  early  July.  After 
hearing  their  presentation,  it  is  apparent  to  me 
that  their  directives  from  HCFA  will  leave  them 
no  choice  but  to  downcode  E/M  services  that 
are  not  accompanied  by  appropriate  documen- 
tation (you  may  be  assured  that  they  will  never 
"upcode"  anything).  All  the  ranting,  raving,  threat- 
ening, and  posturing  we  do  will  not  change  that 
fact.  It  behooves  us,  therefore,  to  either  "bite  the 
bullet",  and  be  certain  that  our  documentation 
accurately  reflects  the  services  we  have  ren- 
dered, or  be  willing  to  accept  the  inevitable 
downcoding  which  will  occur,  with  the  atten- 
dant loss  of  appropriate  reimbursement.  If  we 
are  to  continue  to  see  Medicare  patients,  there 
is  simply  no  other  alternative. 


Darroll  J.  Loschcn,  M.D. 


There  are  several  things  which  members  might 
do  to  be  reasonably  certain  that  their  documen- 
tation will  be  adequate: 

1 . Dictate  all  records.  Short  hand-written  notes 
will  simply  not  be  adequate  to  document  the 
higher  E/M  codes. 

2.  Review  carefully  the  E/M  section  of  the 
1992  CRT  Codebook. 

3.  Attend  and  participate  in  all  "educational" 
sessions  put  on  by  the  Nebraska  carrier. 

4.  Learn  and  apply  the  "SOAR"  form  of  docu- 
mentation in  your  records. 

5.  Contact  the  Association  office  for  further 
information  and  educational  material  pro- 
vided by  the  AMA. 

6.  In  the  event  of  an  educational  review  and 
report,  carefully  review  the  comments  of  the 
carrier  and  apply  them  to  further  documen- 
tation. 

7.  Watch  the  "Rink  Sheets"  in  the  monthly 
Communique,  provided  by  the  carrier.  It 
reflects  the  decisions  of  the  Medical  Direc- 
tor of  the  carrier  regarding  E/M  coding,  as 
well  as  many  other  issues  pertaining  to 
Medicare  reimbursement. 

While  the  above  suggestions  might  seem  like 
capitulating  to  obnoxious  regulations,  if  we  are 
to  realize  the  intent  of  the  RBRVS  process,  we 
simply  must  comply.  Reriod.  Sorry! 
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EDITORIAL 


They  Just  Ain't  Gettin'  It 

RODNEY  S.W.  BASLER,  M.D. 

Lincoln,  Nebraska 


In  the  last  three  months,  two  instances  of  the 
expression  of  personal  sentiment,  reflecting 
underlying  attitudes  and  possibly  a broad-based 
societal  mentality,  have  increased  my  sensitivity 
to  the  feelings  of  friends  who  felt  the  public,  or 
at  least  its  male  minority,  was  missing  the  whole 
point  of  the  Anita  Hill  - Clarence  Thomas  contro- 
versy. Somehow,  despite  the  exhaustive  efforts 
of  organized  medicine  to  convey  a true  and 
positive  image  of  ourselves  to  the  general  popu- 
lation, in  terms  of  their  perception  of  our  prob- 
lems, concerns,  and  motives,  "They  just  ain't 
gettin'  it!" 

The  first  instance  was  an  editorial  included  on 
the  "Opinion  Page"  of  the  "Lincoln  Star,"  in 
which  the  unnamed  writer  suggested  in  a threat- 
ening tone  that  physicians  might  en  masse  start 
refusing  to  accept  Medicare  patients  in  response 
to  stricter  regulations  and  lowered  fee  sched- 
ules. The  writer  suggested  that  this  action 
would  justifiably  encourage  more  govermental 
intervention  to  the  point  of  forced  acceptance 
and  participation  with  Medicare  programs  as  a 
form  of  punishment.  How  could  this  journalist 
have  more  completely  missed  the  point! 

Certainly,  the  big  losers  of  recent  goverment 
changes  are  undeniably  individuals  seeking  medi- 
cal care,  but  physicians,  at  the  very  least,  are 
burdened  by  the  same  yoke,  and  in  our  role  as 
patient  advocates,  we  have,  at  least  to  this  point, 
chosen  to  work  within  the  system.  I sincerely 
wonder  if  there  has  ever  been  a single  incident 
in  this  state  in  which  a group  of  patients  was 
turned  away  from  a physician's  office  because 
of  a dislike  of  their  insurance  carriers.  We  have 
never  operated  in  this  fashion,  and  it's  sad  that 
an  editorial  writer  of  one  of  the  state's  larger 
newspapers  could  be  so  misinformed  as  to 
insinuate  that  we  could  have  a self-serving 
agenda,  at  odds  with  the  best  interests  of  our 
patients. 

The  second  upsetting  comment  indicating 
how  far  from  reality  some  people's  perception 


has  strayed  was  made  by  Alex  Trebec,  host  of 
the  television  game  show  "Jeopardy."  In  inter- 
viewing a new  contestant  that  identified  himself 
as  an  attorney  who  defends  doctors  and  hospi- 
tals in  malpractice  suits,  Mr.  Trebec  responded, 
"sounds  like  you  stick  up  for  the  bad  guys!" 
Again,  what  a totally  amazing  lack  of  under- 
standing of  an  issue,  representing  one  of  the 
most  aggravating  thorns  in  our  sides,  by  a 
respected  personality  of  otherwise  apparent 
intelligence.  At  what  point  in  time  did  we  stop 
being  "the  good  guys",  and  more  importantly, 
how  do  we  get  our  white  hats  out  of  hock? 

First  of  all,  we  must  continue  to  do  what  we 
individually  do  best,  and  at  which  we  have 
always  excelled,  namely  communicate  one-on- 
one  with  our  own  patients.  When  asked  "how 
will  new  government  regulations  or  programs 
affect  you,  doctor?"  We  must  respond  in  a non- 
defensive manner,  "much  more  importantly, 
how  will  they  affect  you,  Mrs.  Smith?"  Notwith- 
standing the  mentality  of  the  Lincoln  Star  edito- 
rialist, we  are  not  going  to  punish  our  patients 
for  the  government's  stupidity.  We  have  never 
even  considered  it;  we  never  would! 

Secondly,  we  have  to  continue  and  increase 
our  support  for  the  attempts  of  the  AMA,  NMA, 
and  other  groups  in  organized  medicine  to 
more  clearly  and  correctly  portray  our  true 
motives  and  intentions  to  the  general  citizenry. 
As  Chair  of  the  Commission  on  Public  Affairs,  I 
can  tell  you  that  we  have  most  capable  and 
competent  personnel  available  to  present  our 
story  to  the  public.  Do  not  hesitate  to  bring  to 
us  any  issue  which  you  feel  should  be  presented 
to  the  media  for  dissemination,  and  every  effort 
will  be  made  to  have  the  information  appropri- 
ately distributed.  With  an  aggressive  and  uni- 
fied approach  to  this  problem  in  perception,  we 
can  individually  and  collectively  dispel  the  myths 
and  misperceptions  that  are  preventing  the 
misinformed  from  "gettin'  it!" 
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INTRODUCTION 

Facial  nerve  paralysis  (FNP)  may 
result  from  various  causes  in- 
cluding trauma,  inflammation, 
and  neoplasia.  The  majority,  however,  are  idio- 
pathic and  thus  are  given  the  diagnosis  of  Bell's 
palsy.  The  clinical  challenge  with  FNP  is  deter- 
mining prognosis  and  time  course  of  recovery. 
Herein  lies  the  utility  of  electrical  testing  of  the 
facial  nerve.  The  work-up  of  total  FNP  is  well 
known  and  involves  multiple  diagnostic  tests. 
One  which  we  have  added  to  our  clinical 
armamentarium  is  electroneuronography 
(ENoG).  (Figure  1)  It  is  used  to  evaluate  all 
patients  with  total  facial  nerve  paralysis  at  the 
University  of  Nebraska  Medical  Center  Depart- 
ment of  Otolaryngology-Head  and  Neck  Sur- 
gery. The  purpose  of  this  paper  is  to  describe  the 
uses  of  electroneuronography  using  three  case 
reports  to  illustrate  key  points. 

CASE  REPORT 
Case  1 

A fifteen  year  old  black  male  pedestrian 
struck  by  an  automobile  sustained  a mild,  cere- 
bral concussion  and  required  hospitalization. 
On  day  three  of  hospitalization  he  developed  a 
right  facial  nerve  paresis.  Over  the  next  several 
days  this  progressed  to  total  paralysis.  His  other 
injuries  were  stabilized,  and  he  was  referred  to 
our  clinic  where  he  had  a right-sided  House 
Grade  VI  facial  nerve  paralysis.  The  rest  of  his 
cranial  nerve  examination  was  normal.  His  right 
eye  had  no  evidence  of  corneal  abrasion.  An 
ENoG  demonstrated  100%  seventh  nerve  de- 
generation, and  therefore  a total  facial  nerve 
decompression  via  a middle  cranial  fossa  ap- 
proach was  recommended.  At  surgery,  a spi- 
cule of  bone  was  found  compressing  the  facial 
nerve  immediately  distal  to  the  geniculate  gan- 
glion. The  nerve  sheath  was  incised  which  dem- 
onstrated marked  edema  of  the  nerve.  The 
postoperative  course  was  unremarkable,  and  at 
two  months  he  began  to  have  facial  nerve 
function.  Over  the  next  six  months  he  improved 
to  a Grade  I function  with  no  sequelae  from  the 
operation. 


Case  2 

A twenty-eight  year  old  female  seven  months 
pregnant  awoke  with  a left-sided  facial  nerve 
paralysis.  On  examination  10  days  later  she 
demonstrated  a Grade  VI  left  facial  nerve  pa- 
ralysis. Cranial  nerve  examination  was  normal 
and  she  had  no  corneal  trauma.  ENOG  revealed 
a 77.5%  degeneration  compared  to  the  right 
side.  She  was  not  treated  with  steroids  due  to 
her  pregnancy  and  was  scheduled  to  return  in 
four  days.  Repeat  ENoG  at  that  time  revealed  a 
48%  degeneration.  After  approximately  three 
months  her  left-sided  facial  paralysis  had  re- 
solved without  synkinesis  or  dyskinesis.  This 
case  demonstrates  a patient  in  whom  observa- 
tion is  the  optimal  therapy  as  predicted  by  the 
ENoG  data. 

Case  3 

A thirty-six  year  old  white  male  with  acute 
onset  of  right  facial  nerve  paralysis  was  given  a 
10  day  course  of  steroids  and  then  referred  to 
the  ENT  clinic.  He  had  a Grade  VI  facial  nerve 
paralysis  on  examination.  ENoG  showed  a 32% 
degeneration  of  the  right  facial  nerve.  It  was 
elected  to  follow  this  patient  with  serial  ENoGs 
and  at  day  16  of  total  facial  paralysis  he  had 
complete  degeneration  of  the  right  nerve.  There- 
fore, a total  facial  nerve  decompression  via  a 
transmastoid,  middle  cranial  fossa  approach 
was  performed.  Postoperatively  facial  function 
began  to  return  and  three  weeks  post  decom- 
pression he  had  improved  to  a Grade  IV  func- 
tion. One  month  later,  he  was  a Grade  II  and  did 
not  show  signs  of  synkinesis  or  dyskinesis.  Over 
the  next  several  months  further  improvement  to 
a Grade  I status  is  expected. 

DISCUSSION 

Facial  nerve  paralysis  is  the  most  common 
mononeuropathy,  with  an  annual  incidence  of 
10  to  30  cases  per  100,000  people.  The  most 
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FIGURE  1 

Electroneuronography  testing  lab  at  the  University  of  Nebraska  Medical  Center  Department 
of  Otolaryngology. 


common  etiology  is  Bell's  palsy  which  accounts 
for  approximately  65%  of  FNP.’  This  diagnosis 
is  made  by  excluding  other  known  causes  of 
FNP.^  If  the  workup  is  negative  the  diagnosis  of 
Bell's  palsy  can  be  made.  However,  paralysis 
without  some  return  of  clinical  function  within 
six  months  is  not  Bell's  palsy  and  another  cause 
must  be  sought.  The  clinical  challenge  that 
exists  with  FNP  is  the  ability  to  determine  the 
extent  of  neural  damage  and  the  amount  of 
recovery  that  will  occur. 

Physiologically,  paralysis  can  result  from  re- 
versible and  irreversible  insults.  Various  types  of 
neuronal  damage  can  occur  and  each  of  these 
carries  a somewhat  different  prognosis.  The 
differentiation  of  these  types  is  helpful. 

Based  on  Sunderland's  classification,  physi- 
ologic damage  to  the  nerve  is  broken  down  into 
five  major  categories.^  (Figure  2)  The  least, 
neuropraxia,  is  a localized  physiologic  conduc- 
tion block  with  nerve  fibers  responding  to  elec- 
trical stimulation  proximal  and  distal  to  the 
block  but  not  across  the  affected  segment. 
There  is  no  Wallerian  degeneration  and  com- 
plete function  will  eventually  return.  Axonotmesis 
indicates  an  intact  epineurium  with  Wallerian 


degeneration  occurring  distally.  Because  the 
endoneurium  is  intact  the  nerve  can  regenerate 
and  complete  restitution  of  function  can  occur. 
The  third  physiological  insult,  endoneurotmesis, 
indicates  structural  continuity  of  the  axon  is 
disrupted  and  regeneration  may  be  blocked  by 
scar  tissue  with  resultant  partial  regeneration  or 
inappropriate  end-organ  innervation.  This  can 
result  in  synkinesis,  the  unintentional  move- 
ment of  one  part  of  the  face  when  trying  to  use 
another.  Perineurotmesis  is  a situation  where 
nerve  continuity  is  only  established  by  an  intact 
epineurium.  Without  surgical  reapproximation, 
few  useful  connections  will  regenerate.  Com- 
plete transsection  of  the  nerve  is  termed 
neurotmesis.  Generally,  facial  nerve  damage  is 
a combination  of  the  above  processes. 

If  compression  occurs  the  nerve  will  still 
function  distally  to  the  site  of  compression.  If 
axons  degenerate,  the  amplitude  distallv  will  be 
reduced  in  an  approximate  one-to-one  ratio.  It  is 
because  of  this  that  the  need  for  some  kind  of 
clinical  measurement  which  is  reproducible  and 
objective  has  been  sought  to  help  determine 
prognosis  and  also  as  a guide  in  treatment. 
Facial  nerve  injury  can  occur  anywhere  along  its 
anatomic  pathway  which  involves  a complex 
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intracranial  course.  (Figure  1)  From  its  origin  in 
the  seventh  nerve  nucleus  in  the  pons,  the  nerve 
travels  out  the  cerebellar  pontine  angle  into  the 
internal  auditory  canal  to  the  geniculate  gan- 
I glion  where  the  greater  superficial  petrosal  nerve 
exits.  This  portion,  the  labyrinthine  portion,  is 
least  able  to  accommodate  swelling  and  is  most 
susceptible  to  compression.‘‘The  tympanic  seg- 
ment is  next  and  can  be  dehiscent  in  up  to  55% 
of  cases.  Next  is  the  mastoid  segment  which  is 
the  most  commonly  damaged  portion  iatro- 
genically.  The  nerve  then  exits  the  skull  at  the 
stylomastoid  foramen  and  enters  the  parotid 
gland  to  divide  into  its  five  terminal  branches. 

Without  electrical  testing,  it  is  difficult  to 
determine  which  case  of  FNP  has  a good  chance 
of  recovery  and  which  will  degenerate.  Accord- 
ing to  Peiterson,  84%  of  patients  with  a Bell's 
palsy  will  spontaneously  resolve  completely  or 
with  minimal  sequalae.  Sixteen  percent,  how- 
ever, will  have  moderate  to  severe  sequalae 
with  limited  return  of  function.’  It  is  this  group 
which  presents  the  treatment  dilemma.  By  the 
use  of  electrophysiologic  measurements,  the 
integrity  of  a peripheral  motor  nerve  may  be 
assessed.  This  is  the  basis  of  electrical  testing  in 
the  treatment  and  diagnosis  of  FNP.  The  two 
most  commonly  used  methods  of  electrical 
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FIGURE  2 

Five  degrees  of  facial  nerve  injury.  (From  Johns  ME, 
Crumbly  RE:  Facial  nerve  injury,  repair  and  rehabilitation: 
A self-instructional  package.  American  Academy  of 
Otolaryngology-Head  and  Neck  Surgery,  1 989;  with  per- 
mission.) 


testing  of  nerve  function  are  electroneuro- 
nography (ENoG)  and  the  Hilger  nerve  stimula- 
tor.®'^-^ The  Hilger  nerve  stimulator  offers  two 
electrical  tests:  the  minimal  nerve  excitability 
test  (NET)  and  the  maximal  stimulation  test 
(MST).  Both  involve  a subjective  measure  of 
facial  nerve  activity.  The  simplest  test  for  facial 
nerve  function  is  the  NET.®  The  smallest  amount 
of  current  necessary  to  stimulate  the  facial 
nerve  is  transmitted  via  a stimulating  electrode 
placed  on  the  skin  near  the  stylomastoid  fora- 
men. The  lowest  current  to  stimulate  a facial 
twitch  is  the  threshold  of  excitement.  A com- 
parison between  the  thresholds  of  the  unaf- 
fected and  affected  side  is  made.  A difference  of 
3.5  milliamps  in  the  first  three  weeks  following 
total  facial  nerve  paralysis  indicates  a poor 
prognosis. 

Both  the  MST  and  NET  are  limited  by  their 
subjective  nature  and  lack  of  any  hard  recorded 
data.  The  difference  between  the  MST  and  NET 
rests  primarily  in  the  fact  that  the  MST  evaluates 
the  entire  nerve  using  maximal  stimulation.  The 
NET  tests  only  the  rapid  firing,  large  nerve  fibers 
to  evoke  a response  whereas  the  MST  stimu- 
lates essentially  all  of  the  nerve  fibers  thus  giving 
a more  accurate  reflection  of  the  total  nerve 
function.  The  main  disadvantage  of  both  tests  is 
their  lack  of  reproducibility.  Additionally,  the 
MST  requires  increasing  current  stimulation 
which  can  be  painful  to  the  patient.® 

ENoG  involves  the  objective  electrophy- 
siologic measurement  and  recording  of  a muscle 
compound  action  potential.  It  records  the  re- 
sults from  the  synchronous  firing  of  many  motor 
units  following  electric  stimulation.  ENoG  uti- 
lizes a stimulating  electrode  over  the 
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stylomastoid  foramen,  a recording  electrode  at 
the  nasolabial  fold,  and  a common  ground 
electrode  on  the  forehead.  Increasing  current  is 
applied  to  achieve  a maximal  response,  how- 
ever, this  measurement  is  objectively  recorded. 
Comparing  the  affected  and  unaffected  sides, 
the  percent  of  decrease  in  amplitude  can  be 
used  to  determine  the  extent  of  injury  and  the 
prognosis  for  recovery  due  to  the  1:1  ratio  of 
amplitude  to  nerve  fibers  as  previously  dis- 
cussed. 

ENoG  is  useful  in  following  FNP  of  any  etiol- 
ogy. The  indications  for  its  use  are  outlined  by 
Fisch."*  (Table  1 ) In  cases  of  Bell's  palsy  it  is  ideal 
if  serial  testing  can  be  obtained  in  the  first  three 
to  five  days  following  the  onset  of  the  paralysis. 
For  practical  purposes,  this  can  be  extended  to 
the  first  three  weeks  following  the  onset  of  total 
FNP.4-’0 

TABLE  1 

Indications  of  ENoG 

1.  Complete  facial  nerve  paralysis,  ideally  in  the  first 
three  to  five  days,  but  more  practically  within  the  first  three 
weeks. 

2.  Complete  facial  nerve  paralysis  following  trauma 
within  the  first  six  days,  if  medically  possible. 

3.  Facial  nerve  paralysis  following  surgery  if  there  is 
doubt  that  the  nerve  was  transected. 

4.  Patients  receiving  steroids  for  facial  nerve  paralysis 
to  determine  whether  increased  dosage  should  be  used. 

Fisch  has  shown  that  the  velocity  of  compete 
denervation  is  proportional  to  the  extent  of 
injury.  Complete  denervation  usually  occurs 
between  the  sixth  and  fourteenth  day  after  the 
onset  of  paralysis  with  Bell's  palsy.  Additionally, 
denervation  may  stop  at  any  level  not  reaching 
complete  denervation  at  any  time  as  demon- 
strated in  the  second  case.  The  level  of  maximal 
denervation  may  be  determined  using  serial 
ENoGs.  Once  maximal  denervation  reaches 
90%  or  greater,  surgical  decompression  should 
be  considered.’” 

The  treatment  of  FNP  is  first  approached 
medically.  Steroids  may  be  used  if  less  than  90% 
degeneration  has  occurred  at  a dose  of  1 mg  per 
kg  in  two  divided  doses  and  tapered  over  two 
weeks  time.  Dosages  may  need  to  be  increased 
or  the  course  lengthened  depending  on  the 
results  of  the  ENoG.  The  objective  is  avoidance 
of  progressive  nerve  damage  to  a greater  than 
95%  degeneration.  This  situation  will  result  in  an 
unfavorable  outcome  in  75%  of  cases.  Fisch  has 
shown  that  total  facial  nerve  decompression 
improves  outcome  significantly  if  carried  out  in 
a timely  fashion  in  patients  with  a greater  than 
90%  degeneration. 


The  ideal  time  for  decompression  is  within 
the  first  three  to  four  weeks  when  the  ENoG 
reveals  between  a 90  and  95%  degeneration. 
Patients  with  greater  than  95%  denervation 
may  still  be  helped  with  surgery  particularly  if 
the  surgery  is  performed  within  the  first  three 
weeks.  Decompression  should  include  the  en- 
tire course  of  the  facial  nerve,  as  the  meatal 
foramen  is  the  site  of  compression  in  the  major- 
ity of  cases.  Contraindications  to  surgery  in- 
clude unmotivated  patients  or  severe  contralat- 
eral hearing  loss.  Complications  do  exist  and 
may  include  temporary  conductive  hearing  loss 
as  a result  of  hematoma  around  the  ossicular 
chain,  sensorineural  hearing  loss,  vertigo,  or 
cerebral  spinal  fluid  leak.  As  with  any  surgical 
procedure,  the  patient  must  be  aware  of  the 
risks  and  benefits  of  the  surgery  in  order  to  make 
an  informed  decision. 

SUMMARY 

FNP  is  a disease  entity  seen  in  a variety  of 
clinical  settings.  We  recommend  early  ENoG 
evaluation  of  every  total  facial  nerve  paralysis  to 
assess  the  percentage  of  degeneration.  ENoG  is 
an  objective,  permanent  record  with  prognostic 
significance  especially  in  1 6%  of  those  patients 
who  are  predicted  to  have  a poor  outcome 
without  further  intervention.  In  consultation 
with  the  patient  a treatment  plan  can  thus  be 
proposed  to  optimize  the  opportunity  for  re- 
covery. 
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COMMENTS 

We  all  encounter  cases  of  Facial  Nerve  Pa- 
ralysis in  our  practice  whether  it  is  traumatic, 
inflammatory,  neoplastic  or  most  importantly 
idiopathic  (Bell's  Palsy)  in  origin.  Many  times  we 
are  in  a dilemma  as  to  what  courses  of  action  to 
take.  The  authors  have  simplified  this  dilemma 
and  have  shown  the  importance  of  electro- 


neuronography in  evaluation  of  these  patients. 
I commend  the  authors  for  their  effort  in  explain- 
ing the  types  of  damage  to  facial  nerve  (from 
neuropraxia  to  neurotmesis).  This  article  should 
encourage  the  physicians  to  send  their  patients 
with  facial  paralysis  for  early  ENoG  evaluation 
to  optimize  the  chances  of  recovery. 

Pradip  K.  Mistry,  M.D. 


August  1992  Nebraska  MedicalJournal  235 


ORIGINAL  ARTICLE 

A Case  Report: 

Shortness  of  Breath  and  Yellow  Nails 

VERNW.  HARPOLE,  M.D.  FRED  J.  PETTID,  M.D.  *DIANE  M.  DODENDORF,  Ph.D. 

Captain  in  the  Coast  Guard  Associate  Professor,  Department  of  Family  Practice  Assistant  Professor,  Department  of  Family  Practice 

Physician  at  Station  in  Mobile,  AL.  Creighton  University  School  of  Medicine  Creighton  University  School  of  Medicine 


Introduction 

Yellow  Nail  syndrome  (YNS),  a 
clinical  triad  of  yellow  nails, 
pleural  effusion,  and  lym- 
phedema, was  first  reported  in  1964.  There 
have  been  many  cases  reported  since,  but  nearly 
all  of  the  reports  have  been  in  the  Dermatology 
literature,  and  none  in  any  Internal  Medicine 
texts  in  their  discussions  of  pleural  effusions 
even  though  this  is  how  it  typically  presents.  An 
illustrative  patient  is  presented  to  make  the 
reader  aware  of  this  addition  to  the  differential 
diagnosis  of  pleural  effusions. 

Case  Study 

FL  was  a 65  year  old  white  female  who 
presented  with  onset  of  increasing  shortness  of 
breath  and  dyspnea.  The  time  from  the  initial 
onset  of  symptoms  to  presentation  in  her 
physician's  office  was  3 weeks.  There  was  some 
increase  in  the  intensity  and  frequency  of  her 
chronic  cigarette  smoker  cough  but  no  increase 
in  the  usual  minimal  sputum  production.  She 
denied  fever,  chills,  sweats,  hemoptysis,  weight 
change,  swelling  of  extremities,  chest  pain,  or 
urinary  tract  symptoms. 

Her  past  medical  history  included  a 
cholecystectomy,  an  appendectomy.  Type  II 
Diabetes  Mellitus,  anxiety  and  depression, 
osteoarthritis,  and  hypertension  controlled  by 
diet.  The  patient's  chronic  medical  problems 
had  been  stable  for  years;  her  only  medical 
problem  in  the  previous  year  had  been  for  a 
work-up  of  hematuria  which  was  attributed  to  a 
chronic  trigonitis. 

The  patient  had  been  in  her  usual  state  of 
health  until  the  onset  of  the  present  symptoms 
and  otherwise  had  no  complaints. 

She  smokes  approximately  one  pack  per  day 
for  35  years;  she  rarely  uses  alcohol,  and  has  no 
allergies. 

The  physical  examination  was  essentially 
normal  except  the  right  lung  was  dull  to  percus- 
sion in  the  lower  half  of  the  hemithorax.  There 


was  E to  A change  at  the  interface.  No  rales  or 
rhonchi  were  heard  and  breath  sounds  were 
absent  in  the  area  of  percussed  dullness.  There 
was  firm  indurated  edema  of  the  lower  extremi- 
ties bilaterally  which  pitted  with  difficulty. 

Her  chest  x-ray  showed  a large  right  pleural 
effusion,  but  was  otherwise  normal  and  without 
signs  of  CHF. 

Hospital  Course 

A diagnostic/therapeutic  thoracentesis  with 
pleural  biopsy  was  done  after  the  diagnosis  of 
the  pleural  effusion  was  confirmed.  Approxi- 
mately 600  ml  of  hazy  yellow  fluid  was  ob- 
tained. The  histology  report  indicated  "Non- 
specific marked  chronic  inflammation." 

The  patient  was  started  on  ampicillin  for  her 
UTI  and  furosemide  and  aldactone/hydro- 
chlorothiazide  were  started  for  a presumptive 
diagnosis  of  CHF  induced  pleural  effusion.  The 
patient's  symptoms  and  pleural  effusion  im- 
proved and  she  lost  9 lbs  from  her  admission 
weight.  The  patient  was  discharged  on  the 
additional  diuretics,  but  the  exact  cause  of  the 
pleural  effusion  was  still  unclear. 

The  patient's  symptoms  of  dyspnea/SOB  rap- 
idly returned.  She  had  a repeat  thoracentesis 
and  pleural  biopsy  done  one  month  after  dis- 
charge with  results  identical  to  the  first 
thoracentesis,  showing  exudative  effusion  with 
inflammatory,  sterile  pleura.  The  pleural  effu- 
sion persisted  but  symptoms  and  size  of  effu- 
sion were  managed  with  diuretics  and  nonste- 
roidal anti-inflammatory  drugs  for  the  next  six 
months.  During  this  time  the  patient's  physical 
exam  remained  unchanged  except  for  the  de- 
velopment of  thickened,  yellow  fingernails.  The 
patient  underwent  another  thoracentesis  eight 
months  after  her  original  presentation  because 

'Address  correspondence  and  reprint  request  to:  Dr.  Diane 
M.  Dodendorf,  Department  of  Family  Practice,  3047  So.  72nd 
Street,  Creighton  University  School  of  Medicine,  Omaha,  NE 
68124-3589,  (402;  390-9335. 
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of  intractable  dyspnea.  The  findings  again  were 
of  inflammatory  exudate. 

The  lung  failed  to  re-expand  after  the  proce- 
dure and  the  patient  was  readmitted  with  the 
diagnosis  of  Yellow  Nail  Syndrome  with  a pleu- 
ral peel  and  lung  entrapment.  She  underwent  a 
decortication  and  partial  pleurectomy.  She  tol- 
erated the  surgery  well.  Histology  of  the  re- 
moved pleura  again  showed  only  nonspecific 
inflammation.  She  has  been  followed  for  six 
months  since  her  surgery  and  has  not  devel- 


oped any  further  effusions  and  her  thickened 
yellow  nails  have  slowly  returned  to  normal. 

Discussion 

This  case  represents  a fairly  typical  presenta- 
tion and  clinical  course  of  the  rather  obscure 
Yellow  Nail  Syndrome  (YNS).  The  case  is  pre- 
sented to  make  the  reader  aware  of  a relatively 
new  and  poorly  understood  syndrome  that 
should  be  added  to  the  differential  diagnosis  of 
pleural  effusion. 
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AUXILIARY 


NMAA  Auxilian  of  the  Year  and 
Merit  Award  Winner 

BARBARA  BOHI 


SELECTION  COMMITTEE:  Colleen  Adam,  Sally 

Becker,  and  Barbara  Bohi. 

In  April,  Rita  Seiler  (Mrs.  Robert)  of  Omaha, 
Nebraska  was  honored  at  the  annual  meeting  of 
the  Nebraska  Medical  Association  Auxiliary  as 
its  Merit  Award  Winner.  The  award  is  tradition- 
ally given  to  honor  a member  who  has  given 
time  and  service  to  the  Auxiliary. 

Mrs.  Seiler  was  born  in  Auburn,  Nebraska. 
She  graduated  from  the  University  of  Nebraska 
in  Lincoln  and  holds  a degree  in  education.  She 
has  taught  4th,  5th,  and  6th  grades  in  the 
Omaha  Public  Schools.  Her  husband.  Bob,  is  a 
radiologist.  Their  two  sons  are  Rob  who  is  20 
years  old  and  a college  student  and  Scott  who 
is  1 7 years  old  and  a student  at  Burke  High. 

Rita's  community  activities  include: 

Serving  on  PTA  boards  at  Columbian, 
Beveridge,  and  Burke  and  the  Burke  High 
Awareness  Board 
Teacher's  Aide 
Omaha  Symphony  Board 
PEO -serving  twice  as  her  chapter's  president 
Presbyterian  Church  of  the  Cross  Elder 
and  assisting  in  their  Christian  Education 
Department  with  Bible  School  and  Sun- 
day School 

Hospital  Gift  Shop  volunteer 

Her  auxiliary  activities  on  the  county  level 
include: 

Membership  chairman 
Leaders'  Guide  chairman 
Long  range  planning  chairman 
Health  projects  chairman 
Ways  and  Means  chairman 
President-elect 
President 
Advisor 

At  the  state  level,  she  has  been  correspond- 
ing secretary.  Health  Projects  chairman,  and  on 
the  By-laws  committee. 

Rita  is  a member  of  the  Metropolitan  Omaha 
Medical  Society  Auxiliary.  We  applaud  her  ser- 
vice and  dedication  to  the  Auxiliary. 


The  Auxilian  of  the  Year  is  given  annually  to 
honor  an  individual  who  has  been  an  active 
auxiliary  member  and  who  has  made  contribu- 
tions of  service  to  her  community. 

Marge  Little  (Mrs.  David)  of  Hastings,  Ne- 
braska has  been  described  as  "Having  a passion 
for  extending  educational  opportunities  and 
experiences  in  the  community  and  schools  for 
youth."  She  has  been  actively  involved  in  the 
schools  being  one  of  the  founders  of  "Math 
Mothers  and  Others."  This  program  seeks  to 
create  positive  attitudes  about  mathematics  by 
involving  all  children,  K-6,  in  math  games  and 
activities.  For  two  years.  Marge  served  as  vice- 
president  of  Hastings  Association  for  Gifted. 
She  has  been  appointed  to  district-level  com- 
mittees by  the  school  superintendent.  She  served 
on  a Gifted  Education  Task  Force  and  a self- 
study  committee  in  preparation  for  NCAA  re- 
view. 

Marge  has  been  a Brownie  and  Girl  Scout 
leader  and  is  currently  involved  with  4-H  groups 
for  two  of  her  children.  At  the  YMCA  she  has 
served  on  the  Board  as  vice-president  and  presi- 
dent. She  was  instrumental  in  coordinating  ef- 
forts of  the  YMCA,  YWCA,  and  the  Hastings 
Public  Schools  to  establish  an  after-school  day 
care  program  for  school-age  children.  Marge 
has  served  the  YMCA  on  youth  committees  and 
has  taught  bridge  classes. 

At  the  Hastings  Junior  High  School  she  ful- 
filled a 3-year  commitment  as  a team  leader  in 
the  school's  Drug  and  Alcohol  Prevention  Pro- 
gram. 

Her  church  activities  have  included  Sunday 
School  teacher,  director  of  Vacation  Church 
School  and  participation  in  the  Bell  Choir. 

She  is  a member  of  Chapter  GK,  PEO  and  a 
past  president. 

Marge  has  found  time  to  give  to  her  local  and 
state  auxiliaries  as  well.  She  has  served  as  Adams 
County  vice-president  and  president,  chairman 
of  AMA-ERF,  co-ordinator  of  So  You're  Growing 
Up,  and  courtesy  chairman.  For  NMAA,  she  has 
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been  chairman  of  AMA-ERF  and  served  on  the 
budget  and  Finance  Committee. 

Marge  and  David  have  three  children, 
Stephanie,  Jeff,  and  Andy.  At  present.  Marge  is 


employed  as  a guidance  counselor  in  the 
Hastings  Schools  system. 

Congratulations  and  our  thanks.  Marge  for  all 
your  contributions  to  youth,  community,  and 
our  Auxiliary. 


AM  A NEWS  NOTES 

(continued  from  page  1 1 A) 


• Conduct  a cost/benefit  analysis  of  the  stan- 
dard as  it  applies  to  physician  practices. 

• Reduce  the  30-year  recordkeeping  require- 
ment. 

• Adopt  a one-year  grace  period  for  physi- 
cians who  are  making  a good-faith  efforts 
to  comply. 

•k  -k  it 

STUDY  FOCUSES  ON 
ADMINISTRATIVE  COSTS 

The  AMA  has  joined  with  other  major  health 
organizations  to  fund  research  on  the  adminis- 
trative cost  or  overhead  of  the  U.S.  health  care 


system.  The  other  sponsors  are  the  American 
Hospital  Assn.,  Blue  Cross  and  Blue  Shield, 
Group  Health  Assn,  of  America  and  Health 
Insurance  Assn,  of  America.  The  coalition  is 
committed  to  funding  the  first  phase  of  a three- 
part  study  to  be  conducted  by  Abt  Associates, 
Cambridge,  Mass.  Phase  1 is  currently  in 
progress.  In  a related  activity,  the  Council  on 
Medical  Service  is  distributing  a questionnaire 
asking  physicians  about  the  administrative  cost 
of  their  practices,  including  the  insurance  cost. 
The  Association  will  compile  the  responses  and 
contrast  them  with  estimates  that  proponents  of 
a Canadian-style,  sing,le-payer  system  have  de- 
veloped. 

★ ★ ★ 


WELCOME  NEW  MEMBERS 


Jeffrey  P.  Lee,  M.D. 

P.O.  Box  2435 
Kearney,  NE  68847 

Benjamin  J.  Ryder,  M.D. 
2723  S.  87th  St. 

Omaha,  NE  68124 

Daniel  C.  Brennan,  M.D. 

18  Lake  Shore  Court,  #2 
Brighton,  MA  02135 


Martha  A.  Arouni,  M.D. 

801 9 Dodge  St. 

Omaha,  NE  681 1 4 

Linda  Babbitt,  M.D. 

13906  Gold  Circle,  #103 
Omaha,  NE  68144 

Mark  D.  Goodman,  M.D. 
2201  N.  30th  St. 

Omaha,  NE  681 1 1 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

SEPTEMBER  1 2, 1 992  — (Saturday  a.m.),  Recent 
Advances  in  the  Management  of  CHIP,  Spon- 
sored by:  The  Cardiac  Center  of  Creighton 
University  and  University  of  Nebraska  Medi- 
cal Center,  Marriott  Hotel,  Omaha,  Nebraska, 
Target  Audience:  Cardiologists  and  Primary 
Care  Physicians. 

SEPTEMBER  19,  1992  - (Saturday  a.m.).  Deal- 
ing with  Parkinson's  Disease:  A Short  Course 
for  the  Non-Neurologist,  Henry  Doorly  Zoo, 
Omaha,  Nebraska,  Target  Audience:  Primary 
Care  Physicians. 

SEPTEMBER  21-26,  1992  - (Monday  - Satur- 
day), Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska,Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

OCTOBER  9,  1992  - (Friday,  2:00-7:00  p.m.). 
New  Concepts  in  Diagnosis  and  Treatment 
of  Vascular  Disease,  Mariott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  12-17,  1992  - (Monday-Saturday), 
Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC.  Omaha,  Ne- 
braska, Target  Audience:  Emergency  Medi- 
cine Physicinas  and  other  who  provide  care 
in  the  ER,  Fee:  $700. 

DECEMBER  3-5,  1 992  - (Thursday  - Saturday), 
Obstetrics  and  Gynecology  Conference, 
Bally's  Las  Vegas,  Nevada,  Target  Audience: 
Primary  Care  Physicians  Fee:  $250. 

FEBRUARY  6,  1993  - (Saturday),  Advances  in 
the  Diagnosis  and  Management  of  Cardio- 
vascular Disease,  Sponsored  by:  The  Cardiac 
Center  of  Creighton  University  and  Univer- 
sity of  Nebraska  Medical  Center,  Marriott 
Hotel,  Omaha,  Nebraska,  Target  Audience: 


Primary  Care  Physicians,  (In  conjunction  with 
the  Heartland  Ball) 

FEBRUARY  27-MARCH  2,  1993  - (Saturday  - 
Tuesday),  11th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Hotel,  Park  City, 
Utah,  Target  Audience:  Ophthalmologists, 
Plastic  Surgeons,  Fee:  $450. 

FEBRUARY  28-MARCH  5,  1993  - (Sunday- 
Friday),  ENT  Ski  Conference,  Keystone  Re- 
sort, Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons, 
Allergists,  Primary  Care  Physicians,  Fee:  $400. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 0-1 2,  1 992,  Cornhusker  Hotel,  Lincoln. 

ANN  UAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


COLORADO  ADVANCED  LIFE  SUPPORT 

OCTOBER  9 & 1 0,  1 992  - The  Colorado  Ad- 
vanced Life  Support  Committee  announces 
its  Biennial  resuscitation  conference,  at  the 
Westin  Hotel  in  Vail,  Colorado.  Join  Dr.  Jo- 
seph Ornato,  Dr.  James  Seidel  and  others  for 
state  of  the  art  therapy  and  a review  of  the 
Dallas  ECC  Conference  during  the  beautiful 
fall  season  in  the  Rockies. 

For  further  information  contact:  Colorado  ALS,  P.O.  Box 
440895,  Aurora  Colorado  80044.  Phone:  (303)  363-8380. 
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MAYO  FOUNDATION 

OCTOBER  30-31,  1992  — Sexual  Counseling: 
New  Directions  and  Methods,  Rochester, 
Minnesota. 

NOVEMBER  1 4-1 5,  1 992  — Monitoring  Neural 
Function  During  Surgery,  Rochester,  Minne- 
sota. 

NOVEMBER  13-14,  1992  — Update  on  Inflam- 
matory Bowel  Disease,  Rochester,  Minne- 
sota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

For  further  information  contact:  Postgraduate  Courses, 

Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 

800-323-2688. 

CREIGHTON  UNIVERSITY 

SEPTEMBER  18-19,  1992  - Advanced 
Laparoscopy  Course  - Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1 992  — Fifth  Annual  Digestive 
• Diseases  Symposium  - University  of  Nebraska, 
Lincoln,  NE. 

NOVEMBER  19-21,  1992  - Update  in 
Ultrasonography  and  Day  with  the 
Perinatologists  - Marriott  Hotel,  Omaha,  NE. 

DECEMBER  18-19,  1992  - Advanced 
Laparoscopy  Course  - Creighton  University, 
Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

60TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Novem- 
ber 5,  6,  and  7,  1992  (Thursday,  Friday,  and 
Saturday),  Red  Lion  Hotel,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1 992  August  20,  2 1 & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
DEPARTMENT  OF  PEDIATRICS 

JULY  25, 1 992  — Childhood  Respiratory  Diseases. 

AUGUST  29, 1 992  — Office  Neurology  in  Pedi- 
atrics. 

SEPTEMBER  12,  1992  — General  Pediatrics. 

OCTOBER  24,  1992  — Advances  in  Pediatric 
Cardiology. 

NOVEMBER  14,  1992  — Common  Infectious 
Diseases  of  Children. 

DECEMBER  5,  1 992  — Youth  Sports  Medicine. 

JANUARY  9, 1 993  — Advances  in  Neonatology. 

FEBRUARY  1 3, 1 993  — Adolescent  Medicine  & 
Gynecology. 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics. 

APRIL  13,  1993  — Pediatric  Emergencies. 

MAY  15,  1993  — Common  Pediatric  Gl  Disor- 
ders. 

JUNE  4,  1993  — Renal  Diesase  in  Children. 

For  further  information  contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  600 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4 1 52  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-5915. 

ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  III,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 


to  certification,  l-hese  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  depaitment. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


-T  W0ULI>  Be  A LOT  easier  working-  WITH  Yol), 'DR* > 
XF  ^ou  V^EREN'T  60  " 
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Motorola’s  ADVISOR  Message  Receiver  offers  24  standard 
features  for  your  convenience. 

• High  contrast  screen  displays  messages  up  to  240  characters,  80  characters  at  a time. 

• User-friendly  design  tells  you  at  a glance  the  status  of  your  messages 

• Personal  message  file  lets  you  store  important  information  for  later  use 

• Optional  features  are  available  to  meet  special  needs 


$^L^\00  purchase  of  the  Motorola 

wClVw  ADVISOR  Message  Receiver  with 

your  Nebraska  Medical  Association  member- 
ship. The  Association  will  also  receive  non- 
dues  income  for  your  purchase.  **  ^ 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 
Omaha  9864  M St.  331-0607 


1702 


M.D 


of  the 


county  Mjdioa' 
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James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Royce  A.  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Remdolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Cbairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Cbairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  F^rerichs,  M.D Beatrice 

Russel!  L.  Gorthey,  M.D Lincoln 

John  L Reed,  M.D " Lincoln 

L.  Lee  Retelsdorf,  M.D Omaha 

Phyllis  S.  Salyards,  M.D Hastings 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Cbairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Charles  D.  Gregorivs,  M.D Lincoln 

Sushil  S.  Lacy,  M.D "i"  Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Cbairholder  Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lihcoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Cbairholder  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  Horton,  M.D.,  Dept  of  Heal  Liason  Lincoln 

Bruce  T.  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 


Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buebler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

David  K.  Fry,  M.D Columbus 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vonderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Cbairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Cbairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Samuel  E.  Boon,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Cbairholder Omaha 

Perry  T.  Williams,  Board  Liaison Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Michael  J.  Sullivan,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Cbairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  I.oschen,  M.D.,  Board  Liaison York 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

William  A.  Shiffermiller,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Cbairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  OT^ary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Fioffman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 


AD-IIOC  COMMlTrKK  ON  MEDICAID  SERVICES 


Chri*  C.  Caudill,  M.D.,  Chairholder Lincoln 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Richard  M.  Fruehling,  M.D Grand  Island 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Way'ne  K.  Weston,  M.D Lexington 

AIVIIOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R.  Walker,  M.D Kearney 

AD-IIOC  COMMirrEE  ON  HEALTH  IK)L1CY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABIUTY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher Omaha 

Richard  E.  Jackson Pawnee  City 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  RURAL  HEALTH 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMAA^REIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratoebvil,  M.D Omaha 

Anthony  R Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Isleind 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

NMAAJNCM  coordinating  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R Colan,  M.D Grand  Island 

David  R Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R Schenken,  M.D Omaha 

R C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D., 'Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deetbs,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R Walker,  M.D.,  Chairholder Kearney 

David  R Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Cheu-les  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Scbwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-HW 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 
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^ LINCOLN,  cont^^ 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 
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LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

• PERIPHERAL  VASCULAR  SURGERY 

• SURGERY  OF  TRAUMA 

• GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call; 

(402)  483-7825  or  1-800-633-5462 


□■■■■■  CONSULTATIVE 

□"■■■S  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1 -800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

(402)  489-6554 

or  1-800-MED-LINC 
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A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUQGAN.M.D. 

D0NALDA.DYNEK,M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES.  M.D. 
PATRICKA.  KEELAN,  M.D. 

DAVID  L.KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MAUHIASI.  OKOYE.M.D. 
JOHNF.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS.  M.D. 
DANIELJ.  TILL.  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN.Eitc.  Dirtctot 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  UNCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Uoyd  E.  Tenney,  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toron.  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou,  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Dagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  • Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone; 

Med-Linc  Phone: 

(402)  476-7561 

1 -800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 
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OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,JR.,M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  K0ERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
Lincoln,  Nebraska  sssio 
PHONE:  402-488-7710 
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OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolui  C.  I'ilkins,  M.D. , Emeritus 
Richard  11.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

PeterJ.  Whittcd,  M.D 
John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halstcd,  M.D. 
Kathryn  E.  Hodges,  M.D. 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  681 22 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 


11-92 


SCOTTSBLUFF 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiutf,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1 SCOnSBLUFF 
(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORCXON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 
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• 3 *4 
• 2 


• 5 


• 6 


• 9 


• 7 


10 


• 8 


8.  OGALLALA 
(308)284-4011 
9 SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-3911 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  (2)  SW  IOWA  - (BC/BE) 
Excellent  opportunity  for  two  FPs  to  join 
multispecialty  clinic  in  Creston,  Iowa.  OB  optional, 
limited  call,  progressive  83  bed  hospital,  competi- 
tive salary  and  benefit  package  in  a family-oriented 
community.  Send  CV  to  Mike  Brentnall,  Administra- 
tor, Creston  Medical  Clinic,  P.C.,  526  New  York 
Avenue,  Creston,  Iowa  50801;  515-782-2131. 

OHIO  - WISCONSION  - MICHIGAN  - MIS- 
SOURI — Attractive  opportunities  in  metropolitan 
and  scenic  recreational  areas.  Locations  near  pris- 
tine lakes,  white  water  rivers,  and  National  Forests. 
Others  in  college  communities  offering  professional 
and  Big  10  college  sports,  fine  arts,  and  broad 
spectrum  of  nationally  renowned  CME  programs. 
Positions  available:  Allergy,  Dermatology, 
Neurosurgery,  Occupational  Medicine,  Oncology, 
Orthopedics,  Psychiatry,  Rheumatology,  and  Urol- 
ogy. To  discuss  your  practice  preferences  and  these 
opportunities,  please  call  our  toll-free  number,  1- 
800-243-4353  or  send  your  CV  to  Strelcheck  & 
Associates,  Inc.,  10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

CALIFORNIA:  BC  INTERNIST:  For  incredibly 
lucrative  practice  in  Central  Valley  near  San  Fran- 
cisco, Lake  Tahoe,  and  Yosemite.  For  details,  please 
contact  Rebecca  Hall  at  1-800-783-4184  or  1-303- 
499-3659. 


INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
Lakes  area  and  Plains  States.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  a life  in  historic 
villages  - there  is  something  for  everyone.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  Strelcheck  & Associates,  Inc., 
10624  N.  Port  Washington  Road,  Mequon,  Wl 
53092. 

DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  51 5,  Ankeny,  Iowa,  50021 ; 1-800-729-781 3. 

BLUECROSS  AND  BLUE  SHIELD OFNEBRASKA 
HAS  IMMEDIATE  OPENINGS  — For  physicians  to 
work  part-time,  one  day  a week  (five  hours)  in  our 
medical  claims  review  area.  Internal  Medicine,  Fam- 
ily Practice,  or  General  Surgery  specialites  pre- 
ferred. For  more  information,  call  Dianna  Wheeler, 
Human  Resources,  Omaha,  389-3639.  An  equal 
opportunity  employer. 


18-A  Nebraska  MedicalJournal  August  1992 


«■  M ' 

, BE  AN  AIR  FORCE 

PHYSICIAN. 

■''i  ' Become  the  dedicated  physician  you 

want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with; 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 


Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy- Call  jj3^p  Health  Professions 
Toll  Free:  1-800-423-USAF 


ADVERTISER’S  INDEX 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


“A  multi-billion  dollar 
company  protects  my 
professional 
reputation.” 


I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 

My  insurer  spares  no  expense  in 
protecting  and  defending  my 
reputation.  Their  claim  representative 
understands  my  profession  and  is 
available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
1-800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 


IStftuI 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 


LAST  103RD  ST. 


LJUHEN  SECONDS  COUNT...  V 


OardioVascnlar 
Center  Responds 

One  of  the  area’s  premier  facilities  for  emergency  care  and  treatment  of 
heart  and  vascular  disease,  Methodist  Cardiovascular  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovascular  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
experience  and  expertise  respond  quickly 
and  efficiently  to  cardiovascular  emergen- 
cies. Within  minutes  they  can: 

V diagnose  a heart  attack 

V intervene  medically 

V perform  emergency  angioplasty 
or  surgery 

Comprehensive  Treatment  and 
Diagnostic  Services 

The  Cardiovascular  Center  offers  the 
latest  high-tech  diagnostic  and  treatment 
services,  including: 

V laser  and  other  atherectomy 

V angioplasty 

V color  doppler  echocardiogi’aphy 

V thrombolytic  drug  treatment 

V treadmill  stress  testing  with  or  without 
SPECT  scanning 

V infarct-avid 

V Holter  monitor  electrocardiogram 
recording  and  analysis 

V comprehensive  angiography 

V rest  and  exerc-ise  ventricular  function 
studies 


Cardiovascular  Fitness  Program 

The  Cardiac  Company  offers  fitness  pro- 
grams to  people  who  have  suffered  heart 
attacks,  have  a medical  history  of  cardio- 
vascular problems  or  family  history  of 
cardiovascular  disease.  Supervised  by  a 
team  of  medical  expeits,  the  outpatient 
progi'am  features: 

V a comprehensive  health  and  physical 
fitness  analysis 

y individual,  supervised  exercise 
programs  with  continuous  cardiac 
monitoring  and  analysis 
y risk  factor  counseling  with  educational 
seminars 

y a support  group  with  social  events 


MElHCXJISr  ^ 

CardkAKvscular 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  681 14 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  yout  skills  and  endurance 
to  the  test  in  a Combat  Casualty'  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


PLEASE  CALL  YOUR  RESERVE  AMEDD  COUNSELOR: 
Major  Lonny  Houk  (913)  491-3701 


ARMY  RESERVE  MEDICINE*  BE  ALL  YOU  CAN  BE 


STEREOTACTIC 

A D I 0 S U R G E R Y 

AT  Clarkson  hospital 


STEREOTACTIC  lUDlOSl'RGERV 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 
— HOSPITAL 


Nebraska’s^j^^/^^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 
S880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  W1  53202 
American  College  of  Obstetricians  A Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glerui  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Arm  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


YOCON' 

YOHIMBINE  HCI 


OetcripUon:  Yohimbine  is  a 3a - 1 5a -20B- 17a -hydroxy  Yohimblne-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  Is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  Is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  Increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  Increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  iL  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases ,^  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warniag:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardlo-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  In  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  acbvity , irritability  and  tremor.  Sweating , nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.  ^ 2 /^jso  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ’ 3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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BC/E  family  practitioners,  do  yourself  a 
favor  and  take  a look  at  this  model  of  what 
family  practice  is  meant  to  be. 

Canby,  Minnesota  has  a modern  - 
economically  strong  clinic,  hospital  and 
long-term  care  system  nestled  in  a 
community  where  old  fashioned  values 
merge  with  a progressive  spirit.  Join  two  BC 
family  practitioners,  physician  assistant, 
and  the  area's  best  consulting  physicians 
and  services  to  care  for  today  and  shape  the 
future  of  Midwest  health  care. 

Combine  our  compensation  and  benefits 
with  a low  cost  of  living-earnings  become 
not  a question,  but  a guarantee. 

In  Canby  you  work,  play  and  live  in  a 
community  of  close  knit  friendly 
people.. .just  as  it  should  be. 

Canby  Community  Health  Services 
1 12  St.  Olaf  Avenue  South 
Canby,  Mn  56220 
507-223-7277 


AMA  NEWS  NOTES 

FACT  SHEET  DESCRIBES  STUDENT  ACTIVITIES 

The  AMA  Dept,  of  Medical  Student  Services 
is  distributing  a Medical  Student  Section  Fact 
Sheet.  The  brochure  is  designed  to  serve  as  a 
reference  for  students.  The  Dept,  of  Member- 
ship Marketing  also  is  using  the  brochure  to 
recruit  members.  For  more  information,  call 

Nancy  Archibald  at  (312)  464-4745. 

★ ★ ★ 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


Edivley  medical 

SUPPLY  COM  PAW 

P O.  Bo*  83108  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNIT  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor  Richard  B.  Svehla, 
MT>.,  Omaha,  Counties:  Douglas,  Saq>y. 

SECOND  DISTRICT:  Councilor  Sushil  S,  Lacy, 
M.D.  Lincoln.  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Keimeth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Couax, 
Dodge,  Merrick,  NarKe,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  CoutKilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jeflerson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  OT>Ieill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buff  Jo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  frontier.  Pumas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Barmer, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 
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AMA  NEWS  NOTES 


AMA  CALLS  FOR 
SMOKE-FREE  ENVIRONMENT 

The  AMA  offered  strong  support  for  the 
Environmental  Protection  Agency's  draft  docu- 
ment. "Respiratory  Health  Effects  of  Passive 
Smoking:  Lung  Cancer  and  Other  Disorders." 
The  report  confirms  that  secondhand  tobacco 
smoke  is  an  environmental  risk.  Each  year  it 
causes  3,000  non-smoking  adults  to  die  from 
lung  cancer.  In  a statement  that  was  sent  to  the 
EPA's  Science  Advisory  Board,  the  AMA  recom- 
mended that  the  Occupational  Safety  and  Health 
Administration  eliminate  smoke  exposure  in  the 
workplace.  In  addition  to  its  effect  on  adults, 
secondhand  smoke  puts  children  at  risk  for 
respiratory  illness.  The  AMA  advised  that  par- 
ents, teachers,  and  day  care  and  nursery  work- 
ers be  made  aware  of  the  hazard. 

★ ★ ★ 

PLAN  WOULD  STREAMLINE 
ELECTRONIC  BILLING 

The  Workgroup  for  Electronic  Data  Inter- 
change, or  WEDI,  released  its  recommenda- 
tions for  a standardized  electronic  billing  sys- 


tem. The  proposals  are  intended  to  reduce 
paperwork  and  administrative  costs  as  well  as  to 
streamline  health  insurance  processing.  "Ulti- 
mately the  consumer  should  be  able  to  walk 
into  a provider's  office  and  be  assured  that 
coverage  information  can  be  accessed  quickly 
by  computer,"  said  WEDI  co-chair  Joseph  T. 
Brophy,  president  of  Travelers  Insurance  Co. 
The  workgroup  presented  its  recommendations 
July  21  to  the  U.S.  Dept,  of  Health  and  Human 
Services.  The  AMA  was  a member  of  WEDI's  1 5- 
member  steering  committee,  sent  staff  repre- 
sentatives to  each  of  the  workgroup's  six  techni- 
cal advisory  groups  and  chaired  the  advisory 
group  on  confidentiality.  To  obtain  a copy  of  the 
report,  write  to  WEDI,  P.O.  Box  527,  Glenview, 
III.  60025. 

★ ★ * 

TESTIMONY  SUPPORTS 
RESEARCH  AGENCY 

In  testimony  before  the  House  Energy  and 
Commerce  Committee's  subcommittee  on 
health  and  the  environment,  AMA  Trustee  P. 

(continued  on  page  1 1-A) 
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we're  not  just 
insuring  your  financial  future.  We're  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we'll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation's  largest  malpractice  taw 
department,  and  win.  If  we  didn't,  we  couldn't  call  || 

ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154  • (402)334-9689 


AM  A NEWS  NOTES 

(continued  from  page  9-A) 

John  Seward,  MD,  called  for  reauthorization  of 
the  Agency  for  Health  Care  Policy  and  Re- 
search. The  agency  sponsors  research  on  pa- 
tient outcomes.  It  also  develops  practice  param- 
eters to  help  physicians  in  clinical  decision- 
making. The  AMA  believes  that  the  best  way  to 
develop  practice  parameters  is  through  coop- 
erative efforts  between  the  government  and 
physician  organizations,  Dr.  Seward  said.  "The 
agency  has  shown  promise  in  identifying  the 
means  to  improve  quality  of  care  and  also 

assure  appropriate  utilization,"  he  said. 

★ ★ ★ 

CONSORTIUM  DEVELOPS  AIDS  EXHIBITS 

The  National  AIDS  Exhibit  Consortium  has 
designed  museum  exhibits  that  teach  the  public 
how  to  avoid  becoming  infected  with  the  hu- 
man immunodeficiency  virus.  The  AMA  is  a 
founding  member  of  the  consortium,  which 
developed  the  interactive  videos  and  display 
panels  with  funding  from  the  Centers  for  Dis- 
ease Control's  National  AIDS  Information  Edu- 

(continued  on  page  270) 


lion  liicfimond,  MI), 
joined  the 
Conipl  lealth  locum 
tenens  medical  stall 
when  he  completed 
his  residency.  I le 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  oil  sounded 
really  good.  And  he  thinks  being  exposed  to  dillerent  types 
ol  medical  [iractice  will  serve  him  w’ell  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 


“Ron's  Rule — I give 
mysell  one  week  to 
meet  new  people  and 
start  having  lun  on  a 
locum  tenens 
assignment.  It  hasn't 
lalled  me  yet . " 


A singer.  A board-certilied  lamily  practitioner.  Solt- 
spoken  lor  a New  Yorker.  Ron  Richmond  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Make  life  easier 
for  many  of  your  patients 


Global  Excellence  in  Diabetes  Care 
Eli  Lilly  and  Company 
Indianapolis.  Indiana 
46285 


Humulin  70/30.  Convenient  and  simple  to  administer. 

No  more  mixing.  No  more  mixing  errors. 
All  of  which  makes  living  with  diabetes  a 
little  easier  for  patients.  And  compliance 
a lot  easier  to  achieve. 


70X 

Humulin 

70%  human  insulin  isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 

The  patient-friendly  premix 

WARNING:  Any  change  of  insulin  should  be  made  cautiously  and  only 
under  medical  supervision. 


HI-7905-B-249327  ©1992.  eli  ully  and  company 


ADVICE  TO  ADTHOKS 

Manuscript  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R Gelber.  M.D..  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502,  The  manuscript  should  be  typewrittea  double-spaced,  on  8V4  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  hook, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summao’  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  editioa  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8H  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 ia  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
ant^  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustratioa  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  GaUey  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
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Give 

your 

beeper 

the 

weekend 

off. 

became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beeper.  Get 
back  to  the  kind  of  medicine  you  want 
to  practice  in  the  Air  National  Guard, 
libu’ll  start  as  an  officer,  learn  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
horn  your  b^p^  for  one  w^end  a 
month  and  two  weeks  a year  call 
l-8(X)-548-5541  today. 


In  Lincoln  CalL 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 


NATIONAL 

C3UARO 


*‘You  work  hard  to  earn  your 


professional 

reputation.” 

You  deserve  the  backing  of  a financially 
stable  insurance  company  with  more 
than  $ 1 2 billion  in  assets. 

**Your  reputation  deserves  a 
strong  defense.** 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 

IStftuI 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 
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Sick  Facts  About  A "Sick  Tax" 

D.J.  LOSCHEN,  M.D. 

President 


Like  most  states  of  the  union,  Nebraska  is 
currently  facing  a very  severe  crisis  in  Medicaid 
funding.  A combination  of  factors,  including  an 
increasing  number  of  beneficiaries,  increasing 
demand  for  technological  services,  decreasing 
federal  matching  funds,  and  increasing  federal 
mandates  have  combined  to  produce  a pro- 
jected 100+  million  dollar  deficit  for  the  next 
biennium. 

At  the  present  time,  the  governor  and  legisla- 
tors are  considering  their  options  in  dealing  with 
this  crisis.  The  solution  seems  simple:  either  cut 
services  or  raise  taxes.  However,  if  all  the  ser- 
vices offered  Medicaid  clients  which  are  "op- 
tional" (e.g.,  optometric  and  chiropractic  ser- 
vices) were  no  longer  provided,  the  resultant 
savings  would  not  begin  to  make  a dent  in  the 
deficit.  If  payment  to  providers  is  decreased 
further,  the  state  will  again  face  an  access  prob- 
lem for  beneficiaries,  as  in  the  past.  It  appears, 
therefore,  that  the  only  viable  option  is  to  raise 
taxes. 

It  is  the  position  of  the  NMA  that  medical  care 
for  the  disadvantaged  (i.e.,  Medicaid)  is  a soci- 
etal responsibility,  and  that  any  shortfall  should 
therefore  be  absorbed  by  the  broadest  possible 
tax  base  (e.  g.,  an  increase  in  the  general  sales  or 
income  tax).  However,  this  is  not  a particularly 
popular  political  expedient  for  either  an  incum- 
bent governor  or  state  legislator.  At  the  present 
time,  both  the  governor  and  the  legislature  are 
looking  seriously  at  levying  a service  tax  on 
those  who  receive  the  Medicaid  funds  (e.g., 
hospitals  and  nursing  homes)  as  a means  of 
raising  revenue  to  meet  the  shortfall.  The  NMA 
is  concerned  that  such  a "Provider  Tax"  could 
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very  possibly  "metastasize"  to  include  a tax  on 
physicians'  services,  as  is  already  the  case  in 
Minnesota. 

The  NMA  will  continue  to  work  with  the 
governor  and  legislature  to  find  a solution  to  the 
Medicaid  budget  crisis.  However,  the  NMA  will 
also  continue  to  vigorously  oppose  such  a pro- 
vider tax,  especially  one  applied  to  physicians' 
services.  Such  a tax,  of  course,  would  ultimately 
be  paid  by  patients,  becoming  a "Sick  Tax". 

Next  time  you  speak  with  your  state  senator, 
let  him/her  know  your  feeling  about  a tax  on 
your  patients.  If  society  chooses  to  guarantee 
medical  care  for  the  disadvantaged,  then  soci- 
ety as  a whole  should  pay  the  bill. 

Congressman  "Pete"  Stark  has  said,  "Society 
will  consume  as  much  health  care  as  someone 
else  will  pay  for." 

Amen. 
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EDITORIAL 


RONALD  L.  ASHER,  M.D. 
internal  Medicine  Associates  of  North  Platte,  P.C 


"PRIMUM  NON  NOCERE,  first  do  no  harm" 
is  one  of  the  most  commonly  quoted  phrases  of 
Hippocrates.  Carried  to  extremes,  this  phrase 
could  lead  to  therapeutic  nihilism.  Ignorance  of 
this  tenet  exposes  the  patient  to  waste  and 
danger.  All  interventions  carry  with  them  risks, 
many  of  which  are  unforeseen. 

Mild  hypertension  is  a common  disorder. 
Many  programs  have  been  established  to  find 
and  treat  hypertension.  Although  the  relative 
decrease  in  complications  is  impressive,  the 
absolute  decrease  in  complications  prevented 
by  treatment  of  mild  hypertension  is  small.  One 
of  the  unintended  injuries  is  being  labeled  as  ill. 
This  increases  the  number  of  days  lost  from 
work  and  the  number  of  unrelated  medical 
interventions.  The  cost  of  medicines,  lab  tests, 
and  office  visits,  and  the  complications  of  treat- 
ment may  well  outweigh  the  complications 
prevented.  My  message  is  not  that  hypertension 
should  be  ignored  but  rather  that  the  decision  to 
label  and  treat  should  include  knowledge  of  all 
of  the  risks.  Here  "first,  do  no  harm"  should 
dominate. 

The  individual  with  renal  disease  and  severe 
hypertension  presents  a montage  at  the  oppo- 
site end  of  the  spectrum.  Treatment  with  ACE 
inhibitors  may  temporarily  worsen  renal  func- 
tion but  often  will  ultimately  prevent  progres- 
sion to  renal  function.  Failure  to  treat  aggres- 
sively may  condemn  the  patient  to  irriversible 
renal  failure. 


Many  examples  of  both  scenarios  exist.  The 
real  fssue  is  a lack  of  knowledge  of  the  unin- 
tended and  unanticipated  consequences  of  any 
intervention.  Even  simple  screening  tests  pro- 
duce problems.  A simple  abnormality,  which 
has  a one  in  twenty  chance  of  being  a false 
positive,  can  lead  to  a prolonged  and  dangerous 
set  of  investigations  for  someone  without  a 
health  problem.  Whereas  cancer  and  vascular 
disease  require  directed  and  often  intense  in- 
vestigation to  reap  the  benefits  of  early  diagno- 
sis and  treatment.  There  is  no  simple  paradigm, 
no  cook  book,  rather  quality  research  and  its 
thoughtful  application  are  needed. 

Hippocrates'  aphorism  should  be  applied 
generally  and  to  health  policy  specifically.  In  an 
environment  of  misguided  regulation  and  re- 
view, cost  control  and  cost  shifting,  professional 
liability  roulette;  "first,  do  no  harm"  is  often 
ignored.  Unfortunately  I don't  have  a solution. 
My  plea  is  that  the  long  and  short  consequences 
of  changes  in  health  policy  be  carefully  consid- 
ered and  openly  debated. 
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ABSTRACT 

The  medical  practitioner  encounters  more  medical  and  psychological  illness  in  foster  children  than  in  the  general  population.  The 
number  and  complexity  of  problems  in  foster  children  and  their  families  has  been  increased  by  acquired  immunodeficiency  syndrome, 
cocaine,  and  family  violence.  Clinicians  who  are  aware  of  the  high  rate  of  chronic  medical  problems  in  foster  children  will  be  prepared 
to  diagnose,  treat,  and  coordinate  care  and  follow-up.  It  is  helpful  to  understand  the  vulnerability  of  foster  children  to  emotional 
disturbance  both  as  a result  of  family  dysfunction  which  necessitated  placement  and  as  a morbidity  of  the  psychological  stress  of  the 
crisis  of  placement  with  subsequent  risk  of  deterioration  in  foster  care.  Practitioners'  formal  knowledge  of  the  problems  of  foster 
children  and  of  the  structure  of  the  child  welfare  system  promotes  appropriate  patient  care  and  better  directed  advocacy. 


For  a doctor  to  serve  a child 
who  is  in  foster  care  the  phy- 
sician must  understand  the 
foster  care  system  as  well  as  the  child's  clinical 
problems.  To  intervene  effectively,  the  physi- 
cian needs  to  acknowledge  the  possibility  of 
multiple  problems  and  find  ways  to  relate  to 
them.  Foster  children  present  particular  medi- 
cal and  mental  health  risks  and  these  arise  in 
the  context  of  social  welfare  system.  Although 
the  practitioner  does  not  necessarily  render  all 
of  the  needed  services,  he  or  she  needs  to  be 
cognizant  of  what  services  are  available  and 
how  to  refer. 

Psychiatric  and  medical  morbidities  which 
bring  children  to  foster  care  traditionally  have 
been  related  to  personal  and  family  vulner- 
abilities such  as  socioeconomic  instability, 
stress,  alcohol  abuse,  and  genetic  or  congeni- 
tal factors.  In  addition,  a current  escalation  of 
children  and  adolescents  in  foster  care  is 
thought  to  stem  from  the  human  immunodefi- 
ciency virus  (HIV)  epidemic,  cocaine  abuse, 
and  family  violence.  This  escalation  subjects 
practitioners  to  an  amalgam  of  other  stresses 
parallel  to  those  suffered  by  the  children  them- 
selves. 

Understanding  the  traditional  as  well  as 
contemporary  challenges  to  the  clinical  man- 
agement of  individuals  in  the  foster  care  sys- 
tem will  help  the  practitioner  with  patient  care 
decisions. 

Medical  Pathology  within  the 
Foster  Care  System 

The  clinician  caring  for  foster  children  has 
traditionally  provided  entry  health  assessment, 
ongoing  care  of  chronic  health  conditions, 
and  supervision  of  growth  disorders  due  to 


psychosocial  factors.  The  Child  Welfare  League 
of  America  recommends  entry  point  health 
assessment  including  comprehensive  health, 
mental  health,  and  developmental  assessment 
within  30  days  of  placement  in  sheltered  care.’ 
The  American  Academy  of  Pediatrics  Commit- 
tee on  Early  Childhood,  Adoption,  and  Depen- 
dent care  has  a similar  recommendation  and 
adds  that  the  assessment  should  "extend  be- 
yond the  physical,  emotional,  and  educational 
problems  that  may  be  present."^  The  commit- 
tee emphasizes  cognizance  of  the  child's  legal 
status  and  communications  with  those  who 
are  legally  responsible  for  the  child. 

Recommendations  of  this  kind  followed 
years  of  clinical  research  and  demonstration 
projects  which  showed  that  foster  children  as 
a group  were  behind  in  routine  immuniza- 
tions, had  an  increased  rate  of  chronic  medi- 
cal problems  as  well  as  developmental  and 
psychological  problems^*P”‘*>  and  unmet  needs 
for  vision,  hearing,  and  dental  care.^'^  Poor 
somatic  growth  in  association  with  child  abuse 
is  more  often  remedied  by  long-term  foster 
care  or  adoption  than  by  continued  place- 
ment in  the  natural  family.®-^  In  their  study  of 
health  care  of  foster  children,  Moffatt  and 
associates  concluded  that  "Although  major 
handicapping  conditions.  . .were  well  cared 
for,  prevention,  the  care  of  minor  conditions, 
and  emotional  problems,  and  overall  coordi- 
nation of  care  were  found  to  be  lacking."^^P’^^> 
Formal  knowledge  of  the  needs  of  foster  chil- 
dren will  help  the  practitioner  organize  his  or 
her  approach  to  individual  care. 

‘Address  correspondence  and  reprint  requests  to  Ann  Evelyn, 
M.D  , Creighton-Nebraska  Department  of  Psychiatry,  2205  South 
10th  Street,  Omaha,  NE  68108. 
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Acquired  Immunodeficiency  Syndrome 
(AIDS)  — Providers  of  medical  care  for  foster 
children  now  also  face  the  additional  morbid- 
ity of  HIV-infected  infants  and  children,  co- 
caine/alcohol exposed  infants,  and  family  vio- 
lence. Gwinn  et  al  noted  that  there  is  a wide 
variation  in  serbprevalence  of  human  immu- 
nodeficiency virus  in  women  in  the  United 
States.  They  estimated  an  overall  prevalence 
positive  HIV  seroprevalence  of  1.5  per  1,000 
women  giving  birth  in  1989.  Using  an 
approproximate  transmission  rate  of  30%  they 
estimated  that  1,800  infants  became  HIV  in- 
fected through  vertical  transmission  during  a 
12-month  interval.’” 

"Guidelines  for  Human  Immunodeficiency 
Virus-Infected  Children  and  Their  Foster  Fami- 
lies" as  published  by  the  Task  Force  on  Pediat- 
ric AIDS  states  that  there  is  "no  reason  to 
restrict  foster  care  or  adoptive  placement  of 
children  who  have  HIV  infection  to  protect 
the  health  of  other  family  members.  . ."  and 
that  "courts  should  adopt  methods  for  rapid 
processing  of  court  orders  to  allow  HIV  test- 
ing of  infants  and  young  children  whenever 
such  testing  would  promote  placement."”  The 
Task  Force  report  describes  many  aspects  of 
HIV  infection  in  children,  procedures  which 
protect  against  transmission  of  blood-borne 
disease  in  child  care  settings,  wound  care, 
notification  of  care  givers  of  infectious  illness 
to  which  a child  is  exposed,  and  the  confiden- 
tiality of  the  HIV  status  of  the  child  in  some 
jurisdictions. 

Notable  success’^  and  failures’^'’'’  in  secur- 
ing suitable  care  for  individual  HIV  infected 
children  have  been  recognized.  Consequently, 
the  health  care  provider  to  a foster  child  with 
increased  risk  of  HIV  or  proven  infection  is 
involved  in  clinical  diagnosis,  management, 
education,  and  support  of  the  child  and  his 
care  givers. 

Children  with  AIDS  are  medically  ill,  carry 
the  stigma  of  an  incurable  contagious  disease, 
and  their  illness  is  associated  with  develop- 
mental delay.  Diamond  et  al  reported  on  the 
neurodevelopmental  assessments  of  forty 
abandoned  children  who  were  HIV-positive  at 
birth,  half  of  whom  were  HIV-infected.  The 
other  twenty  children  became  seronegative 
on  follow-up  testing,  indicating  passive  trans- 
fer of  maternal  antibody. In  the 
seropositive  group,  the  children  were  more 
likely  to  have  mild  cognitive  delay  (fourteen 
patients)  unless  they  had  a progressive 


encephalopathy  (four  patients).  In  the 
seronegative  group  there  were  eight  children 
with  severe  cognitive  deficits  which  were  felt 
to  be  due  to  "other  medical,  social,  and  drug 
related  factors."’^*P’°”^)  It  has  been  estimated 
that  79-93%  of  pediatric  cases  of  symptom- 
atic HIV  infection  have  central  nervous  sys- 
tem (CNS)  involvement  to  varying  de- 
grees.’^*p’”^>  Diamond  et  al  state  that  "acquired 
microcephaly,  cognitive  impairments,  and  bi- 
lateral pyramidal  tract  signs  are  hallmarks  of 
HIV-related  CNS  disease."’^(p”””> 

Problems  Related  to  Cocaine-Exposure  — 
just  as  the  HIV-infected  child  may  be  placed  in 
foster  or  adoptive  homes,  up  to  60%  of  drug 
exposed  infants  are  placed  in  foster  care.’^’® 
Chasnoff  and  colleagues,  in  a two  year  follow- 
up study  of  a group  of  cocaine-exposed  in- 
fants, compared  the  cocaine-exposed  infants 
to  alcohol-exposed  infants  and  to  infants  with 
no  drug  exposure.  They  found  there  was  a 
correlation  between  small  head  size  and  de- 
layed developmental  scores  across  all  infants 
in  the  study  and  that  head  growth  after  birth 
may  be  a biological  marker  in  predicting  long- 
term development  in  children  exposed  in  utero 
to  cocaine  and  other  drugs.  They  concluded 
that  prenatal  exposure  to  cocaine  is  a "poten- 
tial but  not  inevitable  developmental  insult."’® 
This  study  of  the  developmental  progress  of 
cocaine-exposed  children  was  plagued  by  at- 
trition of  the  follow  up  group. Neverthe- 
less, the  clinician  can  pursue  vigorous  multi- 
faceted intervention  as  for  any  high  risk  young 
child.’®*P^^®'^^®*'^°  Another  professional  effort  to 
diminish  the  vulnerabilities  of  the  drug-ex- 
posed  infant  was  special  prenatal  high  risk 
obstetric  care.^’  Health  Care  institutions  deal- 
ing with  cocaine-exposed  infants  have  docu- 
mented increased  costs  of  neonatal  care  of 
these  infants.^^ 

Problems  which  center  around  provision  of 
care  for  cocaine-exposed  infants  are  illustrated 
by  the  following  case. 

Case  1.  A.  and  B.  were  born  in  hospital  in  a 
midwestern  city  by  emergency  C-Section.  The 
mother  had  presented  with  vaginal  hemor- 
rhage following  injury-accident  trauma  to  her 
abdomen.  They  were  between  37  and  38 
weeks  gestation  by  dates  and  by  exam  and 
weighed  close  to  2000  grams.  Both  newborn 
boys  showed  Apgar  scores  of  7 at  one  minute 
and  the  Apgars  at  five  minutes.The  infants  had 
urine  drug  screens  which  were  positive  for 
opiates  and  for  cocaine  and  they  were  each 
started  on  phenobarbital.  The  babies  were 
jittery  and  had  high  pitched  "piercing"  cries. 
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The  infants  were  less  than  tenth  percentile  in 
height,  weight,  and  head  circumference.  No 
clinical  seizures  were  seen  in  either  infant  and 
other  medical  problems  common  to  prematu- 
rity were  treated.  In  the  second  hospital  week, 
the  infants  were  placed  in  the  supervision  of 
the  State  Department  of  Social  Services  and  at 
three  weeks  of  age  they  were  discharged  to  a 
foster  home.  At  hospital  discharge  they  were 
no  longer  requiring  phenobarbital;  apnea  moni- 
tors were  continued  at  discharge.  The  diagno- 
sis of  drug  withdrawal  syndrome  in  the  new- 
born was  listed  as  an  active  problem  at  dis- 
charge for  both  infants. 

This  case  shows  features  of  abrupt  entry 
into  health  care  with  no  antecedent  preven- 
tive care  or  relationship  with  providers,  physi- 
cal trauma  to  a chemically  dependent  female, 
and  medical  management  problems  due  to 
street  drugs  which  exceeded  the  clinical  prob- 
lems which  normally  occur  in  mildly  preterm 
twins.  The  problems  of  permanency  planning, 
need  for  chemical  dependency  treatment  of 
the  birth  mother,  and  assessment  of  the  needs 
of  the  older  siblings  in  the  home  had  not  been 
addressed  when  the  initial  decisions  had  to  be 
made  about  the  newborns. 

Part  of  effective  care  of  such  infants  is 
formulation  of  the  medical,  psychological  and 
social  process  and  redirection  of  the  focus 
according  to  the  patient  and  family's  clinical 
need  and  capacity  to  respond  to  interven- 
tions. The  progress  of  the  case  described  will 
be  influenced  by  the  clinician's  understanding 
and  response  to  the  problems  of  the  mother. 
For  instance,  maternal  addiction  to  drugs  or 
alcohol  may  be  variously  understood  as  a right 
to  personal  freedom,  a disease,  or  an  expres- 
sion of  individual  hopelessness  and  psychopa- 
thology. Thus  the  clinician  influences  an  evolv- 
ing process  which  is  only  partly  described  by 
somatic  health  diagnoses  and  treatment.  It  is 
more  adequately  described  by  identifying  the 
biological,  psychological,  and  social  factors 
impinging  on  the  patient. 

Family  Violence  — In  the  instance  of  family 
violence,  accurate  problem  identification  and 
referral  for  intervention  are  also  needed.  The 
Physician's  Campaign  Against  Family  Violence 
was  launched  by  the  AMA  in  October  1991. 
The  campaign  identified  family  violence  in 
one  of  25  homes  in  the  United  States  encom- 
passing child  abuse  and  neglect,  mistreatment 
of  senior  citizens  by  caregivers,  and  battering 
of  women  by  partners.  (B.  Mertz  reported  in 
AMA  News,  Jan  6, 1 992;35(1  ):3).  Problems  of 
family  violence  may  continue  to  fester  pend- 


ing effective  intervention.  The  following  case 
illustrates  an  eleven  year-lag  in  identification 
and  treatment  of  child  abuse  and  the  intensity 
of  professional  and  foster  care  services  re- 
quired to  manage  the  youth  and  family.  In  this 
case  the  patient  was  physically  mistreated 
before  the  age  of  school  entry.  Health  profes- 
sionals may  be  the  most  important  way  an 
abused  toddler  can  be  identified  and  referred 
for  protective  services  assessment. 

Case  2.  S.  was  a fourteen-year-old  male  who 
was  placed  in  foster  care  because  of  aggres- 
sive behavior  in  his  home.  This  youth  had  a 
history  of  physical  mistreatment  by  a stepfa- 
ther for  two  years  when  he  was  preschool  age. 
However,  no  intervention  occurred  at  the  time" 
of  the  original  mistreatment  and  S's  mother 
ended  her  relationship  with  the  man  who 
abused  S.  After  a year  in  foster  care,  S's 
reunification  with  his  mother  and  sister  was 
postponed  because  of  concern  that  angry  con- 
frontations between  mother  and  son  would 
resume.  Foster  placement  as  an  only  child  with 
a non-abusive  single  male  foster  parent  was 
effective  in  calming  S's  outbursts  of  hitting  and 
destruction.  However,  in  addition  to  the  court 
ordered  removal  of  S.  to  foster  care,  the  inter- 
vention required  five  hours  of  therapist  time 
weekly  for  individual  counseling  of  S.  and 
parent  counseling  for  the  foster  parent.  In 
addition,  a separate  family  support  worker  was 
involved  in  visits  to  S's  single  parent  and  in 
supervising  S's  visits  home.  These  supervised 
visits  provided  an  opportunity  for  S.  and  his 
mother  to  relate  without  repetitive  severe  con- 
flict. 

It  may  be  that  the  pervasiveness  of  violence 
in  society  blurs  the  identification  and  referral 
of  such  cases. Even  foster  care  settings 
themselves  have  been  surveyed  for  abuse  and 
neglect  situations. 

Certain  types  of  out  of  home  placement 
were  found  to  have  more  problems  with  abuse; 
these  were  characterized  by  more  children  to 
serve,  seasonal  changes  and  disruptions,  un- 
trained staff  and  staff  turnover,  and  factors 
which  stressed  the  staff.  Training  programs, 
especially  in  crisis  management,  were  found 
to  reduce  the  risk  of  abuse.^^^P^^’*  Most  often, 
"in  well  run  foster  care  programs. . .children  do 
better  in  school  and  on  other  measures  than 
before  placement.  The  foster  care  system  has 
been  blamed  for  the  children's  problems  but  it 
is  probably  part  of  the  solution."^^ 

Thus  the  medical  practitioner  serving  foster 
care  children  encounters  a mixture  of  chronic 
illness,  psychological  morbidity  due  to  family 
dysfunction  before  placement  and  crises  and 
deterioration  after  placement,  permanent  ill- 
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ness  due  to  HIV,  linked  bio-psycho-social 
morbidity  of  cocaine  exposed  infants,  and 
sequelae  of  unidentified  or  untreated  child 
abuse.  The  specific  mental  health  problems  of 
these  children  are  discussed  next. 

Individual  Psychopathology 

The  clinician  caring  for  foster  children  fre- 
quently encounters  psychological  signs  and 
symptoms  of  adjustment  disorders,  attach- 
ment problems,  anxiety  and  stress,  and  mal- 
adaptive behaviors  with  resulting  developmen- 
tal disruption.  Children  in  out-of-home  care 
may  have  any  psychological  problem  to  which 
children  are  subject  but  in  addition  are  sus- 
ceptible to  special  problems  from  the  situa- 
tion in  the  family  of  origin  necessitating  place- 
ment the  crisis  of  placement  and  the  risk  of 
deterioration  in  care. 

The  more  severe  stresses  are  related  to 
those  characteristics  of  the  child  and  family 
associated  with  increased  risk  of  prolonged 
foster  care  or  disrupted  placement.  In  a sample 
of  abused  and  neglected  children,  risk  factors 
for  disrupted  placement  were  shown  to  in- 
volve severe  behavior  problems,  very  young 
age  when  first  removed  from  the  birth  family, 
or  drug/alcohol  addiction  of  the  parents.^^ln 
addition,  problems  developing  in  foster  chil- 
dren were  studied  and  it  was  concluded  that 
unstable  family  environment  and  maltreatment 
before  foster  care  probably  had  a more  nega- 
tive effect  than  foster  placement.^* 

The  psychological  effects  of  family  violence 
are  significant  whether  the  child  is  the  target 
or  witness  of  physical  or  emotional  abuse.  The 
following  case  presents  the  dilemma  of  the 
child  witness  of  family  violence  who  may  be 
evaluated,  treated  minimally  or  not  at  all,  and 
then  begins  to  exhibit  the  constellation  of 
externalizing  behaviors  which  were  witnessed. 
Witnesses  can  experience  psychological  ef- 
fects ranging  from  psychosomatic  complaints 
to  post-traumatic  stress  disorder.  The  psycho- 
logical vulnerability  of  children  is  greater  be- 
cause of  their  dependence  upon  household 
members  both  for  emotional  care  and  be- 
cause of  the  modeling  and  identifications  in 
the  child's  developing  personality.  This  case 
also  illustrates  and  availability  of  mental  health 
evaluation  and  treatment  does  not  necessarily 
forestall  family  and  developmental  breakdown. 

Case  3.  K.  is  a 12-year-old  female  whose 
mother  brought  her  to  a medical  clinic,  stating 
"I  can't  handle  her  any  more."  In  individual 


interviews  K.  denied  sexual  molestation  or 
physical  abuse.  She  and  her  mother  both  ad- 
mitted to  "yelling,"  but  the  mother  was  most 
concerned  about  breakage  of  belongings  in 
the  home  and  K's  alleged  stealing  from  the 
grandparent's  home.  A history  of  K.  at  age  4 
and  5 years  witnessing  episodes  of  severe 
conflict  between  her  parents  including  use  of 
weapons  and  physical  injury  to  each  parent 
was  elicited.  K.  had  received  in-depth  psychiat- 
ric and  psychological  evaluation  around  age  9 
years  but  the  mother  discontinued  the  recorrv 
mended  counseling  after  only  a few  sessions. 

In  a discussion  of  the  mental  health  effects 
of  violence,  Skelly  listed  "suicidal  feelings, 
depression,  anxiety,  substance  abuse  prob- 
lems, psychosomatic  symptoms,  diminished 
self  esteem,  shame,  nightmares,  fears  and 
phobias,  and  inability  to  trust  or  develop  inti- 
mate relationships"  as  among  the  recognized 
consequences  of  abuse  for  adults  and  chil- 
dren. (AMA  News,  jan  6,  1 992:35(1  ):5)  Thus 
one  facet  of  the  emotional  needs  of  foster 
children  is  related  to  the  circumstances  which 
preceeded  foster  placement. 

However,  there  are  further  emotional  needs 
of  foster  children  involving  the  issues  related 
to  the  crisis  of  placement  and  the  longer  term 
problem  of  preventing  deterioration  in  foster 
care.  Kates  et  aP®  stated  that  children  in  foster 
care  experience  placement  as  a "threat  to 
survival."  This  differs  from  the  professionals 
who  view  the  "abusive  or  chaotic  conditions 
that  precipitated  the  placement  as  the  primary 
threat.  . ."28(pS84)  jhese  authors  list  the  emo- 
tional problems  of  children  in  foster  care  as  a 
tendency  to  split  maternal  images,  a shattered 
sense  of  belonging,  and  trouble  forming  at- 
tachments to  substitute  caregivers.  They  also 
discuss  the  need  to  assess  the  foster  child 
regarding  the  child's  quality  of  attachment, 
mastery  over  negative  emotions,  ability  to 
handle  closeness,  trust  and  autonomy,  nego- 
tiation of  parent-child  boundaries,  and  feel- 
ings of  acceptance  in  the  foster  family.  Fur- 
ther, they  point  out  the  need  to  understand 
and  work  with  the  network  of  people  con- 
nected with  the  foster  child.  "This  network 
includes  the  biological  family,  foster  family, 
child  welfare  worker,  and  school."^®*^®®'** 

In  discussion  of  factors  contributing  to  the 
failure  of  long-term  fostering,  Steinhauer  stated 
that  the  children  who  have  deteriorated  in 
long  term  care  show  the  long-term  sequelae  of 
family  breakdown  and  unresolved  mourning. 
"The  direct  results  (risk  of  permanent  detach- 
ment, persistent  and  diffuse  rage,  emotional 
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dyscontrol  and  continuing  unmet  needs)  inter- 
act with  each  other  to  produce  the  character- 
istic impairment  in  the  capacity  for  relation- 
ships, the  antisocial  and  asocial  behaviors,  the 
chronic  depression  and  low  self  esteem,  the 
exaggerated  dependency  and  tendency  to 
compulsively,  though  unconsciously,  produce 
in  the  new  environment  a repetition  of  the 
original  rejection."^®  Mental  health  profession- 
als will  recognize  many  of  these  symptoms  as 
findings  in  the  borderline  child.  Such  children 
are  overly  dependent  upon  adults  to  help 
them  organize  their  behavior  and  interpret 
and  modulate  their  emotions.^® 

Two  special  syndromes  of  excessive  water 
drinking  and  hyperphagia  which  are  markers 
of  child/caretaker  interaction  problems  have 
been  described.  These  are  behavioral  symp- 
toms which  can  occur  either  in  the  original 
home  or  in  a problematic  placement.  In  the 
group  with  excessive  water  drinking  the  chil- 
dren were  "always  thirsty,  preferred  water 
almost  to  the  exclusion  of  other  liquids,  and 
would  often  interrupt  other  activities  to  re- 
quest or  get  a drink. This  occurred  al- 
most exclusively  in  foster  children  and  the 
authors  state  in  their  discussion  that  "the  evalu- 
ation of  foster  families  for  the  placement  of 
abused  and  neglected  children  needs  to  go 
beyond  determining  their  ability  to  provide 
adequate  nutrition  and  physical  care  and  ex- 
plore their  capacity  to  meet  these  children's 
special  emotional  needs."^’'P“’®' 

Hyperphagia  was  reported  in  ten  of  200 
foster  children  and  the  behavior  was  charac- 
terized as  an  excessive  appetite  for  food,  a 
driven  quality  to  its  consumption,  an  apparent 
lack  of  satiety,  and  frequent  eating  to  the  point 
of  vomiting  or  gastric  pain  if  food  intake  was 
not  limited  externally."^^<p^®>  Detailed  study  of 
the  hyperphagic  group  compared  to  the  other 
foster  children  showed  that  the  hyperphagic 
group  all  had  psychiatric  disorders  and  that  all 
of  their  birth  mothers  had  depression.  There 
were  other  psychiatric  disorders  as  well  in 
some  of  the  birth  mothers.  The  author  suggest 
that  grossly  deviantfood  behaviors  are  a marker 
for  associated  psychopathology.®^<p®^> 

Clinicians  who  identify  cases  of  children 
who  have  deteriorated  in  foster  care  or  those 
who  show  markers  of  disturbed  caretaker/ 
child  interaction  should  refer  the  children  for 
further  mental  health  assessment.  One  of  the 
modalities  to  deal  with  such  problems  is  treat- 
ment foster  care  which  is  designed  to  care  for 


foster  children  with  moderately  severe  behav- 
ior and  emotional  problems. Foster  par- 
ents, program  caseworkers,  and  a child  psy- 
chiatrist or  specially  qualified  psychiatric  so- 
cial worker  form  a treatment  team  for  each 
child.  Interventions  for  the  children  are  made 
according  to  six  priorities;  a safe  and  func- 
tional home,  effective  parenting,  relationship 
therapy,  continuity  with  loved  ones,  specific 
therapy  for  special  needs,  and  a plan  for  family 
permanency.  In  an  eight-year  treatment  of  71 
cases,  the  magnitude  of  developmental  dis- 
ruption was  lessened  in  all  instances  and  infor- 
mation about  factors  relating  to  the  children 
who  improved  the  most  was  gathered.  The 
results  of  this  intervention  support  the  view 
that  the  best  foster  parents  are  an  invaluable 
asset  to  the  community^®  and  may  view  the 
foster  family  as  "part  of  an  extended  kinship 
network  of  the  child"  with  the  foster  parents  as 
helpers  of  the  biological  parents  rather  than  as 
antagonists  or  replacements.^®*^®®®* 

Individual  psychological  issues  are  ampli- 
fied for  foster  children  who  are  placed  be- 
cause of  HIV  infection  or  cocaine  abuse.  As 
noted  by  the  American  Academy  of  Pediat- 
rics, the  "social  circumstances  that  may  ac- 
company HIV  infection  include  (1)  parents 
who  have  died  or  are  too  ill  to  care  for  their 
children;  or  (2)  parents  who  are  unable  or 
unwilling  to  care  for  their  children,  most  often 
as  the  result  of  continuing  drug  abuse.""*P®®’> 
Hopkins  and  associates  listed  recurrent  themes 
expressed  by  families  caring  for  HIV-infected 
children  as  psychological  stress  of  dealing 
with  chronic  illness,  grief  and  mourning  as  the 
child  exhibits  deteriorated  functioning,  guilt 
and  self  blame  in  the  biological  mothers,  and 
feelings  of  isolation,  stigma,  and  discrim- 
mination.®®  These  are  similar  to  the  issues 
faced  by  families  who  have  children  affected 
by  other  permanent  or  fatal  disabilities  and 
illness.  Moreover,  children  who  are  in  foster 
care  show  fewer  adoptions  and  returns  to  the 
birth  family  and  more  long-term  foster  care. 
Thus  sometimes  clinicians  and  families  need 
to  accept  planned  permanent  foster  care. 

Practitioners  who  care  for  foster  children 
can  advocate  for  them  more  effectively  by 
identifying  the  most  stable  element  in  the 
child's  care  system,  often  the  foster  family.  Just 
as  adopted  children  can  experience  identity 
problems  and  psychological  splitting  of  bio- 
logical parents  and  adoptive  parents  into  one 
set  of 'good'  and  one  set  of 'bad'  parents®'*(p"°®’ 
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so  the  foster  child  may  struggle  to  integrate  his 
images  of  the  people  in  his  life.  A clinician  who 
sorts  out  and  relates  to  these  elements  will 
have  a better  directed  advocay  than  a clini- 
cian who  takes  sides  with  any  one  element  of 
the  child's  care  system. 

Problems  within  the  Family  of  Origin 

The  new  morbidity  of  foster  children  re- 
lated to  AIDS,  cocaine,  and  family  violence  is 
superimposed  upon  the  traditional  morbidi- 
ties of  family  dysfunction,  alcohol  abuse  and 
dependence,  and  maternal  metal  illness.  It  is 
of  importance  to  clinicians  to  note  that  alco- 
hol and  drug  abuse  and  maternal  mental  ill- 
ness are  susceptible  to  clinical  diagnosis  and 
intervention. 

Co-morbidity  between  chemical  depen- 
dency disorders  and  other  mental  disorders 
has  been  documented;  "37%  of  those  with  an 
alcohol  disorder  had  a comorbid  mental  disor- 
der and  53%  of  those  with  drug  (nonalcohol) 
disorder  were  also  found  to  have  a mental 
disorder."^^*p^’^^*  Further,  there  is  a connection 
between  parental  use  of  alcohol  or  drugs  and 
serious  child  abuse  or  neglect.  One  series 
showed  than  in  43%  of  206  cases  of  serious 
child  abuse  and  neglect,  there  was  a evidence 
the  parents  had  a documented  history  of  alco- 
hol or  drug  abuse.  Those  parents  involved  in 
alcohol  or  drug  abuse  had  more  extensive 
involvement  with  protective  services  than  other 
parents.  Furthermore,  continued  parental  al- 
cohol or  drug  abuse  tends  to  undo  other 
interventions.^*  Recent  data  from  the  National 
Center  for  Health  Statistics  shows  that  1 8%  of 
adults  lived  with  an  alcoholic  or  a problem 
drinker  at  some  time  during  their  first  1 8 years 
of  life.^^  Drug  or  alcohol  problems  in  turn 
typically  affect  parent's  willingness  and  capac- 
ity to  function  as  a parent  and  may  stand  in  the 
way  of  a secure  reunion  of  foster  children  to 
the  birth  family. 

Parapartum  maternal  mental  illness  in  addi- 
tion has  been  demonstrated  to  correlate  with 
high  rates  of  foster  placement  or  adoption 
(32%).  One  study  for  example  showed  that 
records  of  foster  care  children  included  a 
history  of  drug  and  alcohol  problems  in  one- 
third  of  the  mothers  and  psychiatric  histories 
in  one-third  of  the  mothers.^® 

Parental  AIDS  and  cocaine  have  increased 
the  numbers  and  problems  of  children  in  fos- 
ter care  dramatically.  From  the  middle  of  1 987 
over  three  years  there  was  a 29%  increase  in 


the  number  of  children  in  foster  care;  half  of 
the  increase  occurred  in  the  states  hardest  hit 
by  the  smokeable  cocaine  derivative  (crack) 
addiction.^^ 

Specialized  foster  care  is  a mainstay  of 
services  for  infants  and  children  from  HIV  and 
cocaine  affected  families  (Newsletter-division 
of  Child,  Youth  and  Family  Services.  American 
Psychological  Association,  Summer  1989, 
p.l  8).  One  report  documented  how  HIV  posi- 
tive infants  came  from  families  which  had  an 
average  of  3 children  and  instances  of  families 
with  more  than  one  HIV  positive  child  were 
not  unusual.  The  authors  of  this  paper  stated, 
"the  majority  of  the  women  did  not  know  that 
they  were  HIV  infected  until  their  child's  infec- 
tion was  identified."’**^’®®*  They  noted,  "as  the 
progressive  HIV  infection  affects  the  family, 
foster  care  parents  may  become  a very  impor- 
tant part  of  the  child's  chosen  family."’**P^“* 
Practitioners  thus  must  relate  to  the  foster 
parents  and  representatives  of  agencies  that 
place  the  children. 

The  Practitioner  and  the  Child  Welfare  System 

From  the  standpoint  of  the  health  care 
practitioner,  the  relationship  with  the  child 
welfare  system  is  perhaps  the  most  confound- 
ing aspect  of  caring  for  foster  children.  In 
1 988  about  three  million  people  under  age  1 8 
lived  apart  from  both  of  their  birth  parents  (P. 
Fine,  M.D.  written  communication  Feb.  1 992) 
About  one-half  million  children  live  in  state 
sponsored  foster  placement.^*  The  others  are 
distributed  among  grandparents,  other  rela- 
tives, adoptive  parents,  group  homes,  and 
institutions.  During  the  two  decades  prior  to 
the  1980  federal  Adoption  Assistance  and 
Child  Welfare  Act,  there  were  many  studies 
and  considerable  litigation  on  behalf  of  chil- 
dren with  protracted  disruptive  stays  in  foster 
care.  Then  the  Adoption  Assistance  Act  was 
legislated  which  provided  for  placement  re- 
views every  six  months.  The  purpose  of  the 
legislation  was  to  prevent  "drift"  in  foster  care 
and  encourage  adoption^‘**P”°°*  and  thereby 
diminish  stress  and  deterioration  among  the 
children.  The  legislation  requires  a disposition 
hearing  or  permanency  plan  with  1 8 months. 
"Drift"  in  foster  care  encompasses  the  loss  of 
contact  with  the  biological  family  experienced 
by  two-thirds  of  the  children  who  remained  in 
foster  care  more  than  five  years  and  the  in- 
creasing likelihood  of  a child  being  moved 
from  home  to  home  the  longer  he  or  she 
remains  in  foster  care.®'**P”°°*  In  fact,  the  man- 
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date  for  premanency  planning  did  reduce  fos- 
ter care  caseloads  by  either  reuniting  children 
with  their  families  or  releasing  them  for 
adoption."” 

The  AIDS  epidemic  along  with  an  increase 
in  the  number  of  children  coming  into  place- 
ment from  parents  who  are  addicted  to  street 
drugs,  especially  cocaine,  has  presented  the 
child  welfare  system  with  a population  of 
chronically  ill  and  developmentally  disabled 
infants  and  children  who  will  need  lifelong 
services. 

Initially,  the  child  welfare  system  lacked 
adequate  foster  homes  for  AIDS  infants.  For 
example,  a ^ 988  study  documented  that  94% 
of  HIV  positive  infants  in  the  study  experi- 
enced medically  unnecessary  hospital  days  at 
the  university  hospital  due  to  placement  prob- 
lems. Fifty-four  per  cent  of  the  hospital  days  of 
the  HIV  positive  children  in  the  study  were 
medically  unnecessary,  a figure  which  was 
almost  twice  the  highest  rate  found  for  gen- 
eral pediatric  patients  in  the  same  geographic 
area."*^ 

Subsequently  AIDS  specialized  foster  care 
programs  have  proliferated  and  ‘»3.‘»4,33(p27),4s 
specific  policies  concerning  HIV  infected  chil- 
dren in  foster  families  have  been  formulated 
by  a Task  Force  on  Pediatric  AIDS."-"*^  The 
focus  of  the  Task  Force  and  others  has  been 
guidelines  for  preplacement  HIV  testing  and 
to  guarantee  the  rights  of  the  children  and 
their  families  to  appropriate  medical  treat- 
ment and  to  confidentiality.’"‘<P^'‘^>'^^*p^^'' 

The  problem  of  family  violence  has  been 
contended  with  longer  by  child  welfare  sys- 
tem than  have  the  problems  of  AIDS  and 
cocaine  abuse.  The  discovery  of  the  battered 
child  syndrome  was  followed  by  further  defi- 
nition of  the  relationship  between  violence 
and  health‘*^(R.  Voelker  in  AMA  News.  Jan  6, 
1 992;  35(1  ):4)  and  more  recently  by  the  1 991 
AMA  sponsored  Physicians  Campaign  Against 
Family  Violence.  (B  Merz  reported  in  AMA 
News.  Jan  6,  1 992;35(1  ):3). 

In  consequence  demonstration  projects 
such  as  a foster  grandparent  program  for  child 
abuse  prevention  which  targeted  high  risk 
families®”  and  another  program  which  trained 
volunteers  to  serve  children  as  guardian  ad 
litem®’  have  been  reported.  However,  a sur- 
vey of  health  services  for  foster  children  in 
fourteen  counties  in  California  documented  a 


high  variability  of  service  organization  be- 
tween counties.®^  This  implies  that  the  practi- 
tioner must  learn  the  specifics  of  the  child 
welfare  system  in  his  or  her  geographic  area. 

Summary 

Clinicians  are  encountering  more  foster 
children  with  increasing  frequency  due  to  an 
overall  increase  in  number  and  complexity  of 
problems  among  children  in  out-of-home  care. 
Those  who  provided  services  for  foster  chil- 
dren in  and  prior  to  the  early  1 980's  witnessed 
clinical  improvements  and  legislative  inter- 
ventions to  remedy  problems  within  the  foster 
care  system.  Now  the  child  welfare  system  has 
encountered  the  challenge  of  a population  of 
permanently  ill  children  with  AIDS  as  well  as 
increase  in  the  number  of  children  who  can- 
not be  cared  for  in  the  parental  home  because 
of  cocaine  abuse  and  family  violence. 

Clinicians  who  are  aware  of  the  high  rate  of 
chronic  medical  problems  in  foster  children 
will  be  prepared  to  diagnose,  treat,  and  coor- 
dinate care  and  follow  up.  These  medical 
problems  are  usually  routine  health  condi- 
tions except  for  those  growth  failures  due  to 
psycho-social  factors.  It  is  also  helpful  to  un- 
derstand the  vulnerability  of  foster  children  to 
emotional  disturbance  both  as  a result  of 
family  dysfunction  which  necessitated  place- 
ment and  as  a derivative  of  psychological 
stress  of  the  crisis  of  placement  and  subse- 
quent risk  of  deterioration  in  foster  care.  The 
practitioner's  capacity  to  understand  the  fos- 
ter parents  as  helpers  of  the  biological  family 
and  the  foster  child's  need  to  develop  and 
integrate  his  identity  from  all  of  the  diverse 
people  in  his  life  will  assist  the  practitioner  in 
appropriately  acknowledging  and  relating  to 
these  various  individuals.  Thus,  clinicians  will 
be  aided  by  a familiarity  with  the  special 
medical  psychological,  and  family  problems 
characteristic  in  foster  children  and  by  a ca- 
pacity to  interact  with  the  network  of  individu- 
als in  the  child's  care  system. 
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ABSTRACT 

The  acute  and  chronic  effects  of  hypoglycemia  on  cognitive  and  psychomotor  performance  are  reviewed.  Studies 
involving  pediatric  and  adult  subjects,  both  with  and  without  diabetes  were  evaluated.  The  preponderance  of  studies 
suggest  that  hypoglycemia  can  be  an  unintended  yet  frequent  result  of  treatment  of  patients  with  IDDM.  Significant 
cognitive  and  psychomotor  deficits  were  reported  even  with  mild  episodes  of  hypoglycemia.  Early  age  of  diabetes  onset 
and  frequent  episodes  of  hypoglycemia  were  found  to  be  highly  related  to  significant  deficits  in  intellectual  and  academic 
performance.  Patients  evidencing  performance  deficits  did  not  always  report  symptoms  of  hypoglycemia.  Recovery  of 
cognitive  functioning  lagged  restoration  of  euglycemia  but  typically  returned  to  baseline  levels  of  performance. 
Recommendations  for  improved  patient  care  are  provided. 


The  primary  goal  of  diabetes 
management  is  maintaining 
blood  glucose  profiles  within 
normal  limits.  Treatment  is  typically  directed 
toward  avoiding  chronic  hyperglycemia  which 
is  associated  with  medical  complications.’  In  so 
doing,  blood  glucose  levels  may  be  lowered, 
resulting  in  hypoglycemia.  Mild  episodes  of 
symptomatic  hypoglycemia,  defined  as  episodes 
not  requiring  external  assistance  or  hospitaliza- 
tion, have  been  found  to  occur  in  47  to  58%  of 
patients  with  IDDM.^'^  Severe  hypoglycemia,  as 
defined  by  loss  of  consciousness  or  seizures, 
have  been  found  to  occur  in  4 to  26%  of 
patients  with  IDDM.^'^  Symptoms  secondary  to 
hypoglycemia  vary  greatly  and  may  include 
hunger,  weakness,  irritability,  sweating,  blurred 
or  double  vision,  irrational  or  incoherent  speech, 
seizures,  and  coma,  although  these  symptoms 
are  well  known  to  diabetes  professionals,  much 
less  is  known  about  the  effects  of  hypoglycemia 
on  cognitive  and  psychomotor  performance. 
The  present  paper  reviews  the  recent  literature 
regarding  these  latter  effects.  Data  pertaining  to 
both  acute  and  chronic  effects  of  hypoglycemia 
are  presented. 

The  literature  is  characterized  by  two  major 
avenues  of  investigation.  The  first  involves  the 
short-term  effects  of  insulin-induced  hypo- 
glycemia in  subjects  with  and  without  diabetes; 
the  second  concerns  the  chronic  effects  of 
repeated  episodes  of  hypoglycemia  as  might  be 
experienced  by  individuals  with  IDDM  who 
have  experienced  insulin  over-treatment,  defec- 
tive counter-regulatory  response,  tight  meta- 
bolic control,  lack  of  treatment  modification 
with  physical  exercise,  or  poor  management  of 
IDDM. 


ACUTE  EFFECTS 

The  short-term  effects  of  hypoglycemia  on 
cognitive  and  psychomotor  performance  have 
been  investigated  in  individuals  with  and  with- 
out diabetes  during  periods  of  insulin-induced 
hypoglycemia.  Comparisons  between  individu- 
als with  and  without  diabetes  need  to  be  done 
with  care  due  to  the  differences  in  counter- 
regulatory  response  to  hypoglycemia  of  those 
groups^'^  Studies  of  subjects  without  diabetes 
generally  share  certain  common  characteristics, 
although  all  studies  differ  somewhat  in  method- 
ological particulars  (See  Table  1 ).  Subjects  have 
been  healthy  unmedicated  male  and  female 
adults  between  the  ages  of  18  and  48. 
Hypoglycemia  has  been  induced  in  fasting  sub- 
jects via  insulin  infusion  with  hypoglycemic 
levels  ranging  from  mild  (50-60  mg/dl)  to  severe 
(35-50  mg/dl).  Euglycemia  was  typically  regarded 
as  falling  within  85-1 1 0 mg/dl. 

Dependent  measures  have  included  tasks  of 
fine  motor  speed  (e.g.,  finger  tapping  and  simple 
reaction  time),  visual  motor  speed  and  cogni- 
tive flexibility  (e.g.,  digit-symbol  substitution. 
Trails  B - alternately  connecting  consecutively 
numbered  and  lettered  circles,  first  1-A,  then  2- 
B,  3-C,  etc.),  cognitive  processing  speed  (e.g., 
choice  reaction  time  - responding  to  one  stimu- 
lus and  not  another),  and  combinations  of  the 
above.  Various  measures  of  verbal  (e.g.,  expres- 
sive vocabulary,  verbal  analogies)  and 
visuospatial  skills  (e.g.,  solving  puzzles,  mazes, 
block  constructions)  also  have  been  frequently 


’Reprints  may  be  obtained  from  William  J.  Warzak,  PhD,  600  S. 
42nd  St.,  Omaha,  Nebraska  68198-5450. 
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obtained.  It  should  be  noted  that  most  mea- 
sures are  not  pure,  being  confounded  by  atten- 
tion, short-term  memory,  and  various  other 
verbal  and  perceptual/motor  factors.® 

Mild  to  severe  insulin-induced  hypoglycemia 
was  studied  with  seven  (6  male,  1 female) 
normal  subjects  age  22  to  41  years  old.^ Seven- 
teen additional  subjects  (6  males,  1 1 females), 
aged  19-48  years  old  served  as  controls. 
Assessment  of  cognitive  flexibility  and  visual 
motor  speed  was  conducted  using  a standard 
trail-making  test.  Sex  differences  were  not  inves- 
tigated. No  difference  in  completion  time  was 
noted  for  mildly  hypoglycemic  subjects  as  com- 
pared to  euglycemic  subjects.  However,  when 
subjects  were  exposed  to  severe  hypoglycemia 
significantly  slower  completion  time  was  noted 
relative  to  euglycemic  controls. 

Another  study  evaluated  the  effects  of  mild 
insulin  induced  hypoglycemia  on  1 2 nondiabetic 
individuals  (6  males,  6 females)  18  to  27  years 
of  age.^°  Psychomotor  functioning  was  assess- 
ed by  simple  reaction  time,  choice  reaction 
time,  and  fine  motor  speed.  Cognitive  flexibility 
was  also  evaluated  by  trail-making  and  digit- 
symbol  substitution  tasks.  Significant  impairment 
was  found  on  tasks  of  cognitive  flexibility  but 
not  on  tasks  of  psychomotor  speed  during 
periods  of  hypoglycemia.  Sex  differences  were 
not  investigated.  Subjects'  reporting  of  symp- 
toms throughout  the  study  suggested  that  task 
performance  declined  priorto  subjective  aware- 
ness of  hypoglycemia  but  subsequent  to  the 
onset  of  autonomic  counter-regulatory  activity. 

Recently,  the  effects  of  insulin-induced 
hypoglycemia  were  evaluated  in  1 9 individuals 
without  IDDM  (9  males,  10  females)."  The 
average  age  of  subjects  was  26.8  years.  Various 
physiological  indicators  of  hypoglycemia,  reac- 
tion time  and  direct  measures  of  brain  functioning 
(i.e.,  P300  wave  form)  were  monitored  under 
euglycemic  conditions  and  at  plasma  glucose 
concentrations  of  3.3  and  2.6Mm.  Hypoglycemic 
symptoms  and  significantly  impaired  decision- 
making processes  were  reported  only  at  plasma 
glucose  levels  of  2.6  Mm.  Tasks  representative 
of  sensory  and  motor  functioning  were  unaf- 
fected at  plasma  glucose  levels  evaluated  in  the 
current  study.  Results  also  indicated  that  cogni- 
tive dysfunction  did  not  recover  immediately 
upon  return  to  euglycemic  levels.  Length  of 
recovery  time  may  be  even  longer  if 
hypoglycemia  is  severe  or  of  long  duration. 

A second  line  of  investigation  has  assessed 
the  cognitive  and  psychomotor  functioning  of 


individuals  with  IDDM  during  periods  of 
hypoglycemia.  Although  the  studies  reviewed 
differ  in  details,  they  employed  variables  gener- 
ally falling  within  thefollowing  parameters.  Adult 
subjects  with  IDDM  were  used  in  most  studies. 
Participants  had  been  diagnosed  for  at  least  six 
months  with  no  evidence  of  diabetic  neuropathy 
or  retinopathy.  Subjects  were  typically  admitted 
to  research  facilities  following  an  overnight  fast. 
A level  of  mild  hypoglycemia  (consistently  de- 
fined as  falling  between  50-60  mg/dl)  was 
achieved  using  an  insulin/glucose  infusion  sys- 
tem. Blood  glucose  levels  were  verified  and 
maintained  through  frequent  monitoring  of  ve- 
nous blood  samples.  Assessment  included 
measures  of  attention,  memory,  fine  motor 
speed,  verbal  fluency,  and  cognitive  flexibility. 
Measures  of  visuospatial  skills,  letter  recogni- 
tion, reading  comprehension,  and  math 
computation  were  frequently  obtained. 

The  effect  of  severe  insulin-induced  hypo- 
glycemia was  studied  with  12  patients  with 
IDDM  (6  male,  6 female)  and  14  healthy  con- 
trols (9  male,  3 female)  20-35  years  of  age.® 
Simple  reaction  time  constituted  the  dependent 
measure,  obtained  under  hypoglycemic  and 
euglycemic  conditions.  In  the  euglycemic  con- 
dition, subjects  with  diabetes  exhibited 
significantly  slower  response  time  than  control 
subjects.  All  subjects  exhibited  significantly 
slower  response  time  in  the  hypoglycemic  con- 
dition, with  great  variability  noted  across  subjects. 
Additionally,  the  presence  of  hypoglycemic 
symptoms  was  unrelated  to  reaction  time,  with 
slower  times  noted  even  in  subjects  without 
readily  apparent  symptoms.  No  relationship 
was  found  between  longer  reaction  times  dur- 
ing euglycemic  episodes  and  Hb  A,C,  duration 
of  diabetes,  age  or  sex  of  subjects. 

In  another  study,  the  cognitive  functioning  of 
1 2 subjects  (6  male,  6 female)  with  IDDM  was 
assessed  during  episodes  of  mild  hypoglycemia, 
euglycemia,  and  hyperglycemia.’^  Cognitive 
functioning  was  measured  through  administra- 
tion of  a variety  of  tasks  including  reading 
comprehension,  visual  discrimination,  reaction 
time,  visual-spatial  performance,  and  arithmetic 
computation.  No  sex  related  performance  dif- 
ferences were  found.  Significantly  slower 
reaction  times  were  obtained  by  subjects  dur- 
ing both  hypoglycemic  and  hyperglycemic 
conditions.  No  significant  differences  in  compu- 
tational accuracy  were  found,  although  fewer 
problems  were  attempted  and  completed  by 
subjects  experiencing  mild  hypoglycemia  than 
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subjects  with  normal  or  elevated  glucose  levels. 
Reading  comprehension  was  unaffected  across 
different  glycemic  levels. 

Two  related  studies  by  Holmes,  et  al,’^-’'* 
evaluated  the  effects  of  differential  levels  of 
blood  glucose  on  cognitive  flexibility.  In  the  first 
study, 12  men  (18-35  years  of  age)  with 
IDDM  served  as  subjects.  Cognitive  function- 
ing was  measured  using  the  Verbal  Associative 
Fluency  Test  (VAF),  which  requires  saying  as 
many  words  as  possible  that  begin  with  a given 
letter  in  a one-minute  period,  and  the  Stroop 
Word  Task.  This  latter  task  involves  reading  or 
naming  a list  of  colors  under  four  conditions 
including  (1)  reading  color  names  printed  in 
black  ink;  (2)  reading  color  names  printed  in 
different  colored  inks;  (3)  naming  colors  of 
colored  dots;  and  (4)  naming  colors  of  ink  in 
which  different  color  names  are  printed.  Sub- 
jects were  assessed  during  periods  of  mild 
hypoglycemia,  euglycemia,  and  hyperglycemia. 
Subjects  performed  more  slowly  on  tasks  of  cog- 
nitive flexibility  and  verbal  fluency  in  the 
hypoglycemic  versus  euglycemic  or  hyperglycemic 
conditions.  However,  accuracy  was  unaffected 
and  fluency  fell  within  normal  limits.  Perfor- 
mance during  tasks  which  did  not  require 
cognitive  flexibility  was  not  significantly  differ- 
ent at  different  glucose  levels.  Performance  was 
not  significantly  affected  by  disease  duration, 
another  variable  examined  in  this  study. 

In  the  second  study,  the  effects  of  varied 
blood  glucose  concentrations  on  visual-motor 
performance  was  evaluated  using  24  men  (1 8- 
35  years  of  age)  with  IDDM.’'*  Subjects  were 
administered  several  measures  of  fine  motor 
speed  and  letter  recognition  during  periods  of 
hypoglycemia,  euglycemia,  and  hyperglycemia. 
Significant  increases  in  response  latency  and 
response  time  were  found  on  reaction  time 
tasks  which  required  choice  responding  (i.e., 
decision  time)  for  subjects  experiencing 
hypoglycemia.  Impairment  was  unrelated  to 
diabetes  duration  or  control.  However,  no  dif- 
ference in  error  rate  was  noted  across  different 
glycemic  conditions.  No  differences  were  found 
for  response  time  on  reaction  time  tasks  absent 
the  choice  component  or  on  letter  recognition 
tasks. 

Psychomotor  performance  was  also  evalu- 
ated in  another  study  of  1 8 individuals  (8  male, 
10  female;  age  22  to  35  years)  with  IDDM 
during  periods  of  hypoglycemia,  euglycemia, 
and  hyperglycemia.’^  Psychomotor  performance 
was  measured  by  a simple  reaction  time  task,  a 


perceptual-motor  tracking  task  (i.e.,pursuit  ro- 
tor), and  trail-making  tasks.  A driving  simulator 
was  also  used  to  evaluate  patient  performance. 
No  sex  differences  were  noted  on  performance 
measures.  Consistent  with  previous  studies, 
significant  differences  in  cognitive  flexibility  and 
visual  motor  speed  were  noted,  with  wide  vari- 
ability across  subjects.  Subjects  in  the  hypo- 
glycemic condition  exhibited  mild  to  severe 
performance  deficits  while  subjects  in  the 
euglycemic  and  hyperglycemic  condition  per- 
formed within  the  normal  range.  Driving 
simulation  was  poorest,  although  within  normal 
limits,  during  hypoglycemia  with  performance 
unaffected  during  hyperglycemic  and  euglycemic 
conditions.  The  authors  also  noted  that  perfor- 
mance decrements  may  occur  prior  to  patients' 
awareness  of  hypoglycemia. 

A more  comprehensive  evaluation  of  cogni- 
tive functioning  was  reported  in  a study  of  16 
men  (age  20-46  years)  with  IDDM  during  peri- 
ods of  euglycemia,  and  mild  and  severe 
hypoglycemia.’^  A neuropsychological  test  bat- 
tery, including  measures  of  attention  and 
concentration,  short-term  memory,  cognitive 
flexibility,  fine  motor  speed  and  others,  was 
administered  during  each  of  four  glycemic 
phases  (euglycemia,  mild  hypoglycemia,  severe 
hypoglycemia,  euglycemia).  A symptom  check- 
list was  completed  by  each  subject  at  each 
glucose  concentration.  When  blood  glucose 
levels  fell  from  the  euglycemic  to  the  mild 
hypoglycemic  range,  performance  deteriorated 
on  all  measures  except  fine  motor  speed.  None 
of  these  declines  were  significant  with  the  ex- 
ception of  the  memory  task  (i.e.,  story  recall).  All 
measures  except  fine  motor  speed  fell  signifi- 
cantly during  the  severe  hypoglycemic  condition 
relative  to  performance  during  initial  baseline 
conditions.  Performance  across  all  measures 
rebounded  to  baseline  levels  when  euglycemia 
was  reinstated  during  the  final  phase  of  the 
study.  Interestingly,  performance  for  12  of  the 
1 6 patients  fell  at  bl  gl  concentrations  of  54  mg/dl 
although  none  of  the  patients  reported 
hypoglycemic  symptoms  at  the  time,  suggest- 
ing perhaps  the  inadequacy  of  self-awareness  in 
the  detection  of  mild  hypoglycemic  states.  This 
conclusion  is  consistent  with  that  of  others^  ’®'’® 
who  report  performance  decrements  at  blood 
glucose  levels  at  which  subjects  fail  to  report 
symptoms  yet  are  sufficient  to  initiate  counter- 
regulatory  response. 

Finally,  a recent  study  assessed  the  effects  of 
insulin  induced  mild  hypoglycemia  on  1 1 chil- 
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dren  with  IDDM  (five  females,  six  males)  rang- 
ing in  age  from  11  to  1 8 years  old.’^  Measures 
were  obtained  at  plasma  glucose  concentra- 
tions of  3.6  Mm  and  3.1  Mm.  Hypoglycemic 
symptoms  (e.g.,  sweaty,  feeling  shaky,  etc.)  were 
monitored  throughout.  Psychomotor  function- 
ing was  assessed  by  both  simple  and  choice 
reaction  time  tasks.  Cognitive  flexibility,  psy- 
chomotor efficiency  and  sustained  attention 
were  evaluated  with  Trails  tasks  and  the  Stroop 
Color-Word  Test.  Performance  on  complex  tasks, 
such  as  choice  reaction  time  and  Trails  B,  was 
impaired  at  both  hypoglycemic  levels.  Whereas 
less  complex  tasks,  such  as  word  reading  and 
simple  reaction  time,  were  adversely  affected  at 
the  lower  plasma  glucose  concentration.  Sub- 
jects' response  to  hypoglycemia  was  highly 
variable  and  found  to  be  unrelated  to  age  of 
onset,  gender,  duration  of  diabetes,  and  degree 
of  prior  metabolic  control.  Performance  deficits 
were  largely  independent  of  hypoglycemic  symp- 
toms. Consistent  with  related  work  in  this  area, 
recovery  of  functioning  was  found  to  lag  restora- 
tion of  euglycemic  levels. 

In  summary,  the  preponderance  of  these  stud- 
ies suggest  that  individuals,  both  with  and  without 
diabetes,  who  experience  episodes  of 
hypoglycemia  exhibit  performance  deficits.  Dif- 
ferences were  commonly  found  even  during  mild 
episodes  of  hypoglycemia,  although  some  investi- 
gators working  with  nonIDDM  subjects  have 
reported  significant  findings  only  at  more  severe 
levels  of  hypoglycemia.^'”  Increased  response 
time  without  decreased  accuracy,  has  been  re- 
ported for  a variety  of  tasks  including  choice 
reaction  time,  math  computation,  and  naming 
skills.’^  ’'*'’^  Other  measures  of  cognitive  flexibility 
and  psychomotor  speed  also  typically  yield  im- 
paired performance  as  measured  by  response 
latency  and  overall  response  speed. 
formance  appears  to  decline  more  rapidly  as 
response  requirements  become  more  com- 
plex.’°'’'*‘’*  Several  studies  conclude  that 
performance  decrements  may  occur  as  a func- 
tion of  hypoglycemia  while  patients  fail  to  report 
hypoglycemic  symptoms^'’®'’^’^  and  others  re- 
port recovery  of  cognitive  functioning  lags 
restoration  of  euglycemia.”-’^’® 

CHRONIC  EFFECTS 

The  second  avenue  of  investigation  pertains 
to  the  long-term  effects  of  repeated 
hypoglycemic  episodes,  with  age  of  onset,  and 
severity  of  hypoglycemic  history  frequently  tar- 
geted for  analysis.  An  increased  incidence  of 
severe  episodes  of  hypoglycemia  has  been  as- 


sociated with  early  onset  IDDM  (before  3 to  7 
years).’®'^°  Investigations  of  these  effects  on 
cognitive  and  psychomotor  functioning  have 
assessed  both  pediatric  and  adult  patients  with 
the  preponderance  of  literature  involving  pedi- 
atric patients. 

In  the  majority  of  studies  subjects  were  be- 
tween 3 and  1 7 years  of  age,  with  duration  of 
IDDM  ranging  from  6 months  to  6.5  years.  Age 
of  onset  of  diabetes  ranged  from  1 1 months  to 
12  years.  Early  onset  diabetes  (EOD)  was 
described  as  onset  occurring  before  age  3 to 
onset  occurring  before  age  7.  Nondiabetic  sib- 
lings were  used  as  the  principal  controls  in  the 
majority  of  research  studies.  All  studies  in- 
volved assessment  of  general  intelligence  with 
various  measures  of  verbal  (e.g.,  expressive 
vocabulary,  verbal  problem  solving  skills,  etc.) 
and  nonverbal  (e.g.,  perceptual  motor  skills, 
visual-organizational  abilities,  nonverbal  prob- 
lem solving  etc.)  abilities.  Additional  measures 
of  academic  achievement  and  learning  were 
also  frequently  obtained. 

AGE  OF  ONSET  OF  IDDM 

In  one  of  the  earliest  studies  of  this  kind,  the 
relationship  between  age  of  onset  and  general 
cognitive  abilities  was  investigated  in  a group  of 
38  children  with  IDDM  (age  3 to  18  years)  and 
their  nondiabetic  siblings.’®  Sex  of  subjects  was 
not  provided.  Performance  was  assessed  using 
a measure  of  general  cognitive  ability  (Stanford- 
Binet  Intelligence  Scale-  Form  LM).  Results 
indicated  no  significant  difference  in  IQ  scores 
between  patients  with  age  of  onset  after  age  five 
and  their  siblings,  and  no  significant  relationship 
between  duration  of  illness  and  IQ.  However,  a 
significant  difference  in  IQ  was  found  between 
patients  and  their  siblings  when  age  of  onset 
was  before  age  five.  The  relationship  between 
number  of  severe  episodes  of  hypoglycemia,  as 
defined  by  convulsions  and/or  hospitalization, 
and  IQ  was  not  statistically  significant. 

A recent  investigation^’  followed  23  children, 
age  two  years,  11  months  to  eight  years,  10 
months,  with  EOD  (ranging  from  1 1 months  to 
four  years  10  months).  Subjects  were  moni- 
tored for  periods  ranging  from  6 months  to  6 ’/z 
years.  Sex  of  subjects  was  not  provided.  The 
Stanford-Binet  Intelligence  Scale  served  as  the 
dependent  measure.  Number  of  hypoglycemic 
episodes,  mean  Hb  A|C  values,  and  self-moni- 
toring data  comprised  additional  variables.  No 
significant  correlations  were  found  between 
intelligence  measures  and  illness  duration  or 
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number  of  episodes  of  severe  hypoglycemia. 
However,  a significant  relationship  was  found 
between  frequency  of  episodes  of  asymptomatic 
hypoglycemia,  defined  as  self-monitored  blood- 
glucose  measurements  below  50  mg/dl,  and 
performance  on  subtests  measuring  abstract 
visual  reasoning  (i.e.,  copying  tasks  and  pattern 
analysis). 

Age  of  onset  and  duration  of  IDDM  were 
evaluated  in  another  study  which  employed 
general  cognitive  ability,  academic  achievement, 
reading  recognition,  visual  motor  performance, 
and  auditory  memory  as  dependent  variables. 
Participants  included  42  children  with  IDDM 
ranging  in  age  from  6 to  16  years  old.^°Sex  of 
subjects  was  not  reported.  A significant  relation- 
ship was  reported  between  EOD  (onset  before 
age  seven)  combined  with  long  duration  (greater 
than  five  years)  and  lower  Performance  IQ  as 
derived  from  measures  of  perceptual-motor 
skills,  visuospatial  abilities,  and  nonverbal  prob- 
lem solving.  Performance  deficits  were  related 
more  to  speed  of  performance  than  to  perfor- 
mance errors.  Deficits  in  reading  recognition 
were  also  found  to  be  related  to  EOD.  Further- 
more, most  children  with  deficits  in  reading 
recognition  exhibited  deficits  in  memory  for 
words  and  numbers.  Nevertheless,  despite  these 
disparities  relative  to  children  without  diabetes, 
children  with  diabetes  performed  within  the 
normal  range  of  functioning. 

The  cognitive  functioning  of  patients  with 
duration  of  diabetes  of  at  least  one  year  was 
evaluated  in  another  study.  In  this  study,  fifty- 
one  children  (26  males,  25  females)  with  diabetes 
age  6 to  13  years,^^'^^  and  30  siblings  without 
diabetes  served  as  subjects.  Age  of  onset  was 
categorized  as  either  early  (before  age  four)  or 
late  (after  age  four).  Subjects  were  administered 
measures  of  general  cognitive  ability,  verbal 
reasoning,  visuospatial  performance  and  aca- 
demic achievement.  Verbal  factor  scores  of 
IDDM  subjects  differed  little  relative  to  those  of 
control  children.  However,  children  with  EOD 
obtained  significantly  lower  scores  on  measures 
of  visual  recognition,  perceptual-motor  and 
visuospatial  skills  than  children  with  LOD.  Girls 
with  EOD  obtained  significantly  lower  scores 
on  measures  of  perceptual-motor  skills  and 
visuospatial  skills  than  boys  with  EOD  and  boys 
and  girls  with  LOD.  A history  of  more  frequent 
convulsions  was  reported  for  EOD  children 
compared  to  LOD  children,  with  a higher  fre- 
quency of  convulsions  associated  with  lower 
scores  on  measures  of  visuospatial  ability,  per- 


ceptual-motor speed,  and  arithmetic  computa- 
tion. Relationships  between  neuropsychological 
test  performance  and  duration  did  not  reach  sig- 
nificance but  multiple  regression  analysis  sug- 
gested that  EOD,  long  duration,  and  history  of 
convulsions  were  associated  with  lower 
visuospatial  ability.  In  addition,  EOD  children 
tended  to  have  greater  academic  difficulty  and 
more  frequent  contact  with  special  education 
services. 

Another  general  study  of  IDDM  effects  en- 
rolled 40  (22  male,  18  female)  adolescent 
patients  and  40  nondiabetic,  primarily  sibling, 
controls  as  subjects.^'' Subjects  were  between 
12  and  19  years  of  age.  Onset  of  IDDM  oc- 
curred between  ages  5 to  1 2;  duration  was  of  at 
least  three  years.  Assessment  included  mea- 
sures of  general  cognitive  ability,  associative 
learning,  short-term  memory,  and  visuospatial 
ability.  Patients  performed  within  normal  limits 
on  all  measures  but  scored  significantly  lower 
than  control  subjects  on  measures  of  verbal 
intelligence  and  visuomotor  coordination.  Con- 
sistent with  previous  research,’®-^®  IDDM  subjects 
solved  complex  problems  with  accuracy  equal 
to  that  of  their  unimpaired  peers  but  at  a slower 
rate.  Differences  were  not  found  to  be  related  to 
duration  of  illness,  degree  of  recent  metabolic 
control,  or  frequency  of  severe  episodes  of 
hypoglycemia. 

In  a similar  study,  1 25  adolescents  (66  male, 
59  female)  with  IDDM  and  83,  primarily  sibling, 
nondiabetic  controls  (40  male,  43  female)  served 
as  subjects.^^  Subjects  were  10  to  19  years  of 
age  with  both  EOD  and  LOD  groups  repre- 
sented. Extensive  neuropsychological  evaluation 
yielded  measures  across  a variety  of  verbal  and 
perceptual  motor  abilities.  Significant  sex  differ- 
ences were  found  on  measures  of  fund  of 
information  and  left/right  orientation  (males 
superior)  and  cognitive  flexibility  (females  supe- 
rior). History  of  hypoglycemic  seizures  failed  to 
predict  neuropsychological  performance.  How- 
ever, multiple  regression  analysis  found 
performance  to  be  significantly  related  to  age  of 
onset  and  duration.  Duration  best  predicted 
verbal  skills  and  fine  motor  skills  with  the  domi- 
nant hand;  whereas,  age  of  onset  predicted 
visuospatial,  visual-organizational  abilities  and 
nondominant  fine  motor  skills.  Although  EOD, 
LOD,  and  control  subjects  all  performed  within 
the  normal  range  across  measures,  a signifi- 
cantly greater  number  of  patients  with  EOD 
(24%)  scored  significantly  below  the  mean  (up 
to  two  standard  deviations)  on  measures  of 
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verbal  ability,  visuospatial  ability,  memory,  reading 
recognition,  and  perceptual-motor  performance 
compared  to  6%  of  LOD  patients.  Recent  data 
suggest  that  this  pattern  of  performance  may  have 
negative  impact  on  later  vocational  and  emotional 
adjustment.^^ 

Severity  Of  Hypoglycemia  Episodes 

An  early  investigation  of  the  relationship  be- 
tween severity  of  hypoglycemic  episodes  and 
cognitive  functioning  in  adults  was  studied  with 
1 00  adults  (57  male,  43  female)  with  IDDM  and 
TOO  nondiabetic  controls  (50  male,  50  female) 
using  standard  global  measures  of  general  intel- 
ligence and  verbal  learning.^®  Subjects  were  all 
under  65  years  of  age  (mean  age  = 47  years) 
with  a minimum  1 5 year  history  of  IDDM  (range 
15  to  35  years).  Sex  differences  were  not  re- 
ported. No  significant  differences  in  cognitive 
functioning  were  found  as  a function  of  patient 
age,  duration  of  IDDM,  or  history  of  cardiovas- 
cular disease,  another  variable  investigated  in 
this  particular  study.  However,  a significant 
relationship  was  found  between  new  verbal 
learning  and  a history  of  home  or  hospital 
treatment  for  hypoglycemia,  with  increased 
numbers  of  hypoglycemic  episodes  related  to 
decreased  cognitive  functioning. 

In  a more  recent  study,  39  type  I adult  patients 
between  the  ages  of  1 8 and  47,  were  evaluated 
using  comprehensive  neuropsychological  as- 
sessment procedures  (Halstead  Reitan  Neuro- 
psychological Test  Battery).^^  Patients  were 
further  divided  into  visually  impaired  and 
nonvisually  impaired  groups.  Subjects  were  clas- 
sified according  to  an  index  of  diabetes  severity, 
including  number  of  hospitalizations,  number 
of  diabetic  comas  and  insulin  reactions,  dura- 
tion of  illness,  and  secondary  impairment.  Patient 
performance  was  compared  to  that  of  44  con- 
trol subjects  divided  into  healthy  and  health 
impaired  (nonIDDM)  groups.  In  general,  sub- 
jects with  IDDM  performed  more  poorly  than 
controls  on  tasks  of  perceptual-motor  speed 
and  sensory-perception,  with  males  accounting 
for  much  of  these  differences.  Nonvisually  im- 
paired subjects  performed  significantly  more 
poorly  than  control  subjects  on  visuospatial 
measures.  Complex  sensory-motor  integration 
functions,  verbal  learning,  and  memory  were 
unimpaired,  in  contrast  to  earlier  findings.^® 
IDDM  subjects  performed  much  like  chroni- 
cally health  impaired  subjects  on  measures  of 
new  learning  and  concept  formation.  There  was 
no  difference  between  groups  on  measures  of 
cognitive  ability.  More  severely  impaired  sub- 


jects with  IDDM  exhibited  poorer  performance 
on  measures  of  fine  motor  speed,  visuospatial 
and  tactile-perceptual  skills. 

In  summary,  age  of  onset  appears  to  be 
related  to  episodes  of  hypoglycemia  with  more 
frequent  and  severe  episodes,  including  convul- 
sions, occurring  in  patients  with  early  age  of 
onset.^^'^^  Deficits  in  visuospatial  and  percep- 
tual-motor skills,  and  arithmetic  performance 
and  reading  recognition  have  been  related  to  a 
history  of  hypoglycemia  and  to  early  onset  of 
IDDM.^°’^®  Academic  achievement  may  also 
suffer  with  early  onset  diabetes.^®  Lower  scores 
on  measures  of  general  intellectual  ability  also 
have  been  reported,’^  although  not  consis- 
tently.^’ Frequent  asymptomatic  hypoglycemic 
episodes  may  adversely  affect  visuospatial  per- 
formance^’ and  performance  deficits  may  occur 
at  blood  glucose  levels  above  those  at  which 
subjects  report  symptoms.®'’®-’®'’®  Duration  of 
disease  has  not  been  found  to  be  significantly 
related  to  general  cognitive  or  achievement  defi- 
cits’9'2’-24,29  but  has  been  linked  to  decreased 
performance  on  tasks  requiring  verbal  concept 
formation,  reading,  spelling  and  sequencing.  25-29 

Conclusions  regarding  the  effects  of 
hypoglycemia  on  cognitive  and  motoric  perfor- 
mance must  be  tempered  by  the  recognition 
that  different  measures  of  similar  competencies 
or  downward  extensions  of  measures  designed 
for  adults  to  children  may  yield  results  which  are 
not  truly  equivalent,  making  comparisons  across 
studies  difficult.2'’  Additionally,  adult  patients 
have  typically  been  exposed  to  the  effects  of 
diabetes  longer  than  younger  patients  and  cer- 
tain somatosensory  deficits  in  adult  patients 
may  reflect  peripheral  neuropathy  rather  than 
central  cerebral  impairment.  It  also  should  be 
noted  that  more  erratic  school  attendance,  of- 
ten experienced  by  children  with  IDDM,  may 
account  for  deficits  in  areas  where  a premium  is 
placed  upon  acquired  information  rather  than 
neuropsychological  ability  or  skill.  Neverthe- 
less, research  suggests  that  patients  experiencing 
episodes  of  hypoglycemia  may  experience  dimin- 
ished cognitive  and  psychomotor  functioning, 
both  acutely  and  chronically.  Patients  with  early 
onset  of  IDDM  may  be  at  greater  risk  for  such 
deficits.  Children  may  be  especially  vulnerable 
to  the  potentially  deleterious  effects  hypoglycemic 
episodes  may  have  upon  performance  measures. 
Parents,  educators,  and  health  care  providers  may 
use  this  information  to  improve  the  health  of  their 
patients.  Specific  efforts  to  improve  patient  care, 
particularly  in  pediatric  settings,  might  include  the 
following. 
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1.  Because  individuals  may  not  be  aware  of 
mild  hypoglycemic  episodes,  family  members, 
parents,  and  teachers  need  to  be  aware  of 
behaviors  associated  with  hypoglycemia,  such 
as  slowed  response  time  to  complex  tasks. 
Indeed,  others  in  the  patient's  environment  are 
often  the  first  to  detect  a hypoglycemic  episode. 
The  behavior  of  young  pediatric  patients,  espe- 
cially those  with  a history  of  frequent  or  significant 
hypoglycemic  episodes,  should  be  monitored 
both  at  home  and  at  school  in  order  to  treat 
hypoglycemic  episodes  as  quickly  as  possible. 

2.  Information  should  be  provided  to  parents 
and  teachers  who  work  with  children  with 
IDDM  regarding  symptoms  and  complications 
of  hypoglycemia.  The  importance  of  frequent 
monitoring  of  blood  glucose  levels  and  of  imme- 
diate treatment  of  hypoglycemia  should  be 
emphasized  to  staff  and  patients  alike.  Specific 
recommendations  for  treatment  of  hypoglycemia 
should  be  provided  to  school  personnel. 


3.  Comprehensive  assessment  should  be  con- 
ducted with  children  with  a history  of 
hypoglycemia  to  identify  current  difficulties  and 
provide  baseline  information  for  future  com- 
parison. 

4.  The  data  suggest  caution  in  maintaining 
very  tight  control,  particularly  in  young  patients, 
given  the  increased  risk  of  initiating  potentially 
debilitating  hypoglycemic  episodes.  Especially 
as  functioning  appears  to  deteriorate  before 
patient  awareness  of  hypoglycemic  symptoms. 

5.  Further  research  regarding  the  effects  of 
repeated  episodes  of  hypoglycemia  on  specific 
aspects  of  cognitive  performance  is  needed  to 
further  elucidate  the  potential  risk  associated 
with  hypoglycemic  episodes.  Variables  which 
might  affect  recovery  time  also  remain  to  be 
fully  explored. 


TABLE  1 

CHARACTERISTICS  OF  STUDIES  REVIEWED  FOR  ACUTE  AND  CHRONIC  EFFECTS  OF 
HYPOGLYCEMIA  ON  COGNITIVE  AND  MOTORIC  PERFORMANCE 


REFERENCE 

SUBJECTS: 
NO.  & AGE 

DURATION 
OF  IDDM 

AGE  OF 
ONSET 

DEPENDENT 

VARIABLE 

INDEPENDENT 

VARIABLE 

MAJOR  FINDINGS 

Ack,  Miller,  & 
Weil  (1961) 

38  IDDM 
38  control  (sibs) 
3-18  yrs. 

Sample  split 
at  duration  of 
2 yr,  2 mo 
per  age 
group 

@ 18  mo  - 
14  yrs 

SB-LM 

EOD  pts.  obtained  lower  IQ 
scores  than  LOD  pts. 
Effects  of  duration  and 
number  of  episodes  of 
hypoglycemia  and  addosis 
were  NS. 

Bale  (1973) 

100  IDDM 
100  control 
20-64 

15-45  yrs. 

3-45  yrs. 

MWLT 

WAIS 

IDDM 

Age 

HX 

YrsDX 

Effects  of  pi  age  and 
duration  were  NS.  More  pts. 
with  a HX  of  service 
hypoglycemia  scored  in  the 
brain-damaged  range  on  the 
MWLT. 

Blackman, 
Towle,  Lewis, 
Spire,  & 
Plonsky  (1990) 

19non-IDDM 
26.8  yrs+ 1.3  yr. 

N/A 

N/A 

RT 

P300 

MBG 

Symptoms  reported  at 
2.6MM  plasma  glucose 
level.  RT  and  P300  Sign 
slowed  only  at  2.6  mm. 
Sensory  and  motor  processes 
unaffected.  Recovery  of 
cognitive  dysfunctions  may 
be  after  plasma  glucose 
return  to  baseline. 

Golden, 
Ingersoll, 
Brack,  Russell, 
WrighL  & 
Huberty  (1989) 

23  IDDM 
35-106  mos 

6-78  mos. 

11-58  mos. 

SB-IV 

AOD 

Hx 

YrsDX 

Duration  4 IQ  NS.  LOD 
pts.  obtained  lower  short- 
term memory  scores  than 
EOD  pts.  Rs,  with  a Hx  of 
more  frequent 
hypoglycemia.  Received 
lower  abstract/visual  reason 
ing  scores  than  pts.  with  a HX 
of  a less  frequent  hypoglycemia 

Herold, 
Polonsky, 
Cohen,  Levy,  4 
Douglas  (1985) 

12  IDDM 
14  controls 
20-35  yrs 

2-28  yrs 

NA 

RT  IDDM  Rs.  with  IDDM  exhibited 

MGB  longer  reaction  times  during 

euglycemia  than  controls 
Rt  increased  significanty 
during  hypoglycemia  in  both 
groups. 
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REFERENCE 

SUBJECTS: 

DURATION 

AGE  OF 

DEPENDENT  INDEPENDENT 

MAJOR  FINDINGS 

NO.  & AGE 

OF  IDDM 

ONSET 

VARIABLE 

VARIABLE 

Hoffman, 

18IDDM 

M 7.7  yrs 

^21 .6  yrs 

Pursuit  Rotor,  RT, 

MBG 

Performance  on  Trails  B and 

Speelman, 

22-35  yrs 

Trails  B,  Auto 

Sex 

Pursuit  rotor  was 

Hinnen, 

Simulator 

significantly  poorer  during 

Conley, 

hypoglycemia  than 

Guthrie,  & 

euglycemia  or 

Knapp  (1989) 

hyperglycemia. 

Holmes, 

12IDDM 

NA 

NA 

Digit  supraspan 

MBG 

Pts.  exhibited  slow  RT 

Hayford, 

College-age 

AVLT,  MFFT,  RT 

during  both  hypo  • and 

Gonzales  & 

(delayed)  BVRT, 

hyperglycemic  contidions. 

Weydert  (1983) 

Nelson-Denny, 

Rate  of  response  during 

Math  Computation 

math  computation  was 
slowed  during 

hypoglycemia,  accuracy  was 
unimpaired. 

Holmes, 

24 IDDM 

At  least  6 

NA 

Tapping,  Letter 

YrsDx 

Performance  latency  during 

Koepke,  & 

18-35  yrs 

months 

Recognition,  RT 

RT  (choice)  was  increased 

Thompson 

(Choice),  RT 

during  hypoglycemia. 

(1986) 

(Simple) 

Holmes, 

12  IDDM 

At  least  6 

NA 

VAF,  Stroop  Test 

MBG 

Pts.  obtained  significantly 

Koepke, 

18-35  yrs. 

months 

YrsDx 

lower  scores  on  tasks  of 

Thompson, 

cognitive  flexibility  and 

Gyves,  & 

verbal  association  during 

Weydert  (1984) 

hypoglycemia  than  during 
euglycemia  or 
hyperglycemia. 

Holmes,  & 

42  IDDM 

Short 

EOD 

WISC-R,  WRAT 

AOD 

Pts.  with  EOD(<  7 yrs) 

Richman  (1985) 

6-1 6 yrs. 

M 6.4  yrs 

M 4.2  yrs 

Reading 

YrsDx 

and  long  duration  received 

Long  X 10.1 

LOD 

Recognition, 

lower  PIQ  scores  than  pts. 

yrs 

M 10.1  yrs 

Bender-Gestalt, 

with  short  duration  and 

AVLT,  SRI 

LOD.  EOD  and  low  PIQ 

were  significantty  correlated. 
Rs.  with  EOD  obtained 
lower  reading  recognition 
scores  than  pts.  with  LOD. 

Ipp  & Forster 

7 Non-IDDM 

NA 

NA 

Trails  B 

MBG 

Difference  in  perfonnance 

(1987) 

22-41  yrs 

between  mild  hypoglycemia 

17  controls 

and  euglycemia  and  NS. 

19-48  yrs. 

Differences  between  severe 

hypoglycemia  and 
euglycemia  were  significant. 

Pramming, 

16  IDDM 

2-28  yrs 

NA 

Digit  span. 

MBG 

Global  battery  scores  for  12 

Thorsteinsson, 

6 controls 

Categories,  Trails 

of  16  pts  were  lower,  but 

Theilgaard, 

20-46  yrs 

B,  Story  Recall, 

generally  NS  during  mild 

Pinner,  & 

Serial  7s,  Tapping 

hypoglycemia.  All  subtest 

Binder  (1986) 

scores,  except  tapping,  were 
significantly  lower  between 
euglycemia  and  severe 
hypoglycemia. 

Rovet,  Ehrlich, 

51  IDDM 

At  least  one 

EODM 

WISC-R, 

IDDM 

EOD  (4  yrs  old)  girls 

& Hoppe  (1987) 

30  control  (sibs) 

year 

2.24  yrs 

PMA,  VMI, 

AOD 

received  lower  PIQ  and 

6-13  yrs 

LODM 

WRAT 

Hx 

block  design  scores  than 

6.25  yrs 

Sex 

other  pts.  EOD  girls  and 

LOD  boys  received  lower 
scores  on  Object  Assembly 
than  other  pts.  Rs.  with  Hx 
of  convulsions  obtained 
lower  coding  and  math 
scores  and  pts.  with 
convulsions  before  age  5 
received  lower  PIQ  and 
Picture  Completion  scores 
than  other  pts. 
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REFERENCE 

SUBJECTS: 

DURATION 

AGE  OF 

DEPENDENT 

INDEPENDENT 

MAJOR  FINDINGS 

NO.  & AGE 

OF  IDDM 

ONSET 

VARIABLE 

VARIABLE 

Rovet,  Ehrlich, 

51  IDDM 

At  least  one 

EODM 

WISC-R,  PMA, 

IDDM 

IDDM  pts.  received  lower 

& Hoppe  (1988) 

30  control  (sibs) 

year 

2.24  yrs 

VMI,  WRAT 

AOD 

verbal  factor  scores  than 

6-13  yrs 

LOOM 

Verbal  Factor, 

Hx 

controls.  EOD  (<4  yrs  old) 

6.26  yrs 

Spatial  Factor 

Sex 

pts.  received  lower  scores 
on  Block  Design,  VMI,  and 
PMA.  EOD  girls  scored 
lower  on  spatial  tests,  block 
design,  and  object  assembly 
than  other  subjects.  EOD, 
long  duration,  and  greater 
number  of  convulsions  were 

associated  with  low  spatial 
ability  and  convulsions  and 
poor  control  with  low  scores 
on  math  completion. 

Ryan,  Atchison 

11  IDDM 

2-15  yrs 

2-10  yrs 

Trails  A,  B 

MBG 

Cognitive  flexibility. 

Puczynski, 

11-18yrs 

RT 

immediate: 

Attention  to  detail,  visual 

Puxzynski, 

Stroop  Test 

overtime 

scoring,  and  rapid 

Arslanian,  & 

responding  were  most 

Becker  (1 990) 

affected  by  hypoglycemia 
Recovery  of  mental 
efficiency  lags  restoration 
to  euglycemia. 

Simple  RT. 

Ryan,  Vega,  & 
Drash  (1965) 

125  IDDM 
83  controls 
10-1 9 yrs 

At  least  3 yrs 

2 mo  - 14 
yrs 

WISC-R,  WAIS, 
Road  Map  Test, 
Visual 

Reproductions, 
WRAT,  Trails  B, 
SDLT,  Grooved 
Pegboard,  Piers- 
Harris,  RVLT 

IDDM 
AOD  age 
YrsDx 
Hx 
Sex 

EOD  (<5  yrs  old)  pts. 
performed  more  poorly  than 
controls  on  Verbal 
Reasoning.  LOD  pts. 
performed  more  poorly  than 
EOD  pts.  on  tasks  of  visual- 
motor  and  problem-solving 
ability,  visual  reproductions, 
digit  memory,  reading 
recognition,  and  motor 
speed. 

Ryan,  Vega, 
Longstreet,  & 
Drash  (1984) 

40  IDDM 
40  controls 
12-19  yrs 

At  least  3 yrs 

5-12  yrs 

Wise,  WAIS, 
SDLT,  RVLT, 
PALT,  BEFT, 
short-term  memory 
test.  Visual 
reproductions. 
Road  Map  Test, 
Trails  B,  Critical 
flicker  frequency, 
Piers-Harris 

IDDM 

YrsDx 

Control 

IDDM  pts.  performed  within 
normal  limits  on  all  tests  but 
performed  more  slowly  than 
controls  on  tasks  requiring 
complex  visual-motor 
coordination.  Differences 
between  groups  in  duration 
or  degree  or  recent  control 
were  NS. 

Skenazy  & 
Bigler  (1984) 

39  IDDM 
44  med  pts. 
24  controls 
18-47  yrs 

1-31  yrs 

1-36  yrs 

WAIS,  WMS 
Categories,  Trails 
B 

IDDM 

AOD 

Age 

Hx 

YrsDx 

Sex 

IDDM  pts.  demonstrated 
more  sensory  deficits  than 
controls.  Males  with  IDDM 
demonstrate  more  sensory 
deficits  than  females. 

IDDM  pts.  received  lower 
scores  than  controls  for  PIQ, 
Category  Test,  and  Trails  B. 
Incidence  of  severe 
hypoglycemia  was  negatively 
correlated  with  PIQ. 

Stevens, 
McKane,  Bell 
Bell,  King,  & 
Hays  (1989) 

12Non-IDDM 
18-27  yrs 

NA 

NA 

RT  (Simple  & 
Choice),  Tapping, 
RT  (Choice),  DSS 
Trails 

MBG 

Significant  impariment  on 
Trail-making  and  digit- 
symbol  substitution  was 
exhibited  during  mild 
hypoglycemia. 
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LEGEND 


Independent  variables  legend: 


Dependent  measures  legend:  ADD 

uy 

BVRT  Benton  Visual  Retention  Test 

DSS  Digit  Substitution  Test 

MFFT  Matching  Famiiiar  Figures  Test  ’ 

MWLT  Walton-Black  Modified  Word  Learning  Test 

Nelson-Denny  Nelson-Denny  Reading  Test 

PALT  Paired-Assodates  Learning  Test 

PMA  Primary  Mental  Abilities 

RT  Reaction  time 

Rey  AVLT  Rey  Auditory  Verbal  Learning  Test 

SB-IV  Standford-Binet  Intelligence  Scale,  Fourth  Edition 

SB-LM  Stanford-Binet  Intelligence  Scale,  Form  L-M 

SRI  Standard  Reading  Inventory 

VAF  Verbal  Assodative  Fluency  Test 

Vl^l  Beery-Buktenica  Developmental  Test  of  Visual-Motor  Integration 

VMT  Verbal  Meaning  Test 

WAIS  Wechsler  Adult  Intelligence  Scale 

WISC-R  Wechsler  Intelligence  Scale  for  Children-Revised 

WRAT  Wide  Range  Achievement  Test 


Age  of  onset  of  diabetes 
History  hypoglycemia  and  ketoaddosis 
Mean  blood  glucose 
Years  diagnosed 
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Amniocentesis:  Indications 


ANDREW  W.  ROBERTSON,  MD 
Methodist  Perinatal  Center 
Nebraska  Methodist  Hospital 
Omaha,  NE 


Amniocentesis  as  a method  to 
treat  hydramnios,  to  instill 
abortifacients  for  pregnancy 
termination,  to  inject  contrast  media  to  localize 
the  placenta,  to  monitor  fetuses  with  red  cell 
isoimmunization,  and  to  evaluate  amniotic  fluid 
for  the  presence  of  meconium  has  been  used 
for  many  years.  With  the  advent  of  high  resolu- 
tion ultrasound,  improved  culture  techniques 
for  amniotic  fluid,  DNA  sequencing  of  known 
genetic  disorders,  population  screening  with 
such  tests  as  maternal  serum  alpha-fetoprotein 
(MSAFP),  and  improved  testing  of  surfactants  in 
amniotic  fluid,  indications  for  this  procedure 
have  broadened.  A brief  discussion  of  the  more 
common  indications  is  presented. 

Present  techniques  allow  needle  aspiration 
of  amniotic  fluid  as  early  as  the  tenth  menstrual 
week.’  Maternal  complications  occur  in  less 
than  1%  of  procedures  and  fetal  loss  rates 
related  to  the  procedure  range  from  0.5%  to 
1 %.^'^  Realtime  ultrasound  guidance  minimizes 
the  likelihood  of  failed  procedures  and  fetal 
trauma.'*'® 

PRENATAL  DIAGNOSIS 

The  most  common  indication  for  amniocen- 
tesis is  the  diagnosis  of  a chromosomal  disor- 
der.^ Virtually  all  chromosomal  abnormalities 
are  detectable  in  utero.  Chromosomal  trisomies, 
particularly  trisomy  21  (Down  syndrome),  tri- 
somy 13,  trisomy  18  and  certain  sex  chromo- 
somal trisomies  are  the  most  common  liveborn 
chromosomal  abnormalities  and  increase  in  fre- 
quency with  increasing  maternal  age.  Given  the 
empiric  risk  of  delivering  a liveborn,  chromo- 
somally  abnormal  infant  and  the  risks  of  genetic 
amniocentesis,  it  is  now  standard  medical  prac- 
tice to  offer  prenatal  diagnosis  to  women  who 
will  be  age  35  or  older  when  their  infant  is  born. 
The  majority  of  chromosomally  abnormal  in- 
fants, however  are  born  to  women  who  are  less 
than  35  years  of  age.  Use  of  MSAFP  or  a 
combination  of  MSAFP,  HCG,  and  estriol  will 
help  identify  women  in  the  <35  age  group  who 
are  at  increased  risk  for  carrying  a chromosoma- 
lly abnormal  infant  and  should  be  offered  am- 


niocentesis. Parents  who  have  had  a previous 
child  with  a chromosomal  abnormality  or  who 
are  carriers  of  a chromosomal  translocation  or 
inversion  should  also  be  offered  amniocentesis. 

Neural  Tube  Defects  (NTD)  are  among  the 
most  commonly  occurring  major  congenital 
malformations.  Along  with  MSAFP  and  ultra- 
sound, amniocentesis  is  a component  of  the 
screening  and  diagnostic  process  to  identify 
fetuses  with  these  disorders.^ 

A growing  list  of  Mendelian  disorders  can 
now  be  diagnosed  by  amniocentesis.  Some  of 
the  more  common  disorders  are  cystic  fibrosis, 
Duchenne  muscular  dystrophy,  sickle  cell  ane- 
mia, Tay-Sachs  Disease,  hemophilia,  various 
thalasemias,  and  polycystic  kidney  disease. 
Consulting  a geneticist  to  ascertain  if  a particu- 
lar can  be  diagnosed  by  amniocentesis  is  appro- 
priate. Prenatal  diagnosis  may  eventually  be 
available  for  all  common  Mendelian  disorders. 

PULMONARY  MATURITY  STUDIES 

Amniocentesis  in  the  third  trimester  for  fetal 
lung  maturity  testing  may  be  indicated  in  several 
situations.  Decisions  abouttocolytictherapyfor 
patients  with  recurrent  preterm  labor  can  be 
altered  by  knowledge  of  the  fetal  pulmonary 
status.  Timing  of  induction  of  labor,  particularly 
in  insulin  dependent  diabetic  pregnancies,  is 
aided  by  amniocentesis.  In  evaluating  patients 
with  suspected  intrauterine  growth  retardation 
(lUGR),  knowledge  of  fetal  lung  maturity  may 
alter  the  estimated  date  of  confinement  or 
support  a decision  for  delivery.  In  those  patients 
undergoing  elective  repeat  cesarean  sections 
who  do  not  otherwise  meet  criteria  for  ad- 
equate dating  of  the  pregnancy,  amniocentesis 
may  be  necessary  to  establish  fetal  lung  matu- 
rity prior  to  delivery. 

EVALUATION  OF  ISOIMMUNIZATION 

In  women  who  show  IgG  antibodies  to  red 
cell  antigens,  it  is  sometimes  necessary  to  per- 
form amniocenteses  to  evaluate  the  presence 
of  hemolysis  in  the  fetus.  Increased  amounts  of 
bilirubin  in  the  amniotic  fluid  correlate  with  the 
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degree  of  fetal  hemolysis/  An  alternative 
method,  cordocentesis,  directly  measures  the 
fetal  hematocrit  by  aspiration  of  blood  from  the 
umbilical  cord. 

ASSESSMENT  OF  CHORIOAMNIONITIS 

In  pregnant  women  with  preterm  premature 
rupture  of  the  membranes  (PPROM),  refractory 
preterm  labor,  or  fever  of  unclear  etiology, 
amniocentesis  for  Gram's  strain  and  culture 
may  aid  in  diagnosing  an  intrauterine  infection 
and  directing  antibiotic  therapy.  Amniocentesis 
may,  however,  cause  rupture  of  the  membranes 
or  may  be  technically  impossible  due  to  de- 
creased amniotic  fluid  volume. 

DIAGNOSIS  OF  PRETERM  PREMATURE 
RUPTURE  OF  THE  MEMBRANES 

In  cases  where  the  diagnosis  of  spontaneous 
rupture  of  the  membranes  is  in  question,  amnio- 
centesis with  injection  of  a dilute  dye  such  as 
indigo  carmine  may  be  beneficial.  Presence  of 
the  dye  in  the  vagina  would  confirm  the  diagno- 
sis. 

RELIEF  OF  HYDRAMNIOS 

Uterine  distension  caused  by  hydramnios 
can  be  relieved  by  amniocentesis.  Respiratory 
compromise,  refractory  preterm  labor,  and  twin- 
twin  transfusions  are  some  of  the  more  com- 
mon reasons  to  perform  amniocentesis  for 
hydramnios.  Removal  of  large  volumes  of  amni- 
otic fluid  can  precipitate  labor  or  cause  placen- 
tal separation.  Since  amniotic  fluid  is  rapidly 
replenished,  amniocentesis  is  usually  only  a 
short-term  solution  to  a chronic  problem. 

THERAPEUTIC  ABORTION 

Second  trimester  abortions  can  be  accom- 
plished by  amniocentesis  with  instillation  of 
prostaglandins,  hypertonic  saline,  urea,  or  glu- 
cose into  the  amniotic  cavity. 

MULTIFETAL  REDUCTION 
(SELECTIVE  TERMINATION) 

With  recent  advances  in  reproductive  tech- 
nology, some  women  are  faced  with  carrying  a 
pregnancy  involving  three  or  more  fetuses.  Be- 
cause perinatal  mortality  increases  with  an  in- 


creasing number  of  fetuses,  some  physicians 
have  chosen  to  offer  to  reduce  the  number  of 
fetuses  by  performing  a first  amniocentesis  and 
injecting  potassium  chloride  directly  into  the 
fetal  heart  (multifetal  reduction).®  When  this 
procedure  is  performed  in  the  second  trimester, 
primarily  for  lethal  anomalies,  it  is  referred  to  as 
selective  termination.^ 

CONCLUSIONS 

Presently,  there  are  multiple  indications  for 
amniocentesis. This  procedure  can  be  performed 
from  10  menstrual  weeks  through  the  remain- 
der of  pregnancy.  Because  amniocentesis  in- 
volves risk  to  both  mother  and  fetus,  appropri- 
ate counseling  and  informed  consent  and  es- 
sential. Risks,  however,  are  quite  low  and  ap- 
pear to  be  <1%  for  the  mother  and  0.5-1%  for 
the  fetus.  Realtime  ultrasound  guidance  during 
the  procedure  may  minimize  these  risks.  To 
determine  in  a particular  inherited  disease  can 
be  diagnosed  by  amniocentesis,  consultation 
with  a geneticist  is  appropriate. 
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AUXILIARY 

AMA  Auxiliary  National  Convention  — 1992 


BAKBARA  BOHI 
President-elect  NMAA 


The  sixty-ninth  Annual  Session  of  the  Ameri- 
can Medical  Association  Auxiliary  was  held 
June  21-24  at  the  Drake  Hotel  in  Chicago. 
Members  attending  from  Nebraska  were; 
Donna  Stone  - Chairman  of  Delegates 
Mona  Damico  - Presidential  Delegate 
Sally  Semm  - Delegate 
Barbara  Bohi  - Delegate 
Colleen  Adam  - Field  Director,  AMAA 
Helen  Krause  - Alternate  Delegate 

On  Sunday  morning,  national  program  pre- 
views were  presented  with  Priscilla  Gerber, 
president-elect  presiding.  Programs  included 
Violence  In  America,  Child  Abuse,  and  The  Kids' 
Zone.  Committee  presentations  addressed 
Health  Promotion,  AMA-ERF,  Legislative  Affairs, 
and  Membership  Development. 

The  AMA  Auxiliary  House  of  Delegates 
opened  at  5:00  p.m.  with  the  presentation  of 
1 992-1 993  state  presidents.  Mona  Damico  rep- 
resented Nebraska.  After  a brief  "State  of  the 
Auxiliary"  address  by  Sherry  Strebel,  the  key- 
note speaker.  Dr.  Antonia  Novello,  Surgeon 
General  of  the  United  States  was  introduced.  A 
very  sincere  and  committed  physician,  she  ad- 
dressed the  issues  of  the  diversity  of  our  popu- 
lation, the  stigma  of  being  poor  in  our  society, 
governmental  red  tape,  and  the  cost  and  avail- 
ability of  medical  care.  She  sees  the  need  for 
federal  programs  for  children  and  hopes  that 
everyone  will  consider  the  needs  of  single  par- 
ents. 

On  Monday  morning.  Reference  Committee 
Hearings  were  held  on  Bylaw  Changes,  Organi- 
zational Affairs,  and  Health  Issue  Resolutions. 
Luncheon  honored  AMAA  past  presidents  and 
honorary  members.  Guest  speaker  Peter  Arnett, 
a Pulitzer  Prize-winning  reporter  and  CNN  cor- 
respondent, shared  his  views  of 'The  World  as  a 
Global  Village." 

The  General  Meeting  convened  at  2:1 5 p.m., 
at  which  time  the  slate  of  candidates  for  national 
office  was  presented.  The  1992-1993  elected 
officers  are: 


President  - Priscilla  Gerber,  FL 
President-elect  - Mary  Hanson,  CO 
Secretary  - Mary  Lynn  Smith,  TX 
Treasurer  - Nancy  Evans,  NV 
Field  Directors  - Colleen  Adam,  NE 
Carole  Lougheed,  VA 
Sandy  McCool,  LA 
Sandra  Mitchell,  MO 
Barbara  Prendergast,  PA 
Sharon  Scott,  OR 
Barbara  Tippins,  GA 
Lee  Van  Giesen,  CA 
Ann  Wrenn,  IN 
Darlene  Young,  NC 

Nominations  for  election  to  the  1 993  Nomi- 
nating Committee  were  taken.  Voting  took  place 
the  following  day  with  these  results: 

Johnnie  Amonette,  TN 

Donna  DeRosa,  Dist.  of  Columbia 

Alice  Edwards,  WV 

Jackie  Gelderman,  CA 

Marie  Gorman,  NY 

Mary  Hunkeler,  MO 

Susan  Poole,  OR 

Merrell  Rogers,  MS 

The  1991-1992  AMA-ERF  committee  report 
was  given  by  Sancy  McCool  who  stated  that 
there  had  been  an  increase  of  $51,878.01  this 
year.  Lee  Van  Giesen  gave  the  membership 
committee's  report.  There  are  65,138  AMAA 
members.  "Plus-One"  is  the  them  chosen  for  the 
1992-1993  membership  drive. 

Reference  Committees  presented  their  rec- 
ommendations to  the  House  of  Delegates. 
Health  issues  voted  on  and  adopted  include: 
Programs  to  educate  the  public  about  eating 
disorders,  physical  fitness,  family  violence,  child- 
hood immunization  and  disease  prevention, 
prevention  of  childhood  burns,  seafood  safety, 
the  dangers  of  alcohol  during  pregnancy,  inju- 
ries from  firearms,  and  prevention  and  early 
detection  of  cancer.  Other  issues  adopted  in- 
cluded Women's  Health  issues  to  include  men- 
tal health,  expansion  of  drug  treatment  pro- 
grams for  pregnant  women,  and  the  inclusion  of 
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Delegates  to  AMAA  Convention  — June  1992:  (Back  Row)  Colleen  Adam, 

Hastings;  Donna  Stone,  Lincoln;  Helen  Krause,  Fremont;  (Front  Row)  Sally 
Semm,  Lincoln;  Barb  Bohi,  Omaha;  and  Mona  Damico,  Hastings. 

women  in  all  research  of  human  subjects.  The  tagline  of  "Physicians'  spouses  dedicated  to  the 
resolution  on  Restraints  in  Automobiles  was  health  of  America."  The  1992-1993  budget  was 
amended  to  include  foreign  cars.  also  adopted. 


The  Reference  Committee  on  Bylaws  pro- 
posed some  terminology  changes  such  as  To- 
bacco-free to  replace  Smoke-free  and  Type  I 
and  Type  II  instead  of  "childhood  diabetes  and 
adult  onset  of  the  disease."  The  results  reported 
by  the  nominating  committee  will  now  include 
only  the  names  and  vote  totals  of  the  winning 
candidates.  Clarification  on  state  auxiliary  del- 
egates allocated  on  the  basis  of  the  number  of 
members  per  state,  making  eligibility  for  office 
the  same  for  all  officers,  and  allowing  the  Presi- 
dent to  decide  when  a parliamentarian  is  neces- 
sary outside  the  Annual  Session  of  the  House  of 
Delegates  passed.  The  Nominating  Committee 
was  given  more  flexibility  in  adopting  its  own 
rules  for  conduct  of  its  business.  Members  of 
the  nominating  committee  may  become  nomi- 
nees and  may  use  other  than  a majority  or  2/3 
vote  as  the  basis  for  their  decisions.  The  recom- 
mendation regarding  a name  change  was  hotly 
discussed  and  a ballot  vote  was  taken.  With  a 
vote  of  229  to  88,  it  was  decided  the  AMA 
Auxiliary  will  be  called  the  AMA  Alliance  with  a 


Reports  were  given  by  committees  on  By- 
laws, Long-Range  Planning,  Health  Projects,  and 
Legislation.  State  reports  were  given,  with  Donna 
Stone  reporting  for  Nebraska.  She  gave  an 
account  of  work  done  in  the  areas  of  Health, 
Membership,  Legislation,  and  the  AMA-ERF. 
She  reported  that  membership  had  increased 
significantly  this  year.  Nebraska  received  recog- 
nition for  75%  or  more  unified  membership. 

At  lunch,  Claire  Bloom  entertained  with  a 
dramatic  rendition  of  'Then  Let  Men  Know:  A 
Portrait  of  Shakespeare's  Women." 

AMA  President  John  J.  Ring,  MD  addressed 
the  group  Wednesday  morning,  jean  Hill,  na- 
tional past  president  installed  the  newly  elected 
1 992-1 993  officers  followed  by  President  Priscilla 
Gerber's  inaugural  address. 

The  inauguration  of  AMA  President  John 
Clowe,  MD  was  a late  afternoon  ceremony 
followed  by  a reception  honoring  him  and 
Priscilla  Gerber. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

SEPTEMBER  17,  1992  — Allergy  Medications: 
Preformance  Impairment  and  Other  Issues, 
The  Champions  Golf  Club,  Omaha,  Nebraska, 
Target  Audience:  Allergists,  ENT,  Primary  Care 
Physicians,  Fee:  No  charge. 

SEPTEMBER  1 9, 1 992  — Dealing  with  Parkinson's 
Disease:  A Clinical  Course  for  the  Primary 
Care  Physician,  Henry  Doorly  Zoo,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians,  Fee:  $25. 

SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,Target  Audi- 
ence: Emergency  Medicine  Physicians  and 
others  who  provide  care  in  the  ER,  Fee:  $ 700. 

OCTOBER  9,  1992,  New  Concepts  in  Diagno- 
sis and  Treatment  of  Vascular  Disease,  Friday 
(2:00-7:00  p.m.)  — Marriott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians,  Fee:  $25. 

OCTOBER  12-17,  1992,  Monday-Saturday  - 
Emergency  Medicine  Review  — Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska Target  Aucience:  Emergency  Medi- 
cine Physians  and  others  who  provide  care  in 
the  ER,  Fee:  $700. 

DECEMBER  3-5,  1992,  Thursday-Saturday  — 
Obstetrics  and  Gynecology  Conference,  (Ne- 
braska Ob-Gyn  Society  Annual  Scientific  Ses- 
sion), Bally's,  Las  Vegas,  Nevada,  Target  Audi- 
ence: Primary  Care  Physicians. 

FEBRUARY  6, 1 993,  Saturday —Advances  in  the 
Diagnosis  and  Management  of  Cardiovascu- 
lar Disease,  Marriott  Hotel,  Omaha,  Nebraska, 
Target  Audicne:  Primary  Care  Physicians. 

FEBRUARY  2 7-  MARCH  2, 1 993  - 1 1 th  Annual 
Park  City  Multi  Disceplinary  Eye  and  Facial 
Plastic  Surgery  Conference,  Olympia  Hotel, 
Park  City  Utah,  target  audience:  Ophthal- 
mologists, Plastic  Surgeons,  Fee:  $450. 


FEBRUARY  28-MARCH  5, 1 993,  Sunday-Friday 
— 13th  Annual  Keystone  ENT  Conference, 
Keystone  Resort,  Keystone,  Colorado,  Target 
Audience:  Otolaryngologists,  Facial  Plastic 
Surgeons,  Allergists,  Primary  Care  Physicians, 
Fee:  $400. 

MARCH  22-APRIL  2,  1 993,  (1 1 Days)  — Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska,  Target 
Audience:  Family  Physicians,  Fee:  $1 100- 
two  week  session,  $750-one  week  session, 
$ 1250-split  sessions. 

APRIL  26-MAY  7 1993,  (11  Days)  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska,  Target 
Audience:  Family  Physicians,  Fee:  $1 100- 
two  week  session,  $750-one  week  session, 
$ 1250-split  sessions. 

DEPARTMENT  OF  PEDIATRICS 
MONTHLY  CONTINUING 
MEDICAL  EDUCATION  SEMINARS 

Saturday  mornings  - 8:30  a.m.  - 1 2 Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  registration  fee) 

SEPTEMBER  12,  1992  - General  Pediatrics 

OCTOBER  24,  1992  — Advances  in  Pediatric 
Cardiology 

NOVEMBER  21,  1992  — Common  Infectious 
Diseases  of  Children 

DECEMBER  5,  1992  — Youth  Sports  Medicine 

JANUARY  9, 1 993  — Advances  in  Neonatology 

FEBRUARY  1 3, 1 993  — Adolescent  Medicine  & 
Gynecology 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics 

APRIL  3,  1993  — Pediatric  Emergencies 

MAY  1 5, 1 993  — Common  Pediatric  Gl  Disorders 

JUNE  5,  1993  — Renal  Disease  in  Children 
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ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor 

PEDIATRICS  ADVANCED  LIFE  SUPPORT  - 
Provider,  Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  Further  Information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
600 South 42nd Street,  Omaha,  NE68198-5651.  Call(402) 
559-4 1 52  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-5975. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25,  1 992  August  20,  21  & 22, 1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 

MAYO  FOUNDATION 

OCTOBER  30-31,  1992  — Sexual  Counseling: 
New  Directions  and  Methods,  Rochester, 
Minnesota. 

NOVEMBER  1 4-1 5,  1 992  — Monitoring  Neural 
Function  During  Surgery,  Rochester,  Minne- 
sota. 

NOVEMBER  1 3-1 4,  1 992  - Update  on  Inflam- 
matory Bowel  Disease,  Rochester,  Minne- 
sota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUALSESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  Ihese  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


ARTHRITIS  CENTER  OF  NEBRASKA 

SEPTEMBER  26, 1 992  — Rheumatology  Lecture 
Series,  OSTEOPOROSIS,  CME  credit,  Charles 
H.  Chestnut,  111,  M.D.,  Bryan  Memorial  Hos- 
pital-Lincoln,  Nebraska.  For  more  informa- 
tion, contact:  Linda  Jacobs  402-489-0200 
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CREIGHTON  UNIVERSITY 

SEPTEMBER  18-19,  1992  - Advanced  Lapa- 
roscopy Course,  Creighton  University, 
Omaha,  NE. 

SEPTEMBER  26,  1992  — Fifth  Annual  Digestive 
Diseases  Symposium,  University  of  Nebraska, 
Lincoln,  NE. 

OCTOBER  2-3,  1992  — Laparoscopy-Assisted 
Vaginal  Hysterectomy  Course,  Creighton 
University,  Omaha,  NE. 

NOVEMBER  6,  1992  — Come  Home  To 
Creighton,  Student  Center,  Creighton  Uni- 
versity, Omaha,  NE. 

NOVEMBER  19, 1992  — 7th  Annual  A Day  With 
The  Perinatologists,  Marriott  Hotel,  Omaha, 
NE. 

DECEMBER  18-19,  1992  — Advanced 
Laparoscopy  Course,  Creighton  University, 
Omaha,  NE. 

For  information  contact  Sally  C.  O'Neill,  Ph.D.,  Associ- 
ate Dean,  Creighton  University  CME Division,  2500  Califor- 
nia Street,  Omaha,  NE  68 1 78. 


COLORADO  ADVANCED  LIFE  SUPPORT 

OCTOBER  9 & 10,  1992  - The  Colorado  Ad- 
vanced Life  Support  Committee  announces 
its  Biennial  resuscitation  conference,  at  the 
Westin  Hotel  in  Vail,  Colorado.  Join  Dr.  Jo- 
seph Ornato,  Dr.  James  Seidel  and  others  for 
state  of  the  art  therapy  and  a review  of  the 
Dallas  ECC  Conference  during  the  beautiful 
fall  season  in  the  Rockies. 

For  further  information  contact:  Colorado  ALS,  P.O.  Box 
440895,  Aurora  Colorado  80044.  Phone:  (30.1)  363-8380. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

60TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Novem- 
ber 5,  6,  and  7,  1992  (Thursday,  Friday,  and 
Saturday),  Red  Lion  Hotel,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  681 14. 


WELCOME  NEW  MEMBERS 


James  S.  Albin,  M.D. 

1603  Prospect 
Norfolk,  NE  68701 

Renee  M.  Albin,  M.D. 

1603  Prospect 
Norfolk,  NE  68701 

Shirley  L.  Huerter,  M.D. 

7500  Mercy  Rd. 

Omaha,  NE  68124 

Emmet  M.  Kenney,  Jr.,  M.D. 
8601  W.  Dodge  Rd.,  #124 
Omaha,  NE  681 14 


Robert  J.  McQuillan,  M.D. 

8303  Dodge  St. 

OMaha,  NE  68114 

Douglas  W.  Nemmers,  M.D. 
401  E.  Gold  Coast  Rd.,  #102 
Papillion,  NE  68046 

Michael  H.  Peters,  M.D. 

7500  Mercy  Rd. 

Omaha,  NE  68124 
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AM  A NEWS  NOTES 

(continued  from  page  1 1-A) 


cation  Project.  The  exhibits  are  now  being  pre- 
viewed at  the  Hall  of  Science  in  New  York,  the 
Museum  of  Science  and  Industry  in  Chicago, 
and  the  California  Museum  of  Science  and 
Industry  in  San  Francisco.  After  an  evaluation 
period,  the  displays  will  tour  the  major  science 
museums  in  the  United  States. 

•k  if  it 

MEDICARE  BILL  PROTECTS  PHYSICIANS 

Sen.  David  Pryor  (D,  Ark)  has  introduced  a 
bill  that  would  establish  procedures  for  handling 
limiting  charge  violations  under  the  Medicare 
program.  S 2698  would  require  the  Health  Care 
Financing  Administration  to  give  physicians 
advance  written  notice.  The  physicians  would 
be  able  to  dispute  findings  against  them.  The 
AMA  does  not  support  the  limiting  charge 
requirement,  which  took  effect  in  1991.  How- 
ever, the  Council  on  Legislation  recommended 
that  the  Association  support  the  bill  because  it 

extends  due  process  protection  to  physicians. 
* * * 

SENATE  CONSIDERS  MEDICAID  EXPANSION 

The  Council  on  Legislation  has  recommended 
that  the  AMA  support  a bill  that  would  expand 
Medicaid's  home  health  care  services.  Sen. 
Chiristopher  S.  Bond  (R,  Mo.)  and  Sen.  Dan 
Coats  (R,  Ind.)  introduced  the  bill.  S 2686,  the 
Senior  Home  Care  Choice  Fairness  and  Im- 
provement Act,  would  establish  a study  to  de- 
termine the  cost  effectiveness  of  reimbursing 


physicians  for  case  management  services.  Al- 
though the  council  recommended  that  some 
provisions  be  modified,  it  said  that  the  bill  has 
merit.  The  council  noted  that  home  care  is 
becoming  more  complex  and  is  consuming 

greater  amounts  of  professional  time. 

★ ★ ★ 

CENTER  REVIEWS  CORPORATE  SPENDING 

The  AMA  Center  for  Health  Policy  Research 
is  disputing  claims  that  corporations  spend  an 
inordinate  amount  on  employee  health  ben- 
efits. A review  of  the  companies'  tax  returns 
showed  that  employee  benefit  programs  made 
up  only  1%  of  their  total  deductions.  Health 
benefits  were  one  of  the  smallest  expenses.  The 
corporations  spent  less  than  half  as  much  on 
benefits  as  they  did  on  compensation  for  their 

officers,  according  to  the  center's  research. 

★ ★ ★ 

AMA  TO  COMMENT  ON  IRS  RULE 

The  AMA  is  preparing  formal  comments  to 
the  Internal  Revenue  Service  on  a requirement 
for  tax  exemption  of  interest  on  hospital  bonds. 
Currently,  hospitals  that  are  financed  by  tax- 
exempt  bonds  may  not  enter  into  a contract 
with  a physician  unless  they  can  terminate  the 
contract  after  giving  a 90-day  notice.  The  re- 
quirement makes  it  difficult  for  physicians  to 
enter  into  arrangements  with  such  hospitals. 
The  AMA  is  urging  the  IRS  to  eliminate  the 
requirement. 

★ ★ ★ 
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Motorola  s ADVISOR  Message  Receiver  offers  24  standard 
features  for  your  convenience. 

• High  contrast  screen  displays  messages  up  to  240  characters.  80  characters  at  a time. 

• User-friendly  design  tells  you  at  a glance  the  status  of  your  messages 

• Personal  message  file  lets  you  store  important  information  for  later  use 

• Optional  features  are  available  to  meet  special  needs 


C purchase  of  the  Motorola 

wC&Vw  "Xw  ADVISOR  Message  Receiver  with 
your  Nebraska  Medical  Association  member- 
ship. The  Association  will  also  receive  non- 
dues  income  for  your  purchase. 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Darroll  J.  Loschen,  M.D.,  York President 

Robert  F.  Shapiro,  M.D.,  Lincoln President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Darroll  J.  Loschen,  M.D Lincoln 

Robert  F.  Sbapiro,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A,  Hartman,  Jr.,  M.D Omaha 

Ronald  W,  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder Omaha 

Perry  T.  Willieuns,  M.D.,  Board  Liaison Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Garnet  J.  Blatchford,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Ceimbridge 

Royce  A.  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Edw€u*d  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbickv,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

David  R Little,  M.D.,  Board  Liaison  Hastings 

Herbert  A.  Hartman,  Jr.,  M.D.  Board  Liaison Omaha 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frericbs,  M.D Beatrice 

Russell  L.  Gorthey,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Phyllis  S.  Salyards,  M.D Hastings 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Charles  D.  Gregorivs,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Aucb  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  Horton,  M.D.,  Dept  of  Heal  Liason  Lincoln 

Bruce  T.  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 


Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director  Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W,  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

David  K.  Fry,  M.D Columbus 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vonderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodiigo  Gomez*Codero,  M.D Spencer 

Meulin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Samuel  E.  Boon,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Sect  C.  Sorensen,  M.D Lincoln 

NM.V  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

jDtn  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  Board  Liaison Omaha 

K^x-en  M.  hLg^jins,  M.D Grand  Island 

J.'^ck  5L  J^ewis,  M.D Omaha 

R.  Mitchell,  M.D Omaha 

Paul  J Nelson,  M.D Omaha 

Robert  G.  Osbome,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Michael  J.  Sullivan,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

William  A.  Shiffermiller,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  O'Leary,  M.D Omaha 

George  W,  Orr,  M.D Omaha 

Robert  G.  Osbome,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Wliitted,  M.D Omaha 


AD-HOC  COMMITTKE  ON  MEDICAID  SERVICES 


Chri*  C.  Caudill,  M.D.,  Chairholder Lincoln 

Perry  T.  Williama,  M.D.,  Board  Liaiaon  Omaha 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebera,  M.D Lincoln 

Richard  M.  Fruehling,  M.D Grand  Island 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Peiry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbiuff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitacb,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  HEALTH  IKILICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbiuff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher Omaha 

Richard  E.  Jackson Pawnee  City 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Isleuid 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D. ..................................................................  Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbiuff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

E.  C.  Weldon,  M.D Nebraska  City 

'Vesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R Walker,  M.D.,  Chairholder Kearney 

David  R Little,  M.D.,  Board  Liaison  Heistings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbiuff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D, 

Stanley  F,  Nabity,  M.D,  OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D.  Larry  j Marshall'  M D 
INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

Wiliam  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-92 


flBUPI  ^ 

CARE  \ 

NEBRASKA  V 

/ ..  ZZ7 

ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 


For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 
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LINCOLN,  cont. 


LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln  . 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  1 DO  — 4740  A Street  — Lincoln,  NE.  6851 0 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Qinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  8i  Thoracic  Surgery,  P.C. 

Cardiac,  Vasculeu-  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-80O-MED-LINC 

11-92 
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I LINCOLN,  cont.  I 


NEBRASKA  HEART  INSTITirrE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

(402)  480-6554 

or  1-600-MEO-LINC 

11-92 

pathology 
medical 
services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON.M.D. 
JOHN  H.  CASEY.  M.D. 
DEBORAH  K.  DAVIDSON,  0.0. 
MICHAEU.  DUGGAN.  M.D. 

OONALDA.DYNEK,M.D. 
GEORGE  E.GAMMEL.  M.D. 

ORINR.  HAYES.  M D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.KUTSCH.  M.D. 
STEFFANR.UCEY.M.D. 
CHRISTOPHER  T.  MASADA.  M.D. 
MAnHIASI.OKOYE.M.D. 
JOHNF.  PORTERFIELD.  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINAI.  SILENIEKS.M.O. 
DANIEL  J.  TILL.  M.D. 
LARRY  0.  TOALSON,  M.D. 
LARRY  WARRELMANN.Emc.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  LiiKoln,  NE  68500^960 
402/483-5053  Of  800/742-7414 
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LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln.  NE  68506 
(402)  483-1919 

8-93 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 


SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 


GENERAL SURGERY 
Lloyd  E.  Tenney,  M.D. 
Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

•General  Surgery 
•Laser  and  Laparoscopic 
•Colon  and  Rectal  Surgery 
Day  or  Night  Phone: 
(402)  476-7561 


PERIPHERAL  VASCULAR  SURGERY 
David  H.  Bingham,  M.D. 
George  Papanicolaou,  M.D. 


• Non-invasive  Vascular  Diagnosis 
•Angioplasty  - Angioscopy 
•Vascular  Reconstructive  Surgery 
Med-Linc  Phone: 
1-800-633-5462 


2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-92 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEP  DISORDER  MEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 
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OMAHA  ~ 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkitis,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 

4353  Dodge 

Everett  C.  Madson,  M.D. 

Omaha.  NE  68131 

Peter  J.  Whitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 
Jeffery  J.  Hottman,  M.D. 

8111  Dodge  Street 

Michael  A.  Halsted,  M.D. 

Omaha,  NE  68114 

Kathryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-92 

ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  681 1 4 Omaha,  Nebraska  681 22 

(402)  391  -1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-92 


SCOTTSBLUFF  I 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Marlin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911 


OREGON  TRAIL  EYE  CLINIC 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


C.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.d. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  'F'  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  - 731-4145 
WATS:  800  642-1117 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 

Lincoln,  Nebraska  eesio 

PHONE:  402-488-7710 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

Violence  among  family  members  has  reached  staggering  proportions.  Every  year  more  than 
2 million  cases  of  child  abuse  and  neglea  are  reported,  between  2 and  4 million  women  are 
battered  by  their  spouses,  and  between  700,000  and  l.l  million  of  the  elderly  population  are 
abused 

The  .American  Medical  Assodation  has  formed  ^iNational  Coalition  of  Physicians  Against 
Family  Violence.  Through  the  Coalition,  tlie  .American  Medical  Association  hopes  to  involve 
you  in  activities  that  address  issues  of  child  abuse,  sexual  assault,  spouse  abuse,  and  elder 
abuse  because  you  have  the  unique  ability  to  identify  the  symptoms  firsthand  By  joining  the 
National  Coalition,  you  will  be  showing  your  concern  about  the  effects  of  family  violence 
and  victimization  and  will  become  a committed  advocate  within  your  community  for  the 
prevention  of  family  violence. 

Through  the  Coalition,  you  will; 

• be  informed  about  local  contacts  and  referrals 

• become  aware  of  local  and  regional  resources 

• be  provided  with  information  regarding  model  educational  programs 

• become  aware  of  treatment  guidelines  and  protocols. 

• have  access  to  newsletters,  public  education  materials  and  other  publications 

• recebe  an  official  membership  card  and  frameable  poster  alerting  your  patients  of  your 
interest  in  and  concern  for  this  problem. 

The  only  cost  to  you  is  your  commitment  to  help  curb  this  problem.  Simply  complete  the 
Coalition  application  form  below  and  mail  to  the  Department  of  Mental  Health,  American 
Medical  .Association,  5 15  N.  State  Street,  Chicago,  IL  606l0,  or  call  1 800  262-3211. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


I j include  my  name  in  the  Coalition 


Name 

Address  

Qty/Staie/Zip  Telephone  # 

Speciality  

Aaxiliary  Member  Q Yes  □ .No  Other 

.\rea  of  interest  within  Family  Violence;  Q Qiild  .\buse  Q Sexual  .Assault  Q Spouse  .Abuse 

□ Elder  .Abuse  □ Other 


Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  (2)  SW  IOWA  - (BC/BE) 
Excellent  opportunity  for  two  FPs  to  join 
multispecialty  clinic  in  Creston,  Iowa.  OB  optional, 
limited  call,  progressive  83  bed  hospital,  competi- 
tive salary  and  benefit  package  in  a family-oriented 
community.  Send  CV  to  Mike  Brentnall,  Administra- 
tor, Creston  Medical  Clinic,  P.C.,  526  New  York 
Avenue,  Creston,  Iowa  50801;  515-782-2131. 

OHIO  - WISCONSION  - MICHIGAN  - MIS- 
SOURI — Attractive  opportunities  in  metropolitan 
and  scenic  recreational  areas.  Locations  near  pris- 
tine lakes,  white  water  rivers,  and  National  Forests. 
Others  in  college  communities  offering  professional 
and  Big  10  college  sports,  fine  arts,  and  broad 
spectrum  of  nationally  renowned  CME  programs. 
Positions  available:  Allergy,  Dermatology, 
Neurosurgery,  Occupational  Medicine,  Oncology, 
Orthopedics,  Psychiatry,  Rheumatology,  and  Urol- 
ogy. To  discuss  your  practice  preferences  and  these 
opportunities,  please  call  our  toll-free  number,  1- 
800-243-4353  or  send  your  CV  to  Strelcheck  & 
Associates,  Inc.,  10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


MIDWEST  — 2 oto  seek  third.  College  town  near 
major  university.  Each  oto  sees  200  pats/wk;  surger- 
ies/mon/ 1 2 exam  rms,  3 audiologists.  Low  buy-in. 
Call  Walter  Smith,  800^221-4762. 


INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Positions  in  large  metropolitan  cities,  urban  and 
rural  communities  with  a concentration  in  the  Great 
Lakes  area  and  Plains  States.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  a life  in  historic 
villages  - there  is  something  for  everyone.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  Strelcheck  & Associates,  Inc., 
10624  N.  Port  Washington  Road,  Mequon,  Wl 
53092. 

ACUTE  CARE,  INC.  — Seeking  full  and  part-time 
emergency  physicians,  and  medical  directors  for 
the  following  Iowa  communities.  Democratic  group, 
excellent  compensation,  paid  malpractice,  excel- 
lent benefit  package/bonuses  to  full-time  physi- 
cians. Other  locations  available.  Ames,  Audobon, 
Carroll,  Chariton,  Charles  City,  Creston,  Denison, 
Dyersville,  Pocahontas,  Sioux  City,  Winterset.  Con- 
tact Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  lA 
50021 . Phone  1-800-729-781 3 or  (51 5)  964-2772. 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRASKA 
HAS  IMMEDIATE  OPENINGS  — For  physicians  to 
work  part-time,  one  day  a week  (five  hours)  in  our 
medical  claims  review  area.  Internal  Medicine,  Fam- 
ily Practice,  or  General  Surgery  specialities  pre- 
ferred. For  more  information,  call  Dianna  Wheeler, 
Human  Resources,  Omaha,  398-3639.  An  equal 
opportunity  employer. 


LJBRA.RV 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


t I 

^ OMAHA  MID-WEST  § 

I CLINICAL  SOCIETY  § 

I 60th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

November  5,  6,  & 7, 1992 

RED  LION  HOTEL 
Omaha,  Nebraska 


For  Information  Contact: 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7389  Pacific  Street,  Suite  229 
Omaha,  Nebraska  68114 

(402)  397-1443 


ADVERTISER’S  INDEX 


A 

Air  National  Guard 13 
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Clarkson  Hospital 4 
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Donley  Medical  Supply 8 

L 

Eli  Lilly  & Company 1 2 

M 

Medical  Protective  Company 1 0 

Methodist  Hospital 2 

N 

Norfolk  Printing  Co.,  Inc 8 

O 

Omaha  Mid-West  Clinical  Society 23 

P 

Palisades  Pharmaceuticals 7 

S 

St.  Paul  Fire  & Marine  Insurance  Co 14 

C.D.  Searle 24 

U 

U.S.  Air  Force 1 1 


Drug/Alcohol/Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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For  the  many  faces  of  mild  hypertension 
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THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  controP 
Single-agent  efficacy 
Well  tolerated^ 

No  adverse  effects  on  total 
cholester^,  plasnna  glucose 
iev^ls,,rert^l  function;  or 


ONCE-DAILY 


References;  1.  Data  on  file,  Searle.  2.  Edmonds  D,  Wurth  JP,  Baumgart  P,  et  al  | 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy,  in:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade. 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  5.  Midtbel 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabollcj 
parameters.  Am  J Cardiol.  1990:66:131-151.  4.  FagherB,  Henningsen  N,  Hulth^nl 
et  al.  Antlhypertensive  and  renal  effects  of  enalapril  and  siow-release  verapamil] 
in  essential  hypertension.  Eurj  Clin  Pharmacol.  I990:39(suppl  1);S41-S43. 

5.  Schmieder  RE.  Messerli  FH,  Caravaglia  CE,  et  al.  Cardiovascular  effects  of 
verapamil  In  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  Midtbo  K,  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029. 


Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  adminrstj 
tion.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myoce 
contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  ( 
patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  mi|  j 
result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  an  increased  sensitivity  to  lithium  I 
(neurotoxicity),  with  either  no  change  or  an  increase  in  serum  lithium  levels,  however,  it  may  also  I 
result  in  a lowering  of  serum  lithium  levels.  Patients  receiving  both  drugs  must  be  monitored  1 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  dunng  combined  use  Rifamptnl 
may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearance.  Verapai9] 
may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and  increase  th 
plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonistsj 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate  t' 
activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage  reduction  may  t 
required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats 
2 years.  A study  In  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutaga 
in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  j 
pregnant  women  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  rlen^l 
needed.  Verapamil  is  excreted  in  breast  milk,  therefore,  nursing  should  be  discontinued  dur*g| 
verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3  3%),  nausea  (2.7%),  hypotension  (2  5%i.  j 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (14%),  ( 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1*,2°,3‘  (1.2%),  2’  and  3°  (0  8%),  rash  ■ 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus  The 
following  reactions,  reported  in  1,0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynecomas- 
tia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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*The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

tconstipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receri  iig  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg.  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients  AV  block  may  occur  (2nd-  and  3rd- 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd-degree 
block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate  therapy. 
Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypoten- 
sion were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dys- 
trophy and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be 
necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission. 
Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative 
effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility,  there  have  been 
reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such 
combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only  with  caution 
and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur  when  either 
diug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen  with  combined 
use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75% 
during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic 
cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin  The 
digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored. 
Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents. 
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lUHEN  SECONDS  COUNT... 


MoVascnlar 
Center  Responds 

One  of  the  area’s  premier  facilities  for  emergency  care  and  ti'eatment  of 
heart  and  vascular  disease,  Methodist  CardioVasculai'  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovascular  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
experience  and  exj^ertise  respond  quickly 
and  efficiently  to  cardiovascular  emergen- 
cies. Witliin  minutes  they  can: 

¥ diagnose  a heart  attack 
¥ intervene  medically 
¥ perform  emergency  angioplasty 
or  surgery 

Comprehensive  Treatment  and 
Diagnostic  Services 

The  Cardiovascular  Center  offers  the 
latest  high-tech  diagno.stic  and  treatment 
services,  including: 

¥ laser  and  other  atherectomy 
¥ angioplasty 

¥ color  doppler  echocariliography 
¥ thrombolytic  dnag  treatment 
¥ treadmill  stress  testing  with  or  without 
SFECT  scanning 
¥ infarct-avid 

¥ Hotter  monitor  electrocardiogram 
recording  and  analysis 
¥ comprehensive  angiography 
¥ rest  and  exercise  ventricular  function 
.studies 


Cardiovascular  Fitness  Program 

The  Cardiac  Company  offers  fitness  pro- 
gi'ams  to  people  who  have  suffered  heart 
attacks,  have  a medical  histoiy  of  cardio- 
vascular problems  or  family  history  of 
cai’diovascular  disease.  Supenised  by  a 
team  of  medical  experts,  the  oufijatient 
progi’am  features: 

¥ a comprehensive  health  and  physical 
fitness  analysis 

¥ individual,  .supervised  exercise 
progi’ams  with  continuous  cai  cliac 
monitoiiivg  and  analysis 
¥ risk  factor  counseling  with  educational 
seminars 

¥ a support  group  with  social  events 


METHCX)ISr  ^ 

CardioV&^scular 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  21%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.’ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^ 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW,  el  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB,  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station,  Tex:  Meats  and  Muscle  Biology  Section,  Department  of  Animal  Science, 

Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC; 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 


©1991  Beef  Industry  Council  and  Beef  Board 


For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


STEREOTACTIC 

DOCURIETHERAP 

AT  Clarkson  hospital 


STEREOTACTIC  ENDOClRIETHER.\PY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base.  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues.  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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COVER  PICTURE 
"MEMORY  LANE" 

Jean  B.  Jardon,  Omaha,  Nebraska 
Water  Color,  North  Platte  Valley,  1987 
Mrs.  Jardon  has  studied  water  color  painting  with  several  fine  water  colorists  and  painted 
in  France,  Portugual.  Spain,  Germany,  Mexico  and  Hawaii,  as  well  as  her  home  states  of 
Nebraska  and  Wyoming.  She  passed  away  September  3,  1 991 . 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical  format  prints 
of  subjects  typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as 
necessary.  Mail  to  Stuart  P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


THIRD  ANNUAL 


Mark  Your  Calendar  for  The  Third  Annual 


Is  Scheduled  For 

JANUARY  8th  & 9th,  1993 


For  More  Information 


TRICIA  BURT 
Lincoln's  Specialty  Care 
1-800-MED-LINC 


Sponsorsed  by 
Lincoln's  Specialty  Care 
Lancaster  County  Medical  Society 
Lincoln  Medical  Education  Foundation 


AM  A NEWS  NOTES 

AMA  WINS  90  DAY  CLIA  GRACE  PERIOD 

In  response  to  AMA  efforts,  HCFA  adminis- 
trator William  Toby  Jr.  agreed  to  a 90  day  grace 
period  for  physicians  who  have  not  obtained  a 
Clinical  Laboratory  Improvement  Amendments 
identification  number.  The  Health  Care  financ- 
ing Administration  will  not  deny  Medicare  claims 
for  laboratory  services  submitted  before  Dec.  1 , 
State  Medicaid  agencies  are  expected  to  com- 
ply with  the  extension.  The  AMA  stepped  up  its 
activity  after  reports  that  physicians  were  hav- 
ing difficulty  obtaining  their  CLIA  numbers.  The 
Association  advised  physicians  to  use  the  grace 
period  to  file  their  applications  with  HCFA  and 

pay  the  registration  fee. 

★ ★ ★ 

ORGANIZATIONS  CALL  FOR 
HEALTH  REFORM  DEBATE 

The  AMA,  in  conjunction  with  the  American 
Assn,  of  Retired  Persons  and  AFL-CIO,  urged 
presidential  candidates  to  participate  in  a tele- 
vised debate  on  the  nation's  health  care  system. 
The  organizations  issued  a joint  statement  at  a 

(continued  on  pnge  1 2A) 
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NATIONAL  YOCON* 

ORGANIZATIONS  YOHIMBINE  HCI 


American  Academy  of  Family  Physicians 

8830  Ward  Parkway,  Karxsas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Roirie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  W1  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6lh  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave..  Dallas,  TX  75231^596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Peruisylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Arm  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


DescriptiiKi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  Is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergIc  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renai  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  ahtidepressants.  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a generai  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  dmg.'  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^-3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 3.4  i tablet  (5  4 mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds,  To  addre.ss  this  recurring  problem,  Bergan 
Mercy  Medical  Center  has  opened  Omaha's  first  dedicated  Wound  Care  Center.  This 
facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  non-healing  wounds.  We 
offer  a specially  trained  .staff,  advanced  growth-factor  technology  and  the  late.st 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  this  new  facility  and  to  meet  our  .staff  of  professionals.  To 
make  an  appointment,  or  if  you  have  any  c|ue.stions  about  the  Bergan  Mercy  Wound 
Care  Center,  call  oui'  program  director,  Loree  1 lenkel,  RN,  at  ( t02)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  C a r c C c n t e r® 

201 1 Soulli  7Sih  Slivct 
( )m.ih;l.  Nl!  0H12  l 
( |02)  .WK  SSOO 


CLARKSON  MEDICAL 
LECTURE  SERIES 


II  I I CARDIOLOGY  IN  THE  90’S:  | I | | 

V— I — A VISION  OF  THE  FUTURE  ^ ^ ^ 


Featured  speakers  Include: 

Denton  A.  Cooley,  M.D. 
David  W.  Ferguson,  M.D. 


Peter  Sleight,  M.D. 
Robert  Vogel,  M.D. 


Topics  Include: 

• Contemporary  Management  of  Heart  Failure 

• Advances  in  Non-Invasive  Cardiac  Imaging 

• The  Relative  Role  of  Lipid  Management  and 
Revascularization 

• Current  Developments  in  Arrhythmia  Management: 
Drug  Therapy  and  Catheter  Ablation 

• New  Approaches  in  Cardiac  Surgery 


Friday,  November  20, 1992 
8 a.m.  to  5 p.m. 
Clarkson  Hospital  Storz  Pavilion 
Omaha,  Nebraska 


Henry  J.  Lehnhoff,  Jr.,  M.D.,  Lecture: 

Acute  Ml  in  Primary  Care:  Thrombolysis  and 
Other  Issues 

PTC  A in  the  90's 

Atrial  Fibrillation:  Management  Strategies  and 
Thrombosis  Risk 

Artificial  Hearts:  Past  - Present  - Future 


Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 
For  more  information  call  402-552-2370 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


JJdivley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address;  Benjamin  R.  Gelber.  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8V4  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  .Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  .Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations;  should  be  typed  double-spaced  on  separate 
sheets  of  8V4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  .Journal  assumes  no  responsibility  for  opinions  and 
I claims  expressed  in  an  article  published  in  this  .Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc.,  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin.^ 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  Injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Humulin’®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Kvcellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


HI-791 1-B-249343  c 1992.  eli  lilly  and  compai 


your 

beeper 

the 

weekend 

off. 

Itbu  became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beeper.  Get 
back  to  the  kind  of  medidne  you  want 
to  practice  in  the  Air  National  Guard. . 
'libuTl  start  as  an  officer,  learn  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
from  your  b^per  for  one  w^end  a 
montn  and  two  weeks  a year  call 
1-800-54S-5541  today. 


In  Lincoln  CalL 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 


rm= 

NATIONAL 

QUARO 


AMA  NEWS  NOTES 

(continued  from  page  6A) 

Sept.  10  press  conference  advising  the  candi- 
dates, the  press  and  the  voting  public  to  focus 
on  the  need  for  comprehensive  reform.  The 
statement  listed  five  questions  the  public  should 
ask  when  assessing  the  reforms  that  the  candi- 
dates propose  during  their  campaigns. 

★ ★ ★ 


BASEBALL  TEAMS  SHOULD  BAN  SMOKING 

The  AMA  wrote  to  the  owners  of  major 
league  baseball  teams  advising  them  to  ban 
smoking  at  their  games.  "We  strongly  urge  you 
to  protect  your  players,  employees  and  fans 
from  needless  exposure  to  the  4,000  chemical 
toxins  in  tobacco  smoke,"  the  AMA  said  to  team 
owners  in  both  the  American  and  National 
leagues.  Enforcing  clean  air  policies  will  not  be 
as  much  of  a problem  as  the  owners  may  think, 
the  AMA  said.  More  than  75%  of  Americans  do 
not  smoke,  and  most  smokers  approve  of  efforts 
to  curtail  smoking  in  public  places. 

ie  * ir 


POLICY  UPDATE 

Alcohol  advertising.  A coalition  of  organiza- 
tions, including  the  AMA,  petitioned  the  Federal 
Trade  Commission  to  crack  down  on  alcoholic 
beverage  advertising  to  minors.  At  a Sept.  3 
press  conference,  the  coalition  cited  youth- 
oriented  alcohol  advertising  that  links  drinking 
with  athletic  ability  and  race  car  driving. 

Health  Access  America.  If  Health  Access 
America  were  implemented,  health  costs  would 
increase  by  $9.4  billion.  The  estimated  increase 
is  significantly  less  than  for  other  proposals  to 
extend  health  care  access  to  the  uninsured,  the 
AMA  said  in  correspondence  with  Sen.  Orrin  C. 
Hatch  (R,  Utah).  Hatch  had  asked  for  cost 
estimates  for  implementing  the  AMA's  health 
reform  proposal. 

★ ★ ★ 

CENTER  TO  STUDY 
REGULATIONS'  IMPACT 

The  AMA  Center  for  Health  Policy  Research 
has  begun  work  on  a two-phase  project  to 
document  physicians'  costs  of  complying  with 
federal  regulations.  Results  from  the  first  phase 
are  scheduled  to  be  released  at  the  end  of  the 
year.  The  project  will  assess  the  costs  of  such 
regulations  as  Medicare  Part  B payment  re- 
quirements, Clinical  Laboratory  Improvement 
Amendments,  Americans  with  Disabilities  Act 
and  the  Occupational  Safety  and  Health 
Administration's  rules  for  protecting  health  care 

workers  from  blood  borne  pathogens. 

★ ★ ★ 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  CrosVBlue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  Stales,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  4c  Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzartne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St.,  Suite  203,  Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
David  K.  Fry,  M.D.,  Chairman 
2109  18th  St.,  Columbus,  NE  68601 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R,  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 
Immanuel  Medical  Center,  6901  N.  72nd  Street, 

Omaha,  NE  68122 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  4c  Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Farnam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital,  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  Slate  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 

Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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Physicians  — Bane  or  Boon  for  Health  Care  Delivery? 

D.  |.  LOSCHEN,  M.n. 

President 


Recently,  I had  the  opportunity  to  represent 
the  NMAon  a radio  call-in  show.  This  was  a rather 
sobering  experience,  and  left  me  with  the 
unshakable  conviction  that  we  physicians  have  a 
significant  PR  problem,  possibly  to  a large  extent 
of  our  own  genesis.  Protected  by  the  anonymity 
of  the  telephone,  a typical  question  was:  "Be 
honest,  don't  you  really  believe  that  if  physicans 
and  hospitals  weren't  so  greedy  and  money- 
hungry,  most  of  the  medical  problems  experi- 
enced in  our  country  would  be  non-existent?". 
After  fielding  four  or  five  questions  like  this,  the 
moderator  took  pity  on  me  and  refused  to  put 
through  the  multitude  of  similar  questions  which 
waited  "on  hold". 

Here  is  the  standard  response  to  such  queries: 
(1)  Even  if  all  physicians  delivered  their  services 
free,  the  US  would  realize  only  a 9%  decrease  in 
medical  expenditures;  (2)  In  order  to  continue  to 
attract  the  brightest  and  best  to  medicine,  physi- 
cian reimbursement  must  remain  above  average; 
(3)  Physicians  must  train  (on  average)  8 years 
beyond  their  peers  in  other  professions,  and 
accumulate  (on  average)  $40,000  educational 
debts  before  earning  anything;  (4)  Dealing  with 
life-and-death  situations  demands  more  reimburse- 
ment than  other  less-onerous  occupations;  and 
(5)  With  the  most  common  physician  reimburse- 
ment schemes  today,  physicians'  fees  are  simply 
responding  to  market  force  (i.e.,  there  is  little 
competitive  incentive  for  physicians  to  hold  down 
their  fees,  nor  is  there  an  incentive  for  patients  to 
shop  around  for  more  competitive  fees  from 
physicians).  You  could  all  undoubtedly  think  of 
many  more  responses. 

However,  anecdotal  challenges  to  these  re- 
sponses continue  to  bother  me.  How  do  I re- 
spond to  the  concern  one  person  expresses 
about  a $10,000  fee  charged  to  her  insurance 
company  for  an  operative  procedure  lasting  little 
more  than  30  minutes?  Why  is  it  that  procedures 
that  once  took  hours  to  perform  when  they  were 
experimental  and  now  take  minutes  still  com- 
mand ever  more  grandiose  fees? 

The  caricature  of  physicians  as  causes,  rather 
than  potential  solutions  to  the  problem  of  health 


Darroll  J.  Loschcn,  M.D. 


care  reform  diverts  the  attention  of  the  public  and 
policy-makers  from  the  real  causes  of  our  current 
dilemma,  as  eloquently  cited  by  Dr.  Ray  Scalettar, 
Chairman  of  the  AMA  Board  of  Trustees,  in  an 
editorial  in  the  AMA  News: 

1.  Caring  for  smoking-related  illness  cost  the 
US  $52  billion  in  the  last  12  months. 

2.  Violent  injuries  left  45,000  people  quad- 
riplegic last  year,  costing  about  $600,000 
per  victim. 

3.  375,000  drug-exposed  babies  were  born 
last  year,  with  a medical  cost  of  nearly  $24 
billion  over  the  next  5 years. 

4.  230,000  people  have  been  diagnosed  with 
AIDS,  at  a cost  of  about  $75,000  per  victim. 

We  all  want  and  deserve  reasonable  reim- 
bursement for  our  services.  However,  at  this 
particular  time,  when  politicians  and  public  alike 
are  looking  for  someone  to  blame  for  our  health- 
care dilemma,  let's  try  not  to  be  too  big  a target. 
The  next  time  we  are  considering  "toughening 
up"  our  collection  policy,  or  when  we  next  con- 
sider updating  our  fee  structure,  we  need  to 
remember  that  we  as  physicians  collectively  are 
perceived  by  many  as  being  more  instrumental  in 
creating  the  health-care  problem  than  in  solving 
it.  Let's  not  contribute  to  that  image. 

'nuff  said. 
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EDITORIAL 

CQI  (QA  3 - The  Revolution) 

|OHN  H.  CASEY,  M.D. 


Physicians  involved  in  hospital  Quality  Assessment 
programs  over  the  past  1 0 to  1 5 years  will  understand- 
ably wince  at  the  thought  of  yet  another  quality 
assurance  approach  being  instituted  by  the  JCAHO. 
These  physicians  will  recall  the  era  of  retrospective 
"audits"  followed  by  prospective  "audits"  followed  by 
similar  studies  not  using  the  word  "audit"  (now  a dirty 
word).  In  each  scenario,  criteria,  thought  to  reflect  the 
best  current  management  of  a given  disease  process, 
were  developed  and  used  to  measure  the  perfor- 
mance of  individual  practitioners. 

Inevitably  and  understandably,  this  audit  process 
engendered  misunderstanding  and  animosity  both 
toward  the  system  and  toward  the  reviewers.  In  spite 
of  major  problems  in  implementation,  the  basic  ap- 
proach has  remained  to  this  day. 

With  the  growing  interests  in  "Total  Quality  Man- 
agement", a concept  developed  and  popularized  pri- 
marily by  Walter  Deming  and  applied  quite  success- 
fully in  japan,  systems  analysts  have  begun  to  apply 
these  same  principles  to  the  delivery  of  health  care. 

Although  perhaps  used  most  successfully  on  the 
"assembly  line",  the  basic  management  principles,  if 
implemented  in  an  organized  and  structured  fashion 
fashion,  should  work  as  well  in  the  even  more  complex 
setting  of  patient  care.  To  introduce  "Total  Quality 
Management"  or  "Total  Quality  Improvement"  to  its 
accredited  hospitals,  the  JCAHO  will  phase  in  this 
concept  beginning  in  1993  under  the  program  of 
"Continuous  Quality  Improvement"  or  "CQI". 

The  introduction  of  CQI  to  the  quality  assessment 
program  does  not  mean  the  elimination  of  current 
programs  looking  at  various  aspects  of  quality  care 
delivery.  Rather,  the  focus  of  the  program  will  change. 
Rather  than  looking  at  the  performance  of  individuals 
as  the  primary  focus  of  a study,  the  CQI  program 
focuses  on  the  performance  of  the  system.  Extensive 
studies  from  industry  indicate  that  approximately  85% 
of  problems  are  related  either  directly  or  indirectly  to 
the  system  rather  than  to  substandard  performance  by 
individuals.  Whether  this  same  proportion  will  be 
found  in  health  care  systems  is  unknown,  but  there  is 
no  reason  to  suspect  otherwise. 


Although  a quality  assurance  or  management  sys- 
tem that  focuses  on  a system  rather  than  on  individuals 
should  be  greeted  with  enthusiasm,  I suspect  that 
there  will  be  factors  that  impede  the  implementation 
of  CQI.  These  factors  include  ( 1 ) Resistance  to  change 
even  if  that  change  seems  to  be  for  the  good;  (2)  The 
pervasive  belief  that  medicine  is  an  art  rather  than  a 
science  (a  feeble  excuse  for  a great  many  systems 
errors)  and  (3)  the  fear  that  the  institution  of  something 
from  sectorsoutsideof  medicine  will  lead  toa"lossof 
control".  A compounding  factor  is  the  complexity  of 
instituting  a true  "TQI/CQI"  program  without  the 
proper  statistical  and  philosophical  tools.  Whether  an 
isolated  "CQI"  program  can  be  instituted  in  the  quality 
assurance  program  withouta  dedicated  hospital  man- 
agement philosophy  of  like  nature  is  debatable. 

Nonetheless,  the  joint  Commission  is  to  be  con- 
gratulated for  recognizing  the  failings  of  the  past  and 
for  encouraging  a different  approach  for  the  future. 

Although  it  is  well  beyond  the  scope  of  this  editorial 
to  discuss  the  application  of  quality  management 
techniques  to  the  delivery  of  medical  care,  I would 
refer  the  reader  to  an  excellent  review  entitled  "Con- 
trolling Variation  in  Health  Care:  A Consultation  from 
Walter  Shewhard"  by  Donald  M.  Berwick,  MD,  MPP 
published  in  Medical  Care  1991;29:1212-1225.  Dr. 
Berwick  very  carefully  lays  out  the  development  of 
quality  management  (or  quality  improvement  as  medi- 
cine prefers  to  call  it)  and  its  specific  application  to 
various  clinical  scenarios.  He  makes,  in  my  opinion,  a 
most  compelling  argument  for  the  introduction  of 
quality  management  techniques  to  the  extreme  com- 
plexities encountered  in  the  delivery  of  modern  health 
care.  Properly  designed,  quality  management/im- 
provement efforts  can  successfully  reduce  unwanted 
variation  in  the  health  care  system  without  compro- 
mising professional  autonomy,  dignity  or  purpose  of 
health  care  professionals. 

As  physicians,  our  input  into  the  "CQI  system  is 
vital.  I sincerely  hope  that  we  can  put  aside  past 
prejudices  toward  the  punitive  quality  assessment 
approaches  of  the  past  and  become  involved  as  a new 
approach  which  has  the  potential  of  significantly  im- 
proving health  care  delivery  to  our  patients. 
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ORIGINAL  ARTICLE 

Transient  Ischemic  Attack  (TIA)  Secondary 
To  Subdural  Hematoma 

MICHAEL  C.  TUSHLA  EUGENE  A.  WALTKE,  M.D.  ‘JOHN  F.  AITA,  M.D. 

4th  Year  Medkral  Student  Nebraska  Methodist  Hospital  Nebraska  Methodist  Hospital 

University  of  Nebraska  Medical  College 


ABSTRACT 

Subdural  hematomas  many  sometimes  clinically  resemble  Transient  Ischemic  Attacks  (TIA’s).  We  present  three  cases 
which  were  initially  evaluated  for,  diagnosed  as  having  and  were  treated  for  TIA's,  but  later  were  found  to  have  subdural 
hematomas.  As  in  case  one,  patients  with  subdurals  may  have  antecedent  head  trauma  which  they  may  or  may  not  recall. 

Patients  presenting  with  symptoms  resembling  TIA's  need  a complete  neurologic  evaluation.  The  differential  diagnosis 
for  TIA's  includes  arteriosclerotic  extracranial  vascular  disease,  cardiac  emboli,  migraine,  seizure  disorder,  and  mass 
lesions.  Since  the  prognosis  and  treatment  differs  one  needs  to  determine  the  etiology  of  the  symptoms  before  treatment 
is  initiated.  Specifically,  other  diagnoses  must  be  excluded  prior  to  anticoagulation  therapy,  as  evidenced  by  case  2. 


INTRODUCTION 

Chronic  subdural  hematomas 
may  on  rare  occasions  present 
with  neurologic  symptoms  re- 
sembling TIA's.  Although  the  incidence  is  infre- 
quent, several  case  reports  have  been  pub- 
lished. Despite  these  reports  in  the  medical 
literature,  patients  with  subdural  hematomas 
continue  on  occasion  to  be  misdiagnosed  as 
having  TIA's.  We  feel  that  there  is  a need  to 
emphasize  a thorough  work-up  of  patients 
presenting  with  apparent  TIA's.  The  prognosis 
and  treatment  of  each  differs,  thus  necessitat- 
ing the  determination  of  the  etiology  of  the 
symptoms  prior  to  initiating  treatment.  We 
present  three  cases  in  which  patients  were 
initially  diagnosed  as  having  TIA's  and  were 
treated  as  such,  but  subsequently  were  found 
to  have  acute  and/or  chronic  subdural  hema- 
tomas. 

CASE  REPORTS 
Case  1: 

A 77  year  old  male  presented  with  recurrent 
right  facial  paresis,  right-sided  headaches,  left 
arm  numbness,  and  nonfluent  (expressive)  apha- 
sia. Upon  further  qestioning  it  was  learned  that 
the  patient  was  involved  in  a motor  vehicle 
accident  two  months  previously  and  had  expe- 
rienced a fifteen  minute  loss  of  consciousness 
secondary  to  a right  parietal  head  injury.  A 
cranial  CT  (Figure  1)  revealed  a chronic  left 
subdural  hematoma  with  obliteration  of  the  left 
cerebral  sulci,  and  mass  effect.  After  the  hema- 
toma was  evacuated  the  symptoms  resolved. 

Case  2: 

A 60  year  old  male  presented  with  three 
month  history  of  episodic  numbness  of  the 


hands  and  rightsideof  the  face,  visual  splotches, 
and  occasional  expressive  aphasia.  The  patient 
was  placed  on  anticoagulant  therapy  with 
Coumadin  for  three  months  with  no  improve- 
ment in  symptoms.  An  arch  arteriogram  (with- 
out selective  intracranial  views)  was  then  per- 
formed, and  revealed  a forty  percent  stenosis 
of  the  left  internal  carotid  artery.  The  patient 
continued  treatment  with  Coumadin.  He  sub- 
sequently developed  increasing  headaches, 
hematuria,  decreased  responsiveness,  followed 
by  a loss  of  consciousness  and  was  brought  to 
hospital  as  an  emergency  admission.  In  the 
hospital,  the  PT  was  29  seconds  with  control  of 
12  seconds.  An  emergency  cranial  CT  (Figure 
2)  revealed  massive  left  acute  and  chronic 
subdural  hematomas,  with  a marked  mass  ef- 
fect evidenced  by  bowing  of  the  falx,  left  to 
right  shifting  of  the  lateral  ventricles,  and  efface- 
ment  of  the  left  lateral  ventricle.  The  patient 
subsequently  expired. 

Case  3: 

An  86  year  old  male  presented  with  a one 
month  history  of  transient  dizziness  and  drop 
attacks.  There  was  no  known  history  of  recent 
head  trauma.  He  had  bilateral  carotid  bruits.  An 
arteriogram  revealved  occlusion  of  the  right 
vertebral  artery,  marked  stenoisis  of  the  right 
internal  carotid  artery,  and  an  intracranial  shift. 
A cranial  CT  (Figure  3)  showed  bilateral  chronic 
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FIGURE  1: 

Case  1 — Chronic  left  subdural  hematoma  with  obliteration  of  left  cerebral  sulci  and  mass  effect. 
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FIGURE  2: 

Case  2 — Massive  left  acute  and  chronic  subdural  hematomas  with  marked  mass  effect  evidenced  by  bowing  of  falx,  left  to  right 
shifting  of  lateral  ventricles,  and  cffacement  of  left  lateral  ventricle. 
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FIGURE  3: 

Case  3 — Bilateral  chronic  subdural  hematomas. 


subdural  hematomas.  The  patients  symptoms 
resolved  after  evacuation  of  the  hematomas. 

DISCUSSION 

The  cases  above  illustrate  the  importance  of 
performing  a complete  neurologic  examina- 
tion of  patients  presenting  with  symptoms  re- 
sembling TIA's.  The  incidence  of  patients  pre- 
senting with  periods  of  hemiparesis  or  aphasia 
indistinguishable  from  TIA's  is  rare.  In  one  study, 
Moster  noted  similar  symptoms  in  nine  percent 
(1 2 of  1 30)  of  patients  with  chronic  subdurals.’ 
Transient  neurologic  dysfunction  has  also  been 
described  in  patients  with  a multitude  of  other 
etiologies.  Auld  reported  a variety  of  pathologic 
conditions,  other  than  subdurals  mimicking 
TIA's.  These  included  brain  tumors,  AV  malfor- 
mations, cervical  spondylosis,  and  intracranial 
aneurysms.^ 

It  has  been  estimated  that  only  seventy  to 
eighty  percent  of  patients  with  chronic  subdural 
hematomas  have  a known  history  of  anteced- 
ent head  trauma.  A causative  head  injury  may 
be  trivial  and  is  often  forgotten  because  it  was 


remote  in  time.  In  an  elderly  patient,  many  of 
the  presenting  symptoms  of  subdural 
hematoma,  such  as  slowed  thinking,  confu- 
sion, and  personality  changes  may  be  difficult 
to  assess.  Although  headaches  are  commonly 
seen,  they  are  not  always  present.  Additionally, 
many  chronic  hematomas  are  bilateral,  which 
causes  much  difficulty  in  diagnosis.  The  initial 
clinical  presentation  of  bilateral  hematomas 
often  mimics  brain  tumors,  strokes,  drug  intoxi- 
cation, dementia,  and  TIA's. 

To  determine  the  etiology  of  these  Tl  A symp- 
toms, we  feel  that  the  following  studies  should 
be  performed:  A thorough  history  and  physical 
examination,  cranial  CT,  cardiac  examination 
(to  include  EKC,  Echocardiogram,  24hr-Holter 
EKC  and  on  occasion  transesophogeal  echo- 
cardiogram), chest  x-ray,  carotid  ultrasound, 
arteriography,  if  indicated  (Aortic  arch.  Ca- 
rotid, Vertebral,  and  intracranial),  urinalysis, 
urine  for  homocysteinuria  and  serum  studies 
(CBC,  FANA,  ESR,  FTA-ABS,,  PT/PTT,  lipid  pro- 
file, glucose,  platelets,  antithrombin  111,  Protein 
C and  S,  fibrinogen,  hemoglobin  electrophore- 
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ses,  antiphospholipid  antibodies,  and  multi- 
channel chemistry). 

The  underlying  pathophysiology  of  the  tran- 
sient subdural  induced  symptoms  and  signs  is 
not  known,  although  many  theories  have  been 
postulated.  Daly  et  al  stated  that  a cerebral 
mass  of  any  kind  could  cause  spreading  cortical 
depression  due  to  Mechanical  stimulation.^ 
Moster  et  al  has  proposed  that  small  repeated 
hemorrhages  within  the  subdural  space  and 
membranes  of  the  hematoma  were  respon- 
sible for  the  transient  neurologic  deficits.’ 
Melamed  et  al  suggested  that  the  mass  effect 
created  by  the  hematoma  could  cause  local 
ischemia  by  compressing  adjacent  cortical 
blood  vessels.'*  They  attributed  the  intermittent 
nature  of  the  attacks  to  pressure  fluctuations 
secondary  to  changes  in  head  position  with 
valsalva  maneuvers.  Additionally,  they  postu- 
lated that  the  hematoma  acting  as  an  irritative 
focus  might  produce  focal  epileptic  discharges. 
Thus,  a focal  sensory  deficit  could  represent  an 
aura  and  weakness  or  dysphasia  could  result 
from  postictal  paralysis  of  cortical  function. 
Herskowitz  also  proposed  compression  of  the 
temporoparietal  region  or  an  unusual  type  of 
seizure  activity  as  the  etiology.^ 

Although  it  is  not  common  for  patients  with 
subdural  hematomas  to  present  as  TIA's,  this 
must  be  considered  as  part  of  the  differential 
diagnosis  and  must  be  excluded.  Thus,  we  feel 
that  a complete  evaluation  of  patients  with 


TiA's  is  warranted  because  of  the  potential  for 
adverse  results  that  can  occur  as  a result  of 
empiric  treatment  as  evidenced  in  Case  2. 
Welsh  et  al  presented  similar  case  studies  thir- 
teen years  ago  after  the  advent  of  aspirin  therapy 
for  TIA's.^  Unfortunately,  adverse  outcomes 
resulting  from  empiric  treatment  still  occur.  The 
cases  presented  in  this  paper  are  not  unique, 
but  are  meant  to  re-emphasize  the  importance 
in  making  an  accurate  diagnosis.  At  a mini- 
mum, a cranial  CT  scan  should  be  performed  in 
all  patients  with  suspected  TiA's  prior  to  any 
type  of  anticoagulant  therapy. 
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ABSTRACT 

The  high  standards  of  medical  practice  rest  on  the  assumption  that  a physician's  competence  equips  him  or  her  to 
act  on  a patient's  behalf.  The  conundrum  created  by  medical  uncertainty  regarding  the  patient's  diagnosis  or  the 
appropriate  course  of  treatment  seldom  receives  attention  in  the  medical  literature.  This  article  highlights  how  the  age- 
old  medical  ideal  of  beneficence,  the  modern  concept  of  probabilities,  the  added  dimension  of  treatment  modification 
based  on  patients'  preferences,  and  a com[)assionate  disposition  operate  as  competence-supporting  tools  in  high 
uncertainty  medical  situations. 


INTRODUCTION 

Discussions  of  medical  com- 
petence usually  focus  on  the 
application  of  scientifically 
based  technical  skills  associated  with  medi- 
cine. Standardized  certifying  examinations,  li- 
censing requirements  and  continuing  medical 
education  offerings  attest  to  society's  and  the 
medical  profession's  commitment  to  high  stan- 
dards of  technical  competence  for  physicians. 
Most  patients  express  a high  level  of  confi- 
dence in  their  physicians'  competence  and 
begin  to  have  doubts  only  when  the  antici- 
pated outcome  is  unaffected  by  interaction 
with  the  medical  system.’  As  one  physician 
observes:  "In  my  own  practice,  I came  to  dread 
the  simple  complaints  such  as  colds,  viruses 
and  headaches,  not  so  much  because  I was 
worried  that  I was  missing  something  serious, 
but  because  people  seemed  so  disappointed 
with  the  indefinite  results  of  my  examination 
and  treatment.  I am  sure  that  if  the  time  were  all 
accumulated  and  tallied,  I have  literally  spent 
days  trying  to  explain  the  uncertainty  of  medi- 
cine to  often  understandably  unwilling  patients. . 

This  physician's  reflection  highlights  that 
uncertainty  is  a conundrum  dogging  even  the 
most  competent  physician.^  Occasionally  a 
physician's  inability  to  bring  about  the  desired 
clinical  results  can  be  traced  to  incompetence. 
More  often,  technical  competence  is  not  the 
issue.  Some  conditions  simply  do  not  respond 
predictably  to  medical  interventions  however 
competently  administered.  Moreover,  as  the 
Hippocratic  writer  noted,  "it  is  not  enough  for 
us  to  do  what  we  can  do;  the  patient,  and  his 
environmentand  external  conditions  must  con- 
tribute to  achieve  the  cure.'"* 


A challenge  for  physicians  always  has  been 
to  practice  within  the  limits  of  not  only  the 
science  but  also  the  art  of  medicine.^  In  spite  of 
the  emphasis  on  science  today,  most  physi- 
cians in  practice  know,  and  their  medical  asso- 
ciations acknowledge,  that  more  attributes  are 
needed  to  be  a "good  doctor"  than  a bear-trap 
grip  on  how  to  use  the  power  of  scientific 
technology.  Communication  skills,  thorough- 
ness, and  compassionate  understanding  of  the 
patient's  situation  are  among  attributes  found 
in  formal  documents  such  as  the  American 
Medical  Association's  Principles  of  Medical 
Ethics  and  the  American  Board  of  Internal 
Medicine's  A Guide  to  Awareness  and  Evalua- 
tion of  Humanistic  Qualities  in  the  Internist.^-^ 
Since  uncertainty  requires  the  physician  to 
reckon  with  the  puzzle  of  what  to  do  when  the 
scientific  knowledge  of  medicine  fails  to  pro- 
vide guidance,  we  review  some  of  the  re- 
sources that  are  available.  Most  of  these  re- 
sources traditionally  have  been  delegated  to 
the  realm  of  the  art  of  medicine.  The  following 
case  provides  a clinical  focus  for  the  discussion: 

Case  Report 

A 68-year-old  man  had  been  in  good  health 
for  all  of  his  life  except  for  a history  of  peptic 
ulcer  disease  that  had  been  treated  intermit- 
tently with  an  H^antagonist.  He  had  smoked 
one  pack  of  cigarettes  per  day  for  50  years  and 
had  continued  to  work  part-time  as  a farmer. 
He  was  hospitalized  because  of  acute  substernal 
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chest  pain  that  radiated  into  the  jaw  and  left 
arm.  Intravenous  nitroglycerine  relieved  the 
pain  but  it  returned  promptly  when  the  medica- 
tion was  stopped.  Coronary  angiography  dis- 
closed 3-vessel  disease  and  coronary  bypass 
surgery  was  performed. The  patient  returned  to 
surgery  six  hours  later  because  of  acute  bleed- 
ing into  the  mediastinum.  The  following  day  he 
was  awake  and  hemodynamically  stable.  The 
Fi02  had  been  reduced  to  0.40  and  he  was 
extubated.  Four  hours  later  he  required 
reintubation  because  of  labored  breathing  with 
increasing  oxygen  requirements.  Examination 
disclosed  bilateral  wheezing  with  rhonchi,  and 
a nebulized  bronchodilator  was  begun.  Wean- 
ing parameters  remained  poor.  A sputum  cul- 
ture grew  Hemophilus  influenza  and  he  was 
treated  with  IV  Cefuroxime.  A second  attempt 
at  extubation  ten  days  later  was  unsuccessful 
and  following  this  he  developed  acute  abdomi- 
nal pain  and  distention  and  perforated  peptic 
ulcer  required  abdominal  surgery.  Two  weeks 
later  a tracheostomy  was  performed.  Tachypnea 
and  dyschronous  breathing  continued  and  the 
patient  was  unable  to  be  weaned  despite  mul- 
tiple attempts  with  pressure  support  and  short 
blow-by  trails.  A feeding  jejunostomy  was  in- 
serted to  replace  intravenous  hyperalimen- 
tation. Nutritional  assessment  indicated  that 
the  caloric  intake  was  adequate  and  appropri- 
ate. No  further  progress  was  apparent  at  the 
end  of  five  weeks  in  the  ICU.  Chest  x-ray  films 
showed  a diffuse  "honey-comb"  pattern  with 
interstitial  infiltrates  and  normal  heart  size.  The 
FiO^  could  not  be  reduced  below  0.45. 

The  patient  had  lucid  periods  during  which 
he  was  able  to  respond  appropriately  to  simple 
commands.  It  was  not  possible  to  adequately 
assess  his  desire  for  continued  mechanical 
ventilation;  however,  he  became  extremely 
agitated  and  distressed  whenever  the  ventila- 
tor support  was  reduced.  The  primary  care 
physician  who  had  not  been  directly  involved 
in  the  critical  care  management  but  who  had 
known  the  patient  and  family  for  more  than  20 
years  felt  that  the  situation  was  hopeless,  as  did 
the  ICU  nursing  staff.  Almost  daily,  the  primary 
care  physician  would  verbally  express  to  the  pulmo- 
nologist who  was  overseeing  the  management 
his  desire  that  the  patient  be  sedated  and 
mechanical  ventilation  be  terminated  so  that 
the  patient  could  die  with  dignity.  Although  the 
family  listened  to  both  of  the  physicians  and 
appeared  to  agree  with  the  primary  care  physi- 
cian, they  were  unable  to  resolve  in  their  own 
minds  what  the  patient's  desire  might  be  since 


he  had  always  loved  life  and  living  and  never 
talked  about  dying.  The  family  expressed  con- 
cern that  the  possibility  of  prolonged  mechani- 
cal ventilation  might  cause  him  great  suffering 
and  they  worried  about  the  impact  it  would 
have  on  their  very  limited  financial  resources. 

Competence,  Beneficence  and  Uncertainty. 

One  would  not  criticize  the  pulmonologist's 
competence  for  the  numerous  technological 
interventions  he  applied  because  the  science 
of  medicine  is  being  exercised  responsibly:  i.e., 
each  individual  intervention  falls  within  usual 
and  customary  and  medical  practice  and  is 
based  on  widely  acknowledged  scientifically 
substantiated  findings.  Furthermore,  each  symp- 
tom is  being  addressed  resourcefully.  But  the 
primary  care  physician's  counsel  against  con- 
tinuing the  interventions  coupled  with  the 
family's  indecision  cast  doubts  on  the  certainty 
of  the  present  course,  necessitating  that  the 
pulmonologist  reconsider  the  efficacy  of  con- 
tinuing with  more  and  more  intervention,  how- 
ever successfully  they  may  be  in  alleviating 
specific  medical  complications. 

Part  of  what  the  physician  is  dealing  with  is 
that  in  today's  environment  of  technological 
possibility  the  incentive  to  proceed  as  each 
new  complication  arises  is  powerful.  Our  abil- 
ity today  to  intervene  in  suffering  caused  by 
illness  or  injury  barely  taps  the  life-generating 
potential  still  waiting  to  be  harnessed.  Since  the 
physician  is  legally  and  morally  bound  to  try  to 
do  what  is  best  for  the  patient,  technological 
progress  acts  as  an  incentive  to  proceed.®  Espe- 
cially when  the  patient  manifests  an  intractable 
downhill  course  involving  suffering,  loss  and 
debilitation,  the  belief  that  more  should  be 
better  sometimes  is  compounded  by  the 
plethora  of  possibilities  for  intervention  that 
present  themselves  for  consideration. 

The  medical  ethics  concept  of  beneficence 
provides  one  important,  though  seldom  con- 
sidered, resource  for  physicians.  It  is  the  con- 
cept that  traditionally  supported  the  idea  of 
"more  is  better"  but  now  is  being  rethought  so 
that  it  can  provide  guidance  regarding  the 
morally  justifiable  reasons  for  doing  less  rather 
than  more  in  situations  of  uncertainty.^ 

As  an  ethics  concept,  beneficence  usually  is 
assigned  the  stringency  of  a duty.'°  Applied 
within  the  medical  context  it  means  "doing 
what  is  best  for  the  patient"  and,  traditionally 
that  has  entailed  doing  whatever  is  possible." 
The  pulmonologist  in  the  case  study  is  a living 
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part  of  the  tradition  of  medicine  itself  which 
dilemma.’®  Generally  speaking,  the  patient's 
judgement  of  appropriateness  means  that  what 
seems  reasonable  and  customary  ("ordinary") 
from  a medical  viewpoint  may  be  judged  he- 
roic ("extraordinary")  from  the  patient's.'^  In 
other  words,  the  patient's  idea  of  when  enough 
is  enough  may  come  much  sooner  (or  later) 
that  the  physician's  independently-arrived-at 
judgment. 

In  the  case  presented,  the  bad  news  is  that 
this  patient's  informed  wishes  were  not  easy  to 
obtain  or  interpret,  leaving  the  physician  with 
additional  questions  about  how  far  to  push 
intervention.  He  knows  that  the  patient  should 
be  a collaborator  notwithstanding  the  dazzling 
possibilities  provided  by  technological  progress. 
He  knows  that  the  competent  physician  today 
morally  is  required  to  alter  the  canvas  created 
by  her  or  his  own  brush  strokes  with  those 
provided  by  other  professionals'  consultation 
and  the  patient's  and  family's  wishes.  Some 
studies  are  sobering  insofar  as  they  show  that 
the  success  of  our  mechanisms  to  gain  reliable 
input  and  negotiate  differences  is  only  imper- 
fectly realized  today.^°-^’  Still,  the  pulmonologist 
knows  that  he  should  spend  some  more  time 
with  the  family  and  perhaps  with  other  people 
who  know  the  patient  well,  and  to  consult 
further  with  other  team  members  who  offered 
the  cautionary  note.  The  pulmonologist's  initial 
response  — that  the  family's  vague  uncertainty 
is  disabling  and  that  the  primary  care  physician 
and  ICU  nurses  are  a source  of  discomfort 
because  of  their  apparent  lack  of  trust  of  his 
judgement  — now  can  be  revised.  This  same 
group  becomes  a valuable  and  even  critical 
resources  to  help  decrease  his  degree  of  uncer- 
tainty. 

Competence,  Compassion  and  Uncertainty 

The  profession  of  medicine  always  hasfound 
guidance  in  its  oaths,  codes,  prayers  and  other 
ethical  guidelines.  Usually  such  guides  have 
focused  on  duties  and,  more  recently,  rights  of 
the  several  parties  involved.  However,  others 
also  have  emphasized  character  traits  and  vir- 
tues that  guide  practice  into  channels  consis- 
tent with  the  highest  ideals  of  the  profession. 
For  example,  the  first  Item  of  the  American 
Medical  Association  Principles  of  Medical  Eth- 
ics states  that  the  physician  should  be  "dedi- 
cated to  providing  competent  medical  service 
with  compassion  and  respect  for  human  dig- 
nity 

The  notion  of  the  compassionate  physician 


is  an  ideal  that  embodies  several  character 
traits  and  is  deeply  embedded  in  the  Judeo- 
Christian  tradition.  Compassion,  literally  trans- 
lated, means  "to  suffer  with",  but  its  use  in 
reference  to  the  health  professional  more  often 
implies  a caring  disposition  characterized  by 
warmth,  gentleness,  kindness,  sensitivity  to 
patient's  needs,  and  patience.^^  This  type  of 
physician,  willing  to  abide  with  the  suffering 
person,  provides  the  most  basic  comfort  for  the 
larger  uncertainties  faced  by  the  patient  and 
her  or  his  loved  ones.  Often,  but  not  always, 
compassion  is  treated  as  a necessary  comple- 
ment to  the  more  objective,  scientific  analysis 
of  the  patient's  condition.^"* 

A willingness  to  "stay  in  there"  with  a patient 
who  represents  a situation  of  high  uncertainty 
creates  a constant  challenge  for  the  physician 
and  the  entire  health  care  team.  The  need  to  be 
cognizant  of  what  one  is  doing  to  the  patient, 
and  why,  goes  to  the  very  core  of  the  physician's 
training,  and  often  manifests  itself  as  failure 
when  uncertainty  looms.  Often  the  response  at 
such  a juncture  is  less  than  caring.  One  study 
shows  that  as  the  technology  fails  to  create  an 
overall  positive  outcome,  physicians  and  nurses 
cling  ever  more  tenaciously  to  the  smaller 
successes,  a phenomenon  they  call  the  "micro- 
certainty, macrocertainty  phenomenon".  The 
goal  is  to  minimize  vvhat  is  going  wrong  or  what 
they  might  have  done  differently  up  to  this 
point. It  is  well  documented  that  as  the  overall 
plan  of  action  fails  in  the  technology-intensive 
environment  of  the  ICU,  acute  stress  and  blame 
among  health  professionals  on  the  team  in- 
creases.^® These  responses  to  failure  and  the 
interactions  that  occur  under  these  stressful 
circumstances  actually  threaten  the  patient's 
well-being.  Fostering  the  ideal  of  a confident, 
knowledgeable  physician  is  applaudable,  all 
things  being  equal,  but  when  it  is  undertaken  at 
the  price  of  true  compassion,  the  physician's 
priorities  are  misplaced.  The  physician  cited  at 
the  beginning  of  this  article  and  the 
pulmonologist  and  primary  care  physician  in 
our  case  study  all  have  an  opportunity  to 
express  their  caring.  The  humility  of  acknowl- 
edging uncertainty  when  all  other  avenues  of 
knowledge  have  been  exhausted  can  be  con- 
veyed as  a larger  acknowledgment  that  the 
physician  and  patient  are  bonded  in  their  finite- 
ness.^^  As  one  26  year  old  patient  reflected,  the 
physician's  obvious  distress  at  not  being  able  to 
get  at  the  bottom  of  the  patient's  problem  was 
a source  of  reassurance  in  itself.  Throughout 
the  patient's  course  of  eventual  diagnosis,  treat- 
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merit  and,  finally,  death  from  a rare  cancer,  the 
patient  referred  back  to  that  expression  of 
human  caring  as  one  of  the  most  important 
moments  in  his  five  month  course.^®  Compas- 
sion viewed  as  a resource  integral  to  fostering 
the  well  being  of  a patient  rather  than  as  a fall- 
back position,  diminishes  the  destructive  power 
of  uncertaint. 

Conclusions 

In  a world  of  increasingly  complex  medical 
technology,  medical  uncertainty  is  a frequent 
companion  in  the  practice  of  medicine.  Al- 
though in  some  cases  this  uncertainty  cannot 
be  totally  eliminated,  resources  are  available  to 
assist  the  physician  in  difficult  decision  making. 
In  addition  to  the  need  for  individual  compe- 
tence, the  physician  can  also  utilize  the  con- 
cept of  beneficence  to  temper  the  application 
of  technology,  while  knowledge  of  the  bound- 
aries of  probability  is  important  to  modulate 
the  use  of  medical  resources.  The  wishes  of  the 
patient,  when  known,  become  a compelling 
force  to  overcome  uncertainty,  and  compas- 
sion helps  to  alleviate  the  frustrations  that  ac- 
company uncertainty  and  failure  to  achieve  the 
desired  therapeutic  goals.  The  appropriate  use 
of  these  resources  not  only  will  reduce  medical 
uncertainty  but  also  will  assure  that  the  patient's 
dignity  and  well  being  are  of  foremost  concern. 
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PRIMARY  infection  with  varicella- 
zoster  virus  (VZV)  results  in 
chickenpox.  Chickenpox  dur- 
ing pregnancy  can  be  life-threatening  for  either 
the  mother  or  the  infant.  Since  chickenpox  is 
such  a common  and  contagious  childhood 
infection,  most  women  are  seropositive  for 
VZV  by  the  time  they  reach  child-bearing  age. 
A woman  with  a history  of  chickenpox  during 
childhood  can  be  presumed  to  be  seropositive 
with  IgG  antibodies  against  VZV.  These  IgC 
antibodies  not  only  are  protective  for  the  mother 
but  they  may  cross  the  placenta  and  protect  the 
fetus  as  well.  However,  it  has  been  estimated 
that  approximately  5%  of  women  between  the 
ages  oM5  and  40  years  are  seronegative  for 
VZV.’  These  women  are  at  risk  to  develop 
chickenpox  if  exposed  to  VZV  during  preg- 
nancy. The  incidence  of  chickenpox  during 
pregnancy  has  been  estimated  to  between  1 
and  5 cases  per  10,000  pregnancies.^ 

It  is  well  known  that  varicella  infection  is  a 
more  serious  illness  in  adults  than  in  children. 
Moreover,  pregnant  women  who  develop 
chickenpox  have  a particularly  high  rate  of 
pheumonia  that  may  result  in  significant  mor- 
bidity of  mortality.’  The  explanation  for  the 
increased  frequency  and  severity  of  varicella 
pneumonia  may  be  related  to  alterations  in 
pulmonary  mechanics  or  elevated  glucocorti- 
coid levels  during  pregnancy.’  In  a recent  re- 
view Broussaard  and  colleagues  reported  that 
untreated  pregnant  women  with  varicella  pneu- 
monia have  a mortality  rate  of  36%.’  These 
investigators  and  others  have  used  the  antiviral 
agent,  acyclovir,  to  successfully  treat  severe 
variculla  infections  in  pregnant  women. 

Acylovir  can  cross  the  placenta  and  acts  by 
inhibiting  viral  DNA  synthesis.  Since  the  safety 
of  acyclovir  use  during  pregnancy  has  not  been 
conclusively  established,  acyclovir  should  be 
reserved  for  treatment  of  maternal  infections 
that  are  considered  life-threatening.'^ 

The  effects  VZV  on  the  fetus  appear  to  be 
highly  dependent  upon  the  timing  of  the  mater- 


nal infection.  Chickenpox  during  the  first  tri- 
mester can  result  in  a constellation  of  congeni- 
tal malformations  known  as  the  "varicella 
embryopathy".  Laforet  and  Lynch  described 
the  first  case  of  varicella  embroypathy  in  1 947.^ 
The  clinical  features  of  varicella  embryopathy 
include  cicatricial  skin  lesions  that  correspond 
to  a dermatome  distribution;  skeletal  anoma- 
lies such  as  hypoplasia  of  extremities  and  digits; 
eye  anomalies  such  as  chorioretinitis,  micro- 
ophthalmia, nystagmus,  cataracts,  and  corneal 
opacities;  gastrointestinal  anomalies  such  as 
duodenal  stenosis;  genitourinary  anomalies 
such  as  hydronephrosis,  absence  of  a kidney, 
and  undescended  testes;  and  neurologic  anoma- 
lies such  as  hydrocephalus,  cortical  atrophy, 
microcephaly,  and  cranial  nerve  palsies.^  The 
risk  of  varicella  embryopathy  following  first 
trimester  chickenpox  has  been  reported  to 
range  from  0 to  9%^’°.  It  is  conceivable  that 
passive  immunization  of  VZV  seronegative  preg- 
nant women  with  varicella-zoster  immuno- 
globlin  (VZIG)  could  modify  the  maternal  infec- 
tion and  protect  the  fetus  from  the  develop- 
ment of  varicella  embryophathy.^  Therefore, 
VZV  seronegative  pregnant  women  who  have 
had  signifcant  exposure  to  VZV  should  be 
considered  candidates  to  receive  VZIG.  VZIG 
should  be  administred  within  96  hours  of  expo- 
sure, preferably  sooner.^ 

Infants  born  to  women  who  develop  chicken- 
pox  near  the  time  of  delivery  are  also  at  risk  to 
develop  serious  or  fatal  VZV  infections.  The 
timing  of  the  maternal  infection  as  compared  to 
the  infant's  delivery  appears  to  be  of  central 
importance.  Invants  born  to  mothers  who  de- 
velop the  chickenpox  rash  in  the  interval  from 
5 days  prior  to  delivery  to  2 days  after  delivery 
are  at  greatest  risk  to  develop  severe 
chickenpox^.  The  onset  of  varicella  in  these 
infants  tends  to  occur  at  approximately  7 to  1 0 
days  of  age  and  the  case-fatality  rate  has  been 
reported  to  be  approximately5%.^.  The  expla- 
nation for  the  severity  of  this  form  on  varicella 
is  related  to  the  passage  of  protective  antibod- 
ies from  the  mother.  If  the  fetus  remains  in  utero 
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long  enough  to  acquire  maternally-derived  VZV- 
IgG,  then  the  infant  will  likely  develop  a milder 
case  of  chickenpox.  If  the  infant  is  born  without 
having  acquired  maternal  antibodies,  then  the 
infant  may  develop  fulminant  and  sometimes 
fatal  chickenpox.  Therefore,  the  American  Acad- 
emy of  Pediatrics  Committee  on  Infectious 
Diseases  has  recommended  passive  immuni- 
zation with  VZIG  to  newborn  infants  whose 
mothers  develop  chickenpox  between  5 days 
before  or  up  to  2 days  after  delivery.  The  dose 
of  VZIG  is  1 25  U and  should  be  given  as  soon 
as  possible  after  delivery.^ 

Since  the  majority  of  maternally-derived  IgG 
antibodies  cross  the  placenta  during  the  last 
trimester,  premature  infants  may  be  born  with 
very  low  VZN-IgG  titers  regardless  of  their 
mother's  antibody  status.  Therefore,  it  is  recom- 
mended that  VZIG  be  given  to  hospitalized 
premature  infants  (<28  weeks  gestation  or  > 
100  grams)  who  have  been  exposed  to 
chickenpox.  Hospitalized  premature  infants^’ 
28  weeks  who  have  been  exposed  to 
chickenpox  should  also  receive  VZIG  if  their 
mother  has  a negative  history  of  VZV  infec- 
tion.^ 

Maternal  chickenpox  during  mid-gestation 
appears  to  have  less  severe  consequences  on 
the  fetus  than  when  chickenpox  occurs  early  in 
gestation  or  at  the  time  of  delivery.  However, 
children  born  to  mothers  who  have  had  chicken- 
pox  during  mid-gestation  may  be  a increased 
risk  to  develop  zoster  (shingles)  during  infancy.^ 


In  conclusion,  chickenpox,  during  pregnancy 
can  have  serious  ramifications  for  both  the 
mother  and  fetus.  With  the  advent  of  antiviral 
agents  such  as  acyclovir  and  immunopro- 
phylaxis compounds  such  as  VZIG,  many  of 
these  complications  can  be  successfully  man- 
aged or  prevented. 
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AUXILIARY 

A New  Name 


COLLEEN  ADAM 
Field  Director,  AMAA 


On  May  26,  1992,  Dr.  Edward  H.  Cary  of 
Dallas,  Texas,  introduced  a resolution  to  the 
AMA  House  of  Delegates  that  contained  a 
"respectful"  request  from  the  Woman's  Auxil- 
iary to  the  State  Medical  Association  of  Texas 
"to  organize  a Woman's  Auxiliary  to  the  Ameri- 
can Medical  Association.  Since  that  time,  the 
name  of  the  organization  has  not  changed 
significantly.  The  word  "Woman's"  was  dropped 
from  the  name  in  1975  when  a Bylaws  change 
made  it  possible  for  the  growing  number  of 
male  physicians'  spouses  to  join.  That  same 
year,  the  purposes  became  exclusively  educa- 
tional and  charitable: 

* to  assist  in  those  programs  of  the  Ameri- 
can Medical  Association  that  improve  the 
health  and  quality  of  life  for  all  people; 

* to  promote  health  education; 

* to  encourage  participation  of  volunteers 
in  activities  that  meet  health  needs;  and 

* to  support  health-related,  charitable  en- 
deavors. 

Although  the  name  has  not  changed,  other 
factors  have;  for  one,  the  people  who  work  to 
fulfill  those  purposes.  The  organization's 
founders,  while  every  bit  as  talented  and  ener- 
getic as  today's  members,  probably  fit  the 
stereotypical  volunteer  image:  they  were 
women  and  homemakers.  Today's  physicians' 
spouses,  however,  may  be  men;  women;  home- 
makers; career  professionals;  married  to  a phy- 
sician in  training,  in  practice,  or  retired;  of 
different  beliefs,  cultures,  and  ways  of  life. 

While  what  an  organization  does  may  be 
more  important  than  what  it  is  called,  the  name 
must  be  consistent  with  people's  perception  of 
the  organization's  purpose.  If  a name  projects 
no  identity,  the  wrong  identity,  a mixed  mes- 
sage, or  is  outmoded,  it  affects  the  way  the 
organization  is  perceived.  So  as  a communica- 
tions device  that  describes  what  an  organiza- 
tion is  and  does,  a name  plays  a vital  role  in 
membership  and  other  concerns. 

These  were  among  the  issues  put  before  the 
AMA  Auxiliary  Long-Range  Planning  Commit- 


tee in  April  1 991  when  it  was  asked  to  consider 
whether  the  term  "auxiliary"  is  relevant  in  today's 
society,  and  if  not,  by  what  name  should  the 
organization  be  known. 

In  order  to  completely  explore  the  ramifica- 
tions of  the  potential  name  change,  the  Long 
Range  Planning  Committee  enlisted  the  help  of 
the  AMA  Vice  President  for  Strategic  Planning 
and  Information  Resources,  Bruce  E.  Balfe. 
With  Mr.  Balfe's  assistance,  an  in-depth  survey 
on  the  auxiliary's  purpose,  image,  and  identity 
was  developed.  Among  those  responding  to 
the  questionnaire  were  auxiliary  members, 
medical  society  leaders,  national  committee 
members,  state  presidents  and  presidents-elect, 
and  staff  executives.  A total  of  417  question- 
naires were  completed,  well  over  70%  of  those 
distributed. 

Based  on  the  findings  of  the  survey,  a variety 
of  name  and  tagline'options  were  developed. 
The  final  recommendation  of  the  Long  Range 
Planning  Committee  and  the  Board  of  Direc- 
tors was  to  change  the  name  to:  AMERICAN 
MEDICAL  ASSOCIATION  ALLIANCE.  The 
board  also  voted  to  recommend  that  whether 
or  not  the  name  was  changed,  a tagline  that 
clearly  defines  the  membership  of  the  organiza- 
tion be  used  with  the  name:  PHYSICIANS' 
SPOUSES  DEDICATED  TO  THE  HEALTH  OF 
AMERICA.  Among  the  factors  that  led  to  the 
board's  decision  to  recommend  a name  change 
was  the  continued  discussion  about  the  rel- 
evancy of  the  present  name.  Board  members 
noted  that  auxiliary  members  who  suggest  a 
change  in  the  name  feel  very  strongly  that  it  is 
a deterrent  to  gaining  the  support  of  male, 
career,  and  younger  physicians'  spouses. 

The  decision  regarding  the  name  of  the 
organization  was  finally  put  to  the  House  of 
Delegates  in  June,  1992.  An  overwhelming 
majority  of  delegates  voted,  by  ballot,  to  change 
the  name  to  the  American  Medical  Association 
Alliance,  and  to  add  the  proposed  tagline. 

The  Board  of  Directors  believes  that  the 
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year-long  study  demonstrated  to  members  how 
important  their  views  are  to  their  national  lead- 
ers. Further,  they  believe  that  this  new  name 
more  accurately  reflects  the  lifestyles  of  the 


physician  spouses  and  the  society  in  which 
they  live. 

The  new  name  will  go  into  effect  in  June, 
1 993,  following  a Bylaws  change  at  the  House 
of  Delegates. 


WELCOME  NEW  MEMBERS 


Marie  T.  Greally,  M.D. 

Dept,  of  Genetics 
601  N.  30th  St. 

Omaha,  NE  68131 

Susan  Swindells,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  681 98 

Martin  W.  Wetzel,  M.D. 

2566  St.  Mary's  Ave. 

Omaha,  NE  68105 

Therese  S.  Park,  M.D. 

1 700  N.  Victory  Rd.,  Bldg.  1 6 
Norfolk,  NE  68702-1209 

Keith  C.  Leatherbury,  M.D. 

2350  N.  Clarkson 
Fremont,  NE  68205 

Patrick  A.  Hotovy,  M.D. 

2101  Lincoln  Ave. 

York,  NE  68467 

Douglas  S.  Campbell,  M.D. 

1414  S.  Washington  St. 
Papillon,  NE  68128 

William  B.  Glomb,  M.D. 

8552  Cass  St. 

Omaha,  NE  68114 


Kean  D.  Griffith,  M.D. 

270  N.  Doctors  Bldg. 

4242  Franam  St. 

Omaha,  NE  68131 

Ramakrishna  L.  Reddy,  M.D. 

3838  Dewey  Ave. 

Omaha,  NE  68105 

David  D.  Johnson,  M.D. 

P.O.  Box  1089 
Imperial,  NE  69033 

Abraham  Rivera,  M.D.  (reinstated) 
505  Park  St. 

Genoa,  NE  68640 

J.B.  Wallace,  M.D. 

2107  Box  Butte  Ave. 

Alliance,  NE  69301 

Scott  C.  Elston,  M.D. 

2107  Box  Butte  Ave. 

Alliance,  NE  69301 

Stephen  C.  Stripe,  M.D. 

802  - 4th  St. 

Humboldt,  NE  68376 

Paul  J.  Guidos,  M.D. 

Madonna  Rehabilitation  Hospital 
5401  South  St. 

Lincoln,  NE  68506 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

MONDAY-SATURDAY,  OCTOBER  1 2-1  7, 1 992 
— Emergency  Medical  Review  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

THURSDAY-SATURDAY,  DECEMBER  3-5, 1 992 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Cyn  Society  Annual  Scientific 
Session),  Bally's,  Las  Vegas,  Nevada,  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275. 

THURSDAY  EVENING,  DECEMBER  1 0, 1 992  - 
Heartland  Risk  Reduction  society,  "The  Circa- 
dian Variation  of  Cardiovascular  Events", 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Health  care  providers  who  treat 
patients  with  atherosclerotic  vascular  diseases. 
Fee:  No  Charge. 

SATURDAY,  FEBRUARY  6,  1 993  - Advances  in 
the  Diagnosis  and  Management  of  Cardio- 
vascular Disease,  Marriott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians. 

SATURDAY-THURSDAY,  FEBRUARY  28  - 
MARCH  5,  1993  — 11th  Annual  Park  city 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Hotel,  Park  City, 
Utah,  Target  Audience:  Otolaryngologists, 
Facial  Plastic  Surgeons,  Allergists,  Primary 
Care  Physicians,  Fee:  $400. 

WEDNESDAY  EVENING,  MARCH  3,  1993  - 
Heartland  Risk  Reduction  Society,  'The  Clini- 
cal importance  of  Lipoprotain(a)  [Lp(a)]",  The 
Plaza  Club,  Kiewit  Plaza,  Omaha,  Nebraska, 
Target  Audience:  Health  care  providers  who 
treat  patients  with  atherosclerotic  vascular 
diseases. 

MARCH  22-APRIL  2,  1993  - 11  days.  Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska,  Target 


Audience:  Family  Physicians;  Fee:  $100-two 
week  session;  $750-oneweeksession,  $1 250 

- split  sessions. 

THURSDAY-SATURDAY,  APRIL  1 5-1 7, 1 993  - 
Perplexing  Clinical  Issues  in  Women  Patients, 
Marriott  Hotel,  Omaha,  Nebraska. 

APRIL  26-MAY  4,  1 993  — 1 1 days.  Family  Prac- 
tice Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,Target  Audi- 
ence: Family  Physicians,  Fee:  $1100  - two 
week  session,  $750-oneweek session,  $1 250 

- split  sessions. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society,  "Use  of 
Transdermal  Nicotine",  The  Plaza  club,  Kiewit 
Plaza,  Omaha,  Nebraska,  Target  Audience: 
Health  care  providers  who  treat  patients  with 
antherosclerotic  vascular  diseases.  Fee:  No 
charge. 

ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.-  12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

OCTOBER  24,  1992  — Advances  in  Pediatric 
Cardiology. 

NOVEMBER  21,  1992  — Common  Infectious 
Diseases  of  Children. 

DECEMBER  5,  1 992  — Youth  Sports  Medicine. 

JANUARY  9, 1 993  — Advances  In  Neonatology. 

FEBRUARY  1 3, 1 993  — Adolescent  Medicine  & 
Gynecology. 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics 

APRIL  3,  1993  — Pediatric  Emergencies. 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders. 

JUNE  5,  1993  - Renal  Disease  in  Children. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 
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PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

These  programs  are  offered  by  the  Center  for  continu- 
ing Education  throughout  the  year. 

For  Further  Information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
600  south  42nd Street,  Omaha,  NF  681 98-5651.  Call  (402) 
559-4 152  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-5915. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

GOTH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Onnaha  Mid-West  Clinical  Society,  Novem- 
ber 5,  6,  and  7,  1992  (Thursday,  Friday,  and 
Saturday),  Red  Lion  Hotel,  Omaha. 

For  informaUon  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 

LINCOLN'S  SPECIALTY  CARE 

JANUARY  8 & 9 1 993  —Third  Annual  Focus  on 
Family  Practice  Seminar.  Ramada  Hotel  and 
Conference  Center,  Lincoln,  Nebraska.  Spon- 
sored by  Lincoln's  Specialty  Care,  Lancaster 
County  Medical  Society  and  Lincoln  Medi- 
cal Education  Foundation.  Fee  $100. 

For  more  informaction  contact  1-800-MED-LINC  and 
ask  for  Wendy  Birdsall  or  Marilvn  Baalhorn. 

MAYO  FOUNDATION 

OCTOBER  30-31,  1992  — Sexual  Counseling: 
New  Directions  and  Methods,  Rochester, 
Minnesota. 

NOVEMBER  1 4-1 5,  1 992  - Monitoring  Neural 
Function  During  Surgery,  Rochester,  Minne- 
sota. 

NOVEMBER  13-14,  1992  — Update  on  Inflam- 
matory Bowel  Disease,  Rochester,  Minne- 
sota. 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,  1992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  - Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25,  1 992  August  20,  2 1 & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 

write  to:  The  Lipid  Disorders  Training  Center,  S249 

Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 

Call:  319/335-8203. 

NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates,  April 
22-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


CREIGHTON  UNIVERSITY 

OCTOBER  9,  1992  — T.T.  Smith  Lecture,  Boys 
Town  National  Research  Hospital  Audito- 
rium, 12:00  p.m.-l:00  p.m. 

OCTOBER  15, 1992  — Office  Stress  Testing  and 
Holter  Monitoring  for  the  Family  Physician, 
Georgetown  Club,  Omaha,  NE. 

OCTOBER  16-17,  1992  - Third  Annual  Child 
Abuse  Conference,  Children's  Hospital  and 
Red  Lion  Hotel,  Omaha,  NE. 

OCTOBER  30-31,  1992  — Cleft  Lip  and  Palate: 
The  Role  of  Professionals  in  the  Home  Com- 
munity, Mahoney  State  Park  Conference 
Center,  Ashland,  NE. 

NOVEMBER  6,  1992  — Come  Home  To 
Creighton,  Student  Center,  Creighton  Uni- 
versity, Omaha,  NE. 

NOVEMBER  1 8,  1 992  — Distinguished  Lecture 
Series,  Travis  Solomon,  M.D.,  Ph.D.,  Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

NOVEMBER  19,  1992  — Update  in  Ultra- 
Sonography,  Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  20-21,  1992  - 7th  Annual  A Day 
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With  The  Perinatologists,  Marriott  Hotel, 
Omaha,  NE. 

JANUARY  12,  1993  — Distinguished  Lecture 
Series,  John  Mendelsohn,  M.D. 

MARCH  1 7,  1993  — Distinguished  Lecture  Se- 
ries, Arthur  Kling,  M.D.,  Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

APRIL  21,1 993  — Distinguished  Lecture  Series, 
Philip  J.  DiSaia,  M.D.,  Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

MAY  20-23,  1993,  Balance  Disorders  Course, 
Boys  Town  National  Research  Hospital, 
Omaha,  NE. 

JUNE  16,  1 993  — Distinguished  Lecture  Series, 
Joyce  Lashoff,  M.D.,  Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

JULY  25-30,  1993  — International  Humane  Vi- 
tae Conference,  25th  Anniversary  Celebra- 
tion, Holiday  Inn  Central,  Omaha,  NE. 

For  more  information  contact  Sally  C.  O'Neill,  Ph.D., 

Associate  Dean,  Creighton  University  CME  Division,  2500 

California  Street,  Omaha,  NE  68 1 78. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certitication.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 
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IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


jOHN  C.  CLOTHIER,  M.D.  (Born  July  1 7,  1 920 

— died  May  17,  1992)  Medical  Specialty  - 
Tuberculosis  (Administrative  Medicine).  Doc- 
tor Clother  was  a graduate  of  Creighton 
University  School  of  Medicine  in  1945  and 
practiced  in  Lincoln.  Hewasa  member ofthe 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 

GEORGE  T.  ALLIBAND,  M.D.  (Born  August  31, 
1 91 2 - died  May  2,  1 992)  Medical  Specialty 

- Ophthalmology.  Doctor  Alliband  was  a 
graduate  of  the  University  of  Nebraska  Col- 


lege of  Medicine  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. 

j.  WILLIAM  HERVERT,  M.D.  (Born  May  22, 
1 904  — died  August  20,  1 992)  Medical  Spe- 
cialty - Internal  Medicine.  Doctor  Hervert 
was  a graduate  ofthe  University  of  Nebraska 
College  of  Medicine  in  1 93 1 and  practiced  in 
Lincoln.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 


AMA  NEWS  NOTES 


FBI  INVESTIGATES  HEALTH  FRAUD 

AMA  lawyers  addressed  the  first  of  several 
regional  training  sessions  for  Federal  Bureau  of 
Investigation  agents  who  have  been  assigned  to 
the  health  care  fraud  task  force.  The  meeting 
took  place  in  Tampa,  Fla.  William  Esposito, 
Chief  of  the  White  Collar  Crime  Section,  has 
told  the  AMA  that  the  FBI  wants  to  work  with 
the  profession  to  identify  false  billing  at  hospi- 
tals, nursing  homes,  clinics  and  pharmacies. 
Physicians  are  not  the  target  of  the  investiga- 
tion. The  AMA  attorneys  told  the  agents  about 
the  importance  of  not  interfering  with  physi- 
cians' clinical  decisions. 

★ ★ ★ 


BRIEF  SUPPORTS  NUCLEAR  PHYSICIANS 

The  AMA  has  filed  a friend-of-the-court  brief 

in  a petition  urging  the  California  Health  and 

Welfare  Agency  to  open  a facility  for  disposing 

of  low-level  radioactive  waste  by  jan.  1 , 1 993.  If 

the  opening  of  the  facility  is  delayed,  physicians 

will  have  to  curtail  treatments  that  generate 

such  waste.  "Seldom  has  a petition  presented  a 

more  dire  life-or  death  situation,"  according  to 

the  amicus  brief,  which  the  AMA  filed  in  support 

of  the  American  College  of  Nuclear  Physicians 

and  Society  of  Nuclear  Medicine. 

* ★ ★ 


288  Nebraska  Medical  Journal  October  1992 


New  Product  Spotijght 


rr 

Ci 


An  alphanumeric  pager  with 
a healthy  list  of  features. 


Motorola’s  ADVISOR  Afessa^e  Receiver  offers  24  standard 
features  for  your  convenience. 

• High  contrast  screen  displays  messages  up  to  240  characters,  80  characters  at  a time. 

• User-friendly  design  tells  you  at  a glance  the  status  of  your  messages 

• Personal  message  file  lets  you  store  important  information  for  later  use 

• Optional  features  are  available  to  meet  special  needs 


W ^QQ  now  on  the  purchase  of  the  Motorola 
wCeVw  "Xw  advisor  Message  Receiver  with 
your  Nebraska  Medical  Association  member- 
ship. The  Association  will  also  receive  non-  e*rtrty 

dues  income  for  your  purchase.  **  ^ 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 
Omaha  9864  M St.  331-0607 


iooMioN 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

DarroU  J.  Loschen*  M.D.,  York President 

Robert  F.  Shapiro,  M.D.,  Lincoln President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

DarroII  J,  Loschen,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R,  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Garnet  J.  Blatchford,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Ceimbridge 

Royce  A.  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbickv.  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Herbert  A.  Hartman,  Jr.,  M.D.  Board  Liaison Omaha 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMI'TfEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

Russell  L.  Gorthey,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Phyllis  S.  Salyards,  M.D Hastings 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Cheu*les  D.  Gregorivs,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F,  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  ^ese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Aucb  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  Horton,  M.D.,  Dept  of  Heal  Liason  Lincoln 

Bruce  T.  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 


Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

David  K.  Fry,  M.D Columbus 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vonderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Samuel  E.  Boon,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  Board  Liaison Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Michael  J.  Sullivan,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

DarroU  J.  Loschen,  M.D.,  Board  Liaison York 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Eileen  C.  Vnutravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chria  C.  Caudill,  M.D.,  Chairholder Lincoln 

Perry  T.  William*,  M.D.,  Board  Liaison  Omaha 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Richard  M.  Fruehling,  M.D Grand  Island 

Roger  A.  Jacob*,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  11,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbiuff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Longvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Dorroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffmon,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitach,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbiuff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher Omaha 

Richard  E.  Jackson Pawnee  City 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Islemd 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  RURAL  HEALTH 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D. Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbiuff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L Kratoebvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAINCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBUC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deaths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  ^ard  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbiuff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-93 


LINCOLN,  cont. 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-551 1 

1-(8(X))  347-5880  9-93 


LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


□■■■■■  CONSULTATIVE 

□"■■■S  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Qinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 
CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 
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I LINCOLN,  cont.  I 
RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 
Board  Certified  Infectious  Disease 

1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)  489-1110 

Lincoln,  NE  68506  or  1-800-MED-LlNC 

9-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-91 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kaliprasad  N. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Ayala,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-91 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


pathology 

medical 

services 

pc. 
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A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.O. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALDA.DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICKA.KEEUN.M.D. 

DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHNF.  PORTERFIELD.  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D. TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-93 


SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 


GENERAL SURGERY 
Uoyd  E.  Tenney,  M.D. 
Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

•General  Surgery 
•Laser  and  Laparoscopic 
•Colon  and  Rectal  Surgery 
Day  or  Night  Phone: 
(402)  476-7561 


PERIPHERAL  VASCULAR  SURGERY 
David  H.  Bingham,  M.D. 
George  Papanicolaou,  M.D. 


•Non-invasive  Vascular  Diagnosis 
•Angioplasty  - Angioscopy 
•Vascular  Reconstructive  Surgery 
Med-Linc  Phone: 
1-800-633-5462 


2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-92 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  ff18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  681 22 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-92 


OMAHA,  cont^  | 


I LINCOLN,  cotit.M 
George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEP  DISORDER  MEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


C.A.  McWhorter,  m.d, 
(1918-1988) 

H.W.  McEADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  ’f’  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  -O-  STREET 
CORPORATE  CENTRE. 

SUITE  100 
Lincoln,  Nebraska  eesio 
PHONE:  402-488-7710 


i 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-93 

OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha.  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolm  C.  Filkins,  M.D.  , Emeritus 
Richard  II.  Meissner,  M.D, 
Everett  C.  Madson,  M.D. 

Peter  J,  Whitted,  M.D. 

Jolui  D.  Griffiths,  M.D. 

Icffcry  J.  Ilottinaii,  M.D, 
Michael  A.  IlaLsted,  M.D. 
Katliryii  E.  Hodges,  M.D. 


y 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1.  SCOnSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-3911 


OREGON  TRAIL  EYE  CLINIC 
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Part  I: 

A Riturist’s  Picture  of 
Health  Care  2000 


Part  II: 

Physician  / Hospital 
Organizational  Models 
for  the  Future 


For  information  contact: 


The  Hospital  Medical  Staff  Section 
Twentieth  Assembiy  Meeting 
December  3*7, 1992 
Opryiand  Hotei 
Nashviiie,  Tennessee 

Highlights  of  the  Interim  Meeting  will  include 
an  educational  program  on: 

A highly  recognized  consultant  in  health  care  issues  will  provide  his  perspective 
of  the  factors  that  will  influence  the  reform  of  the  health  care  system  in  the 
decades  to  come.  Having  painted  a picture  of  Health  Care  2000,  the  futurist  will 
respond  to  questions  of  a reactor  panel  which  will  focus  on: 

m the  role  of  organized  medicine  in  framing  the  future  health  care  delivery  system, 

■ the  role  physicians  will  play  in  shaping  the  future  and  assuring  adequate  access 
to  high  quality  health  care  services,  and 

■ the  impact  that  anticipated  changes  in  the  health  care  delivery  system  will  have 
on  the  hospital  medical  staffs  relationship  with  the  community  outside  the 
hospital  setting,  including  the  payers. 

The  relation  of  the  hospital  with  members  of  its  medical  staff  will  be  substantially 
impacted  by  the  forces  that  are  shaping  national  health  care  policy  and  the 
health  care  delivery  system  of  the  future.  The  HMSS  Representatives  will  learn: 

■ what  some  states  are  doing  to  serve  as  “laboratories”  for  alternative  health  care 
delivery  systems, 

■ what  the  AMA  is  doing  to  study  and  advise  physicians  on  the  appropriateness  of 
various  physician  / hospital  organizations,  and 

■ what  one  consultant  anticipates  will  ultimately  be  the  prognosis  for  organiza- 
tional relationships  between  health  care  providers. 

Hospital  Medical  Staff  Services 
American  Medical  Association 
515  North  State  Street 
Chicago,  I L 60610 
Phone  / 312  4644754  or  4644761 

Hospital 
Medical 
Staff 
Section 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13  th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


FAMILY  PRACTICE  (2)  SW  IOWA  - (BC/BE) 
Excellent  opportunity  for  two  FPs  to  join 
multispecialty  clinic  in  Creston,  Iowa.  OB  optional, 
limited  call,  progressive  83  bed  hospital,  competi- 
tive salary  and  benefit  package  in  a family-oriented 
community.  Send  CV  to  Mike  Brentnall,  Administra- 
tor, Creston  Medical  Clinic,  P.C.,  526  New  York 
Avenue,  Creston,  Iowa  50801;  515-782-2131. 

WISCONSIN -MICHIGAN -MISSOURI -OHIO 
— What  are  your  prerequisites  for  a practice? 
Strelcheck  & Associates,  an  extension  of  our  clients 
recruiting  departments,  has  several  opportunities 
which  might  be  of  interest  to  you.  We  currently 
represent  our  clients  in  the  areas  of  Allergy,  Derma- 
tology, Neurosurgery,  Occupational  Medicine, 
Oncology,  Orthopedics,  Otolaryngology,  Psychia- 
try and  Urology.  Locations  in  metropolitan  areas, 
mid-size  cities  on  lakes,  streams  or  near  forests  — 
you  choose.  To  discuss  your  practice  preferences 
and  these  opportunities,  please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Rd.,  Mequon,  Wl  53092. 

ACUTE  CARE,  INC.  — Seeking  full  and  part-time 
emergency  physicians,  and  medical  directors  for 
the  following  Iowa  communities.  Democratic  group, 
excellent  compensation,  paid  malpractice,  excel- 
lent benefit  package/bonuses  to  full-time  physi- 
cians. Other  locations  available.  Ames,  Audobon, 
Carroll,  Chariton,  Charles  City,  Creston,  Denison, 
Dyersville,  Pocahontas,  Sioux  City,  Winterset.  Con- 
tact Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  lA 
50021.  Phone  1-800-729-7813  or  (51 5)  964-2772. 


BEATRICE,  NE  — Physicians  needed  to  provide 
medical  care  for  developmentally  disabled  indi- 
viduals in  a small  progressive  city  in  southeast 
Nebraska.  Great  place  to  raise  a family.  Excellent 
schools.  Great  recreation  opportunities.  Hunter's 
paradise.  Close  to  major  university  and  university 
medical  center.  Competitive  salary,  excellent  ben- 
efits. Contact  Doctor  George  Lytton,  Beatrice  State 
Developmental  Center,  3000  Lincoln  Blvd.,  Beatrice, 
NE  68310.  (402)  223-2302.  An  Equal  Opportunity/ 
Affirmative  Action  Employer. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  EMERGENCY  MEDICINE,  OB/ 
GYN  AND  ACADEMICS:  Locations  from  the  lakes, 
rivers  and  forests  of  the  Great  Lakes  area  to  the 
rolling  plains  of  the  Heartland.  Whether  you  prefer 
a cosmopolitan  lifestyle,  a city  surrounded  by  na- 
ture and  the  beauty  of  the  four  seasons,  the  peace- 
ful rolling  farm  country,  or  perhaps  life  in  historic 
villages— there  is  something  for  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Red.,  Mequon,  Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508, 
phone  (402)  474-4472. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  K.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


ADVERTISER’S  INDEX 
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medit  ine  ttie  way  I 
think  It  shoiilil  he 

p4 1 ^w^^  w ffit  fl 
administrative 
overload.” 

Owen  Brodie, 
Ml),  joined 
Compl  lealth's 
locum  tenens 
medical  stall  in 
1 989,  after  2 1 
years  m private 
[iractice.  Since 
then  he  s worked  in  ternporarv  assignments 
in  stale  facilities,  filled  in  lor  attending  physicians, 
covered  for  (>rivate  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  lirodie  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-30.30 

Salt  laikc  City  ■ Atlanta  ■ Oand  Rapids,  Mich. 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Our  reputation  depends  oni 
our  exceeding  your 
expectations. 


Your  reputation  depends  on  a strong 
defense. 

Only  the  lawyers  in  our  firm  who 
specialize  in  medical  liability  represent 
doctors  insured  by  The  St.  Paul.  And, 
throughout  Nebraska,  only  the  most 
experienced  law  firms  work  for  you. 

Our  work  is  to  protect  your 
professional  reputation. 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation. 

You  will  find  The  St.  Paul's  claim 
representative  understands  the 
complexities  of  your  situation  as  well 
as  your  profession. 

Your  practice  and  your  reputation 
deserve  protection  from  a company 
with  more  than  $12  billion  in  assets. 

Call  your  independent  insurance 
agent  representing  The  St.  Paul. 

Or  call  Robert  Slaughter,  Vice 
President  and  General  Manager  in 
The  St.  Paul's  Omaha  Service  Office 
at  (402)  330-5400  or  1-800-642-8430. 


IStftuI 


Emil  Sodoro,  Sodoro,  Daly  and  Sodora 


pJk 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 


/c  . 77  NO.  11 


NOV.  1992 


Nebraska 

Iledical 

Journal 


[reighton  University  School  of  Medicine  Centennial  Issue 


Celebrating  one  hundred  years  of  teaching,  learning  and  caring 


The  steps  to  independence  at  the 
Methodist  Rehabilitation  Center  at 
Methodist  Hospital  are  never  made 
alone. 

An  interdisciplinary  team  of  top 
health  professionals  and  rehabilitation 
specialists  support  patient  efforts 
every  step  of  the  way.  Led  by  a physi- 
atrist,  a doctor  who  specializes  in 
physical  medicine  and  rehabilitation, 
other  team  members  include; 

• physical  therapists 

• occupational  therapists 

• speech-language  pathologists 

• neuro-psychologists/psychologists 

• rehabilitation  nurses 

• respiratory  therapists 

• chaplains 

• social  workers 

• dietitians 

Together,  they  offer  a comprehensive 
range  of  services  for  physical  dis- 
abilities related  to  stroke,  spinal  cord 
injuries,  amputations,  muscular  dys- 
trophy, head  injuries,  sports  injuries, 
and  many  others. 

Working  with  patients  and  families, 
the  Methodist  Rehabilitation  Center 
team  helps  patients  achieve  their 
optimal  level  of  function. 


MEIHOOST  ^ 

REHABIUWION 

CENTER 


A Service  of 
Nebraska  Methodist  Hospital 


8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 
(402)  390-4000 


Teamwork 

from  the 

Methodist  Rehabilitation  Center 


A salesman’s  primary  concern  is  to  sell.  That’s  precisely 
why  we  don’t  employ  any.  Our  general  agents  make  no 
commission,  and  work  exclusively  for  us.  So  they  spend 
less  time  selling,  and  more  time  advising,  informing 


and  preventing  problems  for  their  clients.  Their  success 
isn’t  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 


Til  Fat  ti  CfiiX r.  ;<.«)> c w.cj^ i.'  t '/j! 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport.  Omaha,  NE  68154  • (402)  334-9689 


STEREOTACTIC 

A D 1 0 S U R G E R Y 

AT  Clarkson  hospital 


STEREOTACTIC  RADIOSllGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, 0 lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 

Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

hospital 


Nehraska’s^j^i^£r  Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68 1 05 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reUective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha.  Nebraska  68114  • 402-397-5600 


AM  A NEWS  NOTES 


AMA  ISSUES  WARNING  ON 
ILLEGAL  DRUG  IMPORTS 

The  promotion  and  sale  of  unapproved  drug 
products  by  off-shore  and  overseas  mail-order 
houses  raise  several  serious  health  questions, 
the  AMA  warned  October2.  In  discussions  with 
the  FDA,  the  AMA  has  expressed  concern  about 
the  mail-order  houses  which  advertise  U.S.- 
patented  prescription  drugs  in  popular  maga- 
zines. Readers  are  able  to  order  the  drugs  by  toll- 
free  telephone,  often  at  greatly  reduced  prices 
and  apparently  without  a prescription.  Promo- 
tion and  distribution  of  unapproved  drug  prod- 
ucts in  this  country  is  illegal,  the  AMA  noted, 
citing  concerns  about  quality,  self-prescribing, 
and  lack  of  medical  supervision  that  could  ad- 
versely affect  the  patient.  "The  quality  of  so- 
called  'foreign  versions'  of  prescription  drugs  is 
often  unknown,"  the  AMA  said.  "In  some  cases 
the  drugs  are  counterfeits.  Directions  for  appro- 
priate use  of  the  product  may  be  inadequate. 
Finally,  the  ease  with  which  these  unapproved 


and  sometimes  potent  mail-order  drugs  can  be 
obtained  — frequently  without  a doctor's  pre- 
scription — raises  serious  concerns  about  self- 
medication. "The  AMA  has  issued  an  advisory  to 
physicians  nationwide. 

■k  * ir 

AMA  COOPERATING  WITH 
FBI  FRAUD  EFFORT 

The  AMA  is  continuing  its  participation  in  the 
FBI's  health  care  fraud  enforcement  initiative. 
The  AMA  is  taking  part  in  training  sessions  for 
FBI  agents  involved  in  health  fraud  investiga- 
tions, and  has  offered  its  self-regulatory  mecha- 
nisms to  aid  in  detecting  illegal  activity.  In  the 
past  two  years,  more  than  1 50  FBI  agents  have 
been  reassigned  to  health  care  fraud.  Health 
insurers  reportedly  are  pleased  by  the  effort, 
and  AMA  officials  note  that  the  program  also 
may  help  warn  physicians  about  schemes  com- 
monly employed  by  criminals  who  are  defraud- 
ing insurance  companies. 

★ ★ ★ 


6-A  Nebraska  Medical  Journal  November  1992 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Cold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  W1  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  Slates  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


Give 

your 

beeper 

the 

weekend 

off. 

You  became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beej^.  Get 
back  to  the  kind  of  medicine  you  want 
to  practice  in  the  Air  National  Guard. . 
'&u’U  start  as  an  officer,  learn  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
from  your  b^per  for  one  w^end  a 
montn  and  two  weeks  a year  call 
l-800-548-5541today. 


In  Lincoln  CalL 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 
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“A  multi-billion  dollar 
company  protects  my 
professional 
reputation.” 


I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 

My  insurer  spares  no  expense  in 
protecting  and  defending  my 
reputation.  Their  claim  representative 
understands  my  profession  and  is 
available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
I -800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 


IStAul 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


Jjdivley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
w/rite  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.U.,  2221  So.  17,  Suite  310.  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8V5  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Uo  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  .Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  .Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V4  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Uo  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  hut  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  .Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  .Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company. 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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Blit  sometimes  special  conditions  such  as  diabetes  or  jioor 
circulation  can  slow  the  body's  own  healing  process  or  stoji  it 
altogether. 

In  concert  with  your  care,  we  offer  a dedicated  team  of 
medical  professic^nals  and  new  technologies  that  have  proven 
successful  across  the  country  in  the  treatment  of  wounds  that  will 
not  heal. 

For  more  information  about  the  Bryan  W ound  Care  Center, 
call  us  at  483-8370.  Don't  accept  the  frustration  of  a wound  that 
just  won’t  heal.  There  is  new  hope  and  a neiv  way. 


Bryan  Wound  Care  Centef 

7441  O Street,  Suite  200  • Lincoln,  NE  68510  • (402)  483-8370 


Effective  Patient  counseling  Strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Praaice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . Survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  counsel  the  patient.  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
help  physicians  and  physicians-in-training  stay  abreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 


• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  tried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 


• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  For  a three-ounce  cooked  serving,  begin  with  about  tour 
ounces  of  raw  meat. 


A Heart-Healthy 
Choice 


Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


STATE  ORGANIZATIONS 


American  Cancer  Society^  Nebra<>ka  Division,  Inc. 

Don  VV.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marv  F.  Cochrane,  Executive  Director 
12858  Augusta  Ave.,  Omaha,  NE  68144 
American  Fung  Association  of  Nebraska 
7101  Newport  Ave.,  W303 
Omaha,  NE  68122 

American  Red  Cross,  lancaster  County  Chapter 
1701  E.  Street,  P O Box  83267,  Lincoln,  NE  68501 
Blue  Crosi/Ulue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station.  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston.  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  ol  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  6850*.) 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D..  Director 
4600  Valley  Road.  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90lh  St.,  #6.  Omana,  NE  (>81.34 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln.  NE  (>8508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Su2anne  W.  Braddock,  M D , President 
2808  S.  80lh  Ave.,  #230.  Omaha.  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301, 
Omaha,NE68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69ih  St.,  Suite  203,  Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Vincent  j.  Sutton,  M.D  , President 
233  So.  13th  St.,  Suite  1512.  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren.  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  681 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D..  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M D. 

UNMC  - 600  S.  42nd  St..  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
David  K.  Fry,  M.D.,  Chairman 
2109  18th  St.,  Columbus,  NE  68601 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Weslcotl,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive.  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Row'en  K.  Zetlerman,  M D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln.  NE  68510 


Nebraska  Department  of  Health 
Mark  B Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9ih  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser.  I’resident 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  .Medical  Association 

William  L.  Schellpoper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Dirtxrtor 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D  , Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Cibbens,  M.D. 

2221  S.  17lh  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street.  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 
Immanuel  Medical  Center,  6901  N.  72nd  Street, 

Omaha.  NE  68122 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  circle,  Omaha,  NE  68144 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S 56th  St.,  Lincoln.  NE  68506 

Nebraska  Section,  American  CoJ,Iege  of  Obstetricians  8c  Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Farnam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13lh  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital.  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87lh  St.,  Omaha,  NE  68114 ' 

Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  V'eterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 

Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha.  NE  68198 
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Keynote  speakers  for  this  year's  seminar  are  Richard  Anderson  M.D. 
from  Children's  Hospital  in  St.  Paul,  Minnesota  specializing  in  Pediatric 
Infectious  Diseases.  Dr.  Anderson  will  speak  on  "Respiratory  Viral  Illness," 
and  "Herpes  Virus  Infections."  Palma  Formica,  M.D.  from  the  AMA  Boarcfl 
of  Trustees  will  speak  on  "Practice  Parameters."  Dr.  Formica  is  a family  f 
practitioner  from  Old  Bridge,  New  Jersey. 

In  addition  to  these  keynote  speakers,  the  following  Lincoln  specialists  I 
will  be  speaking  at  concurrent  sessions: 


MARK  YOUR  CALENDAR 

THE  THIRD  ANNUAL 
FOCUS  ON  FAMILY  PRACTICE 
SEMINAR 

IS  SCHEDULED  FOR 

JANUARY  8th  & 9th,  1993. 

at 

Ramada  Hotel  and  Conference  Center 

SPONSORED  BY 
UNCOLN’S  SPECIALTY  CARE 
LANCASTER  COUNTY  MEDICAL  SOCIETY 


Kaliprasad  N.  Ayala,  M.D. 
David  Bigler,  M.D. 

Mark  Hutchins,  M.D. 
Richard  Morin,  M.D. 

Tom  Heiser,  M.D. 


Non-Invasive  Diagnostic  Cardiology 
Tuneable  Dye  Lasers  and  Dermatologic  Surgery\\ 
Oncologic  emergencies  | 

Common  Infectiom  in  the  Ambulatory  Setting  '■ 
Misconceptions  of  Common  Orthopedic 
Problems 


We  are  excited  to  announce  that  a special  “hands-on”  clinical  experience 
will  take  place  at  the  Lincoln  Medical  Education  Foundation  Family  Practice 
facilities.  The  following  sessions  will  be  available: 

Flexible  Fiberoptic  Naspharyngoscopy 
Obstetric  Ultrasound 

Norplant:  Indications,  Complications,  and 
Technique 

Casting  Tips  & Techniques 


Michael  Rapp,  M.D. 
Donald  Gibbens,  M.D. 
Rick  Gustafson,  M.D. 

Paul  Freeman 


LINCOLN  MEDICAL  EDUCATION 
FOUNDATION 


Registration  brochures  will  be  sent  in  November.  For  more  information 
about  the  “Focus  on  Family  Practice  Seminar”  call  Wendy  Birdsall  or  Tricia 
Burt  at  (402)  476-7511  or  1-800-MED-LINC 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Richard  B.  Svehla, 
M.D.,  Omaha,  Coimties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancatcr,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota^  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Coimcilor:  Kenneth  C.  Bacby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Couax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blalny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffsuo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Shennan,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
FranWin,  Frontier,  Pumas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTH  DISTRICT:  Councilor.  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Coimcilor:  Milton  R.  Jolm- 
son,  M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  John  Welch,  Hastings 

Antelope-Pierce Roger  Massie,  Plainview 

Box  Butte Wendell  L.  Fairbanks,  Alliance  ... 

Buffalo Cheri  L.  Jensen,  Kearney 

Butler Mark  Carlson,  David  City 

Cass R.  R.  Andersen,  Nehawka  

Cheyenne-Kimball-Deuel  ...Calvin  Cutright,  Sidney  

Cuming Scott  Green,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Carl  Falcone,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Anne  Morse,  Grand  Island 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Gordon  O.  Jolinson,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster Benjamin  Gelber,  Lincoln  

Lincoln  Robert  Dellinger,  North  Platte  .... 

Madison Steffan  Lacey,  Norfolk 

Metropolitan  Onialia Blaine  Itoffman,  Omaha 

Northeast Richard  Votta,  Norfolk  

Northwest A.  J.  Alderman,  Chndron 

Otoe Dean  R.  Tliornson,  Nebraska  City 

Platte-Loup  Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion  

Saunders  John  Hansen,  Wahoo 

Scotts  Bluff  James  Massey,  Scottsbluff 

Seward  I’aul  Hoff,  Seward 

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Gary  Ensz,  Auburn 

Southwest  Nebr Richard  F.  Klug,  McCook  

Washington-Burt lionald  Morse,  Tekamah  

York Darroll  Ix)schen,  York  


SECRETARY-TREASURER 
Elizabeth  Rapier,  Hastings 
David  Johnson,  Osmond 


Katherine  Keifer,  Kearney 
Victor  Thoendel,  David  City  . 


Clinton  Dorwart,  Sidney 
Thomas  Tibbels,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Wayne  Zlomke,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.D.  Jobman,  Aurora 


R.  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
James  Fosnaugh,  Lincoln 
Mark  Nielsen,  North  Platte 
lYadip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omoha 
lYadip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Cliadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Kent  l^icey,  Scottsbluff 
Roger  Jacobs,  Seward 
Chns.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tccumseh 
Mark  Serbousek,  McCook 
I Ians  Rath,  Omaha 
Harold  Nordlund,  York 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


HIV  Infection  Puts  You  at 
^ Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  Financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 


Traditional  Insurance  Was  Not  Designed  to 
■ M ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 


This  HIV  Indemnity  Plan  is  a 

^ Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 


Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at:  1-800-458-5736  today. 


Co-sponsored  by: 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1993. 


This  HIV  Indemnity  Plon 
IS  underwritten  by 
Physicians  MutudI  Insurance 
Company  of  Omaha,  Nebraska 


1^  YES!  I want  FREE  information  about  how  I can  protect  my  financial 
well-being.  I understand  that  requesting  this  information  places  me 
under  no  obligation. 


Name 


( 


) 


Business/School  Phone 


Address 


Specialty 


Medical  Education  Number 


City 

( 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  3 Physician 
_J  Resident 
_)  Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  J Yes 


No 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


tl 


AMA  NEWS  NOTES 

VETO  OVERRIDE  FAILS; 

"GAG  RULE"  IN  PLACE 

Efforts  to  override  President  Bush's  veto  of 
family  planning  legislation  that  would  have  ne- 
gated the  so-called  "gag  rule"  on  abortion  coun- 
seling failed  in  the  House  of  Representatives. 
The  Senate  had  voted  to  override  the  veto  but 
the  House  vote  of  266-148  failed  to  meet  the 
two-thirds  requirement.  The  bill,  supported  by 
the  AMA,  would  have  required  that  pregnant 
women  receiving  Title  X assistance  receive  com- 
plete medical  information  and  counseling.  The 
regulations  went  into  effect  October  1. 

it  it  it 

COW'S  MILK  CRITICS  REBUTTED  BY  AMA 

The  AMA  responded  sharply  to  a public 
allegation  that  cow's  milk  is  dangerous  and 
should  not  be  required  or  recommended.  'There 
is  absolutely  no  scientific  proof  to  support  such 
a claim,"  said  M.  Roy  Schwarz,  MD,  senior  vice 
president  for  medical  education  and  science. 
The  AMA  continues  to  marvel  at  how  effec- 
tively a fringe  organization  of  questionable  re- 
pute continues  to  hoodwink  the  media  with 
. . .questionable  research  that  fails  to  enhance 
public  health.  Instead,  it  serves  only  to  advance 
the  agenda  of  activist  groups  interested  in  per- 
verting medical  science."  The  anti-milk  recom- 
mendation was  issued  September  29,  by  a 
panel  of  doctors  including  Benjamin  Spock, 
MD,  and  representatives  of  the  Physicians  Com- 
mittee for  Responsible  Medicine.  Dr.  Schwarz 
noted  that  the  PCRM  is  an  animal  "rights"  orga- 
nization and  that  its  founder,  Neil  Barnard,  MD, 
also  is  scientific  advisor  to  People  for  the  Ethical 
Treatment  of  Animals,  which  "supports  and 
speaks  for  the  terrorist  organization  known  as 
the  Animal  Liberation  Front." 

★ ★ ★ 

AMA  VIDEO  JOURNAL 
DESCRIBES  REFORM  PLANS 

More  than  2,000  copies  of  the  newest  AMA 
Video  journal,  "Health  System  Reform  Update," 
have  been  distributed  to  hospitals  and  represen- 
tatives of  the  Hospital  Medical  Staff  Section. 
The  14-minute  video  and  accompanying  print 
materials  provide  information  to  help  physi- 
cians understand  the  complex  issues  involved  in 
health  system  reform,  and  how  organized  medi- 
cine is  leading  the  initiative  for  change.  High- 
lights include  descriptions  of  the  major  propos- 
als and  interviews  with  experts.  The  role  of  the 


NEPHROLOGY  UPDATE  IN 
CLINICAL  PRACTICE 

January  14-15,  1993 

Rushmore  Plaza  Holiday  Inn 
Rapid  City,  SD 

FOURTH  ANNUAL  CONFERENCE 

Sponsored  by: 

Department  of  Internal  Medicine 
USD  School  of  Medicine  and  Rapid  City  Regional  Hospital 

PROGRAM  INCLUDES: 

1 . Acid/base  symposium 

2.  Common  nephrology  lab  tests  review 

3.  Symposium  on  renal  diseases  in  the  extremes  of  age 

4.  Symposium  on  dialysis  and  transplantation 

5.  Clinical/pathologic  review  of  common  glomerular  diseases 

6.  New  drugs  in  renal  patients/detoxification 

Physicians,  Nurses,  Pharmacists,  Students, 
Dialysis  Nurses  & Technicians,  Dieticians  Welcome 

Contact: 

Pat  Sivesind,  Registrar,  Department  of  Internal  Medicine, 

USD  School  of  Medicine,  P.O.  Box  5046,  Sioux  Falls,  SD  57117-5046, 
Phone  (605)  339-6790 


AMA's  Health  Access  America  program  in  the 
push  for  reform  is  featured.  Copies  of  the  video 
are  $20  for  AMA  members,  $30  for  non-mem- 
bers. To  order,  call  (800)  621-8335. 

PARAMETERS  BENEFIT 
PATIENTS,  PHYSICIANS 

". . . just  like  the  practice  of  medicine  itself,  it's 
obvious  that  the  benefits  of  practice  parameters 
cut  across  the  boundaries  of  politics,  geogra- 
phy, and  language.  Not  only  do  practice  param- 
eters assure  that  our  patients  get  the  quality  of 
care  they  need  and  deserve,  they  profile  the 
means  to  keep  us  fully  accountable.  They  offer 
a strong  defense  against  those  who  would  un- 
reasonably interfere  with  how  we  practice  our 
profession.  Practice  parameters  cannot  create  a 
greater  degree  of  certainty  than  actually  exists  in 
the  art  and  science  of  medicine  — and  they  will 
not  necessarily  save  money.  But  they  are  the 
best  way  we  know  to  guarantee  that  the  treat- 
ment our  patients  receive  is  appropriate,  neces- 
sary, and  effective."  —Raymond  Scalettar,  MD, 
Chairman,  AMA  Board  of  Trustees,  in  an  ad- 
dress to  the  World  Medical  Assembly  in  Marbella, 
Spain. 

★ ★ ★ 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  X 50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin ' 70/30  (70%  human  insulin  isophane  suspension. 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  c 1992.  eli  lilly  and  company 
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Enriching  The  Nation  - At  Whose  Expense? 
or  "Loschen's  Logic" 

D. ).  LOSCHEN,  M.D. 

President 


Two  weeks  ago,  I had  the  opportunity  to 
attend  the  annual  Congress  of  Delegates  of  the 
American  Academy  of  Family  Physicians  (AAFP) 
in  San  Diego.  As  I witnessed  the  parading  in  of 
the  officers  of  the  organization,  I suddenly  real- 
ized that  no  less  than  three  of  the  nine  "at-large" 
members  of  the  Board  of  Directors  were  Univer- 
sity of  Nebraska  graduates  - one  each  from 
Nevada,  Arkansas,  and  Minnesota.  I digress 
further  - Dr.  C.  John  Tupper,  President  of  the  AM  A 
in  1990-91  (residing  in  California  at  the  time),  was 
a University  of  Nebraka  graduate.  Each  time  I 
attend  a meeting  on  the  east  or  west  coast  or 
anywhere  in  between,  I am  continually  startled 
by  the  number  of  physicians  I meet  who  were 
graduated  from  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Many  of  you  are  familiar  with  the  service  that 
one  of  the  pharmaceutical  companies  provides 
wherein  they  research  the  location  and  special- 
ties of  your  medical  school  graduating  class. 
They  were  able  to  identify  the  locations  and 
specialties  of  74  graduates  of  the  "Good  Ole 
Class  of '63",  my  graduating  class.  Of  these,  I was 
astonished  to  learn  that  only  22  were  located  in 
Nebraska,  and  only  8 of  those  could  be  counted 
as  "primary  care"  physcians.  I was  ecstatic  to  see 
that  (among  many  others),  we  provided  Califor- 
nia with  at  least  one  ophthalmologist,  Florida  with 
a dermatologist  and  an  ENT  specialist,  and  Mas- 
sachusetts with  an  anesthesiologist. 

Can  Nebraska  afford  to  continue  to  spend  its 
ever-more  sparse  tax  dollars  to  provide  physi- 
cians for  the  rest  of  the  country?  Are  you  able  to 
sleep  better  at  night,  secure  in  the  knowledge 
that  patients  in  Massachusetts,  California,  Ne- 
vada, and  Florida  have  well-trained  Nebraska 
natives  to  care  for  them? 

The  tuition  at  UNMC  is  about  $10,000  per 
year.  What  it  actually  costs  the  state  to  provide 
the  education  is  a figure  that  is  difficult  to  come 
up  with,  but,  considering  capital  expenditures, 
etc.,  a conservative  estimate  might  be  $30,000 
per  year  per  student. 


Darroll  J.  Loschen,  M.D. 


Here  is  "Loschen's  Logic"  to  stop  the  hemor- 
rhage of  Nebraska  tax  money  spent  on  training 
physicians  for  other  states;  (1 ) Charge  a tuition  for 
all  students  equal  to  what  it  costs  the  state  to 
provide  the  education;  (2)  Loan  the  entire  amount 
to  each  student,  if  they  desire,  interest-free;  (3) 
Allow  loan  forebearance  through  residency;  (4) 
Upon  completion  of  residency,  initiate  a program 
of  loan-forgiveness  of  1 0%  per  year  for  each  year 
they  spend  practicing  in  Nebraska,  down  to  the 
"basic  tuition"  level  of  $10,000  per  year;  (5)  For 
those  who  practice  in  primary  care  in  underserved 
areas,  allow  TOTAL  FORGIVENESS  of  the  loan 
over  a 10-year  period;  (6)  for  those  who  set  up 
practice  in  any  other  state,  the  FULL  AMOUNT  of 
the  loan  is  due  and  payable  the  day  they  set  up 
practice. 

There  must  be  many  holes  in  this  logic,  and  I'm 
sure  they  will  be  pointed  out  to  me. 

It  feels  good,  however,  just  to  have  said  it. 
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EDITORIAL 


THOMAS  J.  CINQUE,  M.D, 

Dean,  School  of  Medicine 
Creighton  University 


When  writing  in  an  anniversary  publication, 
the  temptation  is  to  speak  of  the  past  with  its 
accomplishments.  The  other  temptation  is  to 
speak  of  the  future  with  its  expectations.  In  the 
past  we  fear  overlooking  something  which  is 
important;  in  the  future  we  might  expand  on 
things  which  talk  to  the  changes  in  Health  Deliv- 
ery and  the  changes  made  necessary  in  the 
education  of  physicians,  speculation  which  you 
have  heard  from  many.  Rather  I would  like  to 
share  with  you  what  I think  is  the  excitement  of 
medicine  upon  which  the  learning  of  medicine  is 
based. 

As  in  most  creative  human  endeavors,  it  takes 
two  partners  for  the  generation  of  excitement. 
The  first  of  these  partners  may  be: 

- a women  about  to  deliver  her  first  baby 

- or  a 13  year  old  who  is  pregnant  by  a friend 

- it  may  be  a woman  who  cannot  conceive 

- or  a woman  seeking  an  abortion 

- it  may  be  a child  who  coos  at  the  monthly 
checkup 

- or  the  baby  who  is  hyperexcitable  because 
his  mother  used  crack  while  pregnant 

- it  may  be  the  individual  you  delivered  coming 
in  for  a premarital  blood  test 

- or  the  individual  whose  blood  you  do  not 
wish  to  handle  because  he/she  has 
AIDS 

- it  may  be  the  executive  on  the  rise  seeking 
advice  on  diet  and  exercise 

- or  the  45  year  old  smoker  with  crushing  chest 
pain 

- it  may  be  the  couple  who  invite  you  to  their 
50th  wedding  anniversary  to  share  their 
memories 

- or  the  deserted  nursing  home  occupant  who 
can  remember  nothing 

Those  are  a few  of  the  first  partners  who  bring 
their  vulnerability  and  crying  for  help  to  the 
partnership. 

The  second  partner  to  this  excitement  of  medi- 
cine is  easier  to  identify  — it  is  you,  a member  of 
the  noble  profession  — influenced  by  your 
genes,  your  values  and  your  dreams  — 
hopefully  educated  and  nurtured  by  your 
medical  school  so  that  you  are  a sensitive, 
intuitive,  compassionate  human  being,  know- 


ledgeable in  the  best  modern  science  but  also 
knowledgeable  of  self  and  dedicated  to 
supporting  the  human  struggles  in  a complex 
world.  We  live  in  a world  which  has  been 
made  more  complex  by  the  introduction  of 
biomedical  technologies  through  the  benevo- 
lent offices  of  the  medical  profession  in  an 
attempt  to  conserve  health  and  cure  disease. 
This  technology  forces  us  to  rethink  basic 
questions.  For  example:  What  is  "mother"? 

- Is  mother  the  one  who  donates  the  egg? 

- Is  mother  the  one  in  whose  uterus  the 
embryo  develops  and  from  which  a child 
is  delivered? 

- Is  mother  the  one  who  nurses  the  baby? 

- Is  mother  the  one  who  has  legal  custody  by 
virtue  of  a contract  which  started  the  whole 
process? 

At  the  other  end  of  life  — When  does  death 

occur? 

- Is  it  when  the  heart  and  lungs  stop  function- 
ing? 

- Is  it  when  the  whole  brain  stops  functioning? 

- Is  it  when  the  higher  portion  of  the  brain  stops 
functioning  and  what  is  left  cannot  form 
human  relationships? 

A complex  world  indeed! 

It  has  been  said  that  man  is  born  alone  and  dies 
alone.  The  quality  of  the  patient  physician 
partnership  or  the  excitement  of  medicine 
often  reflects  the  quality  of  the  transition 
between  those  two  isolated  events.  Both 
partners  — physician  and  patient— bring  a shared 
human  proclivity  of  uncertainty  with  whatever 
dictates  their  conduct.  That  uncertainty  in  the 
patient  translates  into  a universal  concept  — 
vulnerability  and  the  cry  for  help.  That  uncer- 
tainty in  the  physician  translates  into  an 
unending  quest  — knowledge  of  science  and  of 
self.  When  the  two  universal  factors  are  brought 
together  we  have  the  excitement  of  medicine, 
learning  which  is  life-long  and  student  centered, 
caring  which  is  ever-present  and  patient  cen- 
tered, and  an  ethic  which  is  eternal  and  Cod- 
centered.  This  was  the  excitement  and  learning  of 
medicine  one  hundred  years  ago,  it  is  today  and 
will  be  the  partnership  which  will  be  the  excite- 
ment and  learning  of  medicine  one  hundred 
years  from  now. 
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Transtracheal  Oxygen:  A Step  Beyond  the  Nasal 
Cannula  for  Long-Term  Oxygen  Therapy 
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ABSTRACT 

Transtracheal  oxygen  re|)resents  an  important  advance  in  the  technology  of  long-term  oxygen  therapy.  As  an  oxygen 
conserving  technique,  it  allows  increased  physical  activity  with  smaller  ambulatory  and  portable  units  and  facilitates  the 
management  of  patients  with  refractory  hypoxemia  outside  of  the  hospital.  There  is  increasing  evidence  that  transtracheal 
oxygen  therapy  provides  significant  physiologic  benefits  beyond  those  achieved  with  the  nasal  cannula  because  of  tighter 
control  of  oxygen  therapy  and  fewer  episodes  of  hypoxemia  as  a result  of  uninterruped  24-hour  oxygen  therapy. 
Transtracheal  oxygen  therapy  should  be  viewed  as  a program  for  long-term  oxygen  administration  and  not  simply  as  a 
procedure  that  involves  the  insertion  of  a catheter  into  the  tracheal.  Careful  patient  screening  and  patient  education  is 
important  to  avoid  complications.  The  program  is  best  administered  through  regional  centers  with  a team  approach  to 
patient  care. 


INTRODUCTION 

The  benefits  of  long-term  oxy- 
gen therapy  (LTOT)  have 
been  well  established  by 
multicenter  clinical  trials  conducted  in  both 
North  America'  and  the  United  Kingdom. - 
From  these  studies,  it  is  now  evident  that  LTOT 
results  in  both  increased  survival  and  improved 
neuropsychological  function  for  patients  with 
chronic  obstructive  pulmonary  disease  ( COPD) 
and  chronic  hypoxemia.^  These  multicenter 
clinical  trails  also  demonstrated  that  near-con- 
tinuous oxygen  was  superior  to  nocturnal  oxy- 
gen or  oxygen  administered  for  only  12-15 
hours  each  day.  As  a result  of  the  Nocturnal 
Oxygen  Therapy  Trial  (NOTT),'  The  Health 
Care  Financing  Administration  (HCFA)  and 
other  third  party  payers  have  been  convinced 
that  reimbursement  for  LTOT  is  scientifically 
and  medically  justified.  The  laboratory  and 
clinical  determinants  of  hypoxemia  that  were 
used  in  the  NOTT  study  have  been  adopted  by 
HCFA  as  the  criteria  that  qualify  patients  for 
Medicare  coverage.  Specifically,  these  require- 
ments include  an  arterial  oxygen  tension  (PaOJ 
< 55  mm  Hg  or  PaO,  of  56-59mm  Hg  with 
evidence  of  cor  pulmonale  or  secondary 
erythrocytosis  in  a stable  patient  receiving  op- 
timal medical  management.  Arterial  oxygen 
saturation  measurements  that  correspond  to 
these  oxygen  tensions  are  also  allowable  to 
document  chronic  hypoxemia. 

In  1932,  Richards  and  Barach  first  reported 
on  the  benefits  of  LT OT  for  patients  with  hypox- 
emia and  right  heart  failure  due  to  chronic 


pulmonary  fibrosis.  Barach^  in  the  United  States 
and  Cotes^  in  England  described  the  use  of 
portable  oxygen  cylinders  to  enhance  exercise 
tolerance  and  facilitate  ambulation  for  patients 
using  home  oxygen.  Petty  et  al  ^ ® championed 
the  importance  of  oxygen  therapy  as  part  of  an 
organized  pulmonary  rehabilitation  program 
for  patients  with  COPD  and  pioneered  the  use 
of  liquid  oxygen  systems  to  encourage 
ambulation  and  exercise.  Today,  we  recognize 
that  most  patients  with  chronic  lung  disease 
and  hypoxemia  are  neither  bed  bound  nor 
home  bound  and  with  the  aid  of  supplemental 
oxygen  they  can  regularly  leave  home  and  be 
active  in  their  communities.  Portable  oxygen 
cylinders  on  wheels  or  ambulatory  liquid  oxy- 
gen containers  that  can  be  transfilled  in  the 
home  are  used  whenever  patients  go  beyond 
the  limits  of  their  stationary  home  oxygen  sys- 
tems. Ambulatory  oxygen  is  now  considered 
the  "standard  of  care"  for  most  patients  receiv- 
ing home  oxygen  therapy.'' 

Development  of  Transtracheal  Oxygen  Catheters 

By  1 960,  the  nasal  cannula  had  become  the 
universal  tool  for  oxygen  administration  in  the 
home;  however,  in  1982,  Heimlich'°  reported 
on  the  use  of  a transtracheal  oxygen  catheter 
for  LTOT.  Although  many  physicians  had  con- 
sidered this  approach  to  therapy  in  the  past. 


’Address  correspondence  and  reprint  request  to:  Walter  J. 
O'Donohue,  Jr.,  M.D.,  Department  of  Medicine,  Creighton 
University  Medical  Center,  601  North  30th  Street,  Suite  5850, 
Omaha,  NE  68131-2197. 
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Heimlich  was  the  first  to  demonstrate  that 
transtracheal  catheters  could  be  used  safely 
and  successfully  over  prolonged  periods  of 
time.  Heimlich  first  utilized  a 1 6 gauge  Angiocath 
inserted  through  a reversed  pediatric  trache- 
ostomy tube.  After  several  evolutions  in  design, 
the  Heimlich  Micro  Trach  is  now  marketed  by 
Ballard  Medical  Products  Company  of  Midvale, 
UT.  The  Micro  Trach  is  a 7 French  thin-walled 
catheter  with  a single  distal  port  and  a separate 
entrance  for  saline  injection. 

Christopher  and  Spofford”  ’^  developed  the 
SCOOP  transtracheal  oxygen  system  that  con- 
sists of  three  components;  (1 ) a 9 French  stent 
that  is  inserted  for  the  first  week  while  oxygen 
administration  by  nasal  cannula  continues,  (2) 
a 9 French  catheter  with  a single  distal  port 
(SCOOP  I)  that  is  cleaned  in  place  and  not 
removed  for  7-8  weeks,  and  (3)  a 9 French 
catheter  with  multiple  side  ports  (SCOOP  II) 
that  can  be  changed  and  cleaned  by  the  patient 
daily  or  at  will.  The  Intratracheal  Oxygen  Cath- 
eter (ITOC)  is  tunneled  under  the  skin  of  the 
anterior  chest  wall  and  implanted  into  the 
trachea. The  ITOC's  are  9 or  1 1 French  and 
have  a 90°  bend  at  the  tip  with  a single  end  port. 
These  are  permanent  catheters  requiring  surgi- 
cal insertion.  The  Oxycath  is  manufactured  and 
used  in  Europe.’"’ It  has  a 2.85  mm  diameter  and 
a 50°  angled  tip  with  multiple  side  ports.  With 
the  exception  of  the  IT OC,  all  of  the  transtracheal 
catheters  are  inserted  nonsurgically,  using  a 
small  skin  incision  and  a needle,  guide  wire,  and 
dilator  technique  to  establish  the  tract.  Tra- 
cheal entrance  is  between  the  cartilaginous 
rings  and  below  the  cricothyroid  membrane. 
Despite  considerable  differences  in  catheter 
design,  the  clinical  results  have  been  similar. 

Clinical  Application  of 
Transtracheal  Oxygen  Therapy 

Currently  more  than  10,000  patients  with 
chronic  hypoxemia  are  receiving  transtracheal 
oxygen  therapy  (TTOT)  in  the  United  States. 
Figure  1 shows  a patient  with  advanced  COPD 
receiving  oxygen  through  a transtracheal  cath- 
eter while  walking  on  a teadmill.  Some  of  the 
most  interesting  findings  regardingTTOT  relate 
to  reported  beneficial  effects  that  extend  be- 
yond those  observed  with  oxygen  adminis- 
tered by  the  nasal  cannula.  Transtracheal  oxy- 
gen therapy  offers  an  option  to  the  nasal  cannula 
that  assures  uninterruped  therapy  and  allows 
greater  mobility  and  improved  self  image. 
Transtracheal  oxygen  is  also  an  oxygen  con- 
serving technique  that  reduces  the  oxygen 

292  Nebraska  Medical  Journal  November  1992 


requirement  about  50%  at  rest  and  30%  with 
exercise.’^  This  allows  use  of  smaller,  lighter 
ambulatory  units  with  extended  functional  ca- 
pacity. Oxygen  conservation  is  achieved  by 
expanding  the  anatomic  reservoir,  providing 
increased  "storage"  of  oxygen  during  end-exha- 
lation. The  oxygen  conserving  effect  is  also 
important  to  facilitate  therapy  for  patients  with 
refractory  hypoxemia  where  the  oxygen  re- 
quirement with  a nasal  cannula  approaches  or 
exceeds  the  capability  of  a home  oxygen  deliv- 
ery system. 

In  patients  who  have  been  receiving  oxygen 
by  nasal  cannula  for  many  months  or  years, 
additional  therapeutic  benefits  may  be  achieved 
by  changing  to  TTOT.  Among  the  reported 
benefits  are:  (1)  reduced  hematocrits  in  pa- 
tients with  persistent  secondary  erythrocy- 
tosis,’^-’^  (2)  decreased  alveolar-arterial  oxygen 
gradients,  sometime  resulting  in  an  increase  in 
PaO.,,’^'’°  (3)  increased  exercise  tolerance  with 
reduced  dyspnea  and  decreased  work  of  breath- 
ing 17-20  reduced  need  for  hospitalization,’^'^’ 
and  (5)  reduced  pulmonary  vascular  resis- 
tance.^^ A reasonable  initial  reaction  to  these 


FIGURE  1 

Photograph  of  a patient  with  advanced  COPD  and  a 
transtracheal  oxygen  catheter  exercising  on  a treadmill 
in  the  Pulmonary  Rehabilitation  Program  at  Creighton 
University  Medical  Center. 


observations  might  be  one  of  skepticism.  Why 
should  switching  from  a nasal  cannula  to  a 
transtracheal  catheter  as  a means  of  oxygen 
administration  result  in  any  clinical  change? 

The  therapeutic  and  physiologic  changes 
that  have  been  observed  may  be  attributable  to 
tighter  control  of  oxygen  therapy.  Patients  who 
received  "continuous"  oxygen  therapy  by  nasal 
cannula  in  the  NOTT  study’  actually  used  oxy- 
gen only  1 8 hours  per  day  (by  diary),  indicating 
that  they  continued  to  experience  episodes  of 
hypoxemia  for  up  to  six  hours  each  day.  Selinger 
et  al-^  have  shown  that  in  patients  receiving 
LTOT,  removal  of  oxygen  caused  an  increases 
in  pulmonary  arterial  pressure  and  pulmonary 
vascular  resistance,  requiring  only  2 to  3 hours 
to  reach  a new  steady  state.  The  expected 
periods  of  desaturation  using  a nasal  cannula 
may  be  sufficient  to  allow  a persistent  elevation 
of  pulmonary  vascular  resistance  and  to  in- 
crease erythropoietin  production.  Transtracheal 
oxygen  provides  true  24-hour  oxygen  therapy 
withevidenceoflessdesaturationduringsleep.^’’ 
In  addition,  it  is  standard  practice  to  adjust  the 
oxygen  "dose"  for  usual  daily  activities  in  TTOT 
patients  to  avoid  exercise  induced  desaturation, 
a practice  not  commonly  done  when  nasal 
oxygen  is  prescribed.  The  bottom  line  is  that 
the  therapeutic  differences  are  real  and  have 
been  observed  at  multiple  centers  where  TTOT 
is  being  studied. 

Patient  Selection  and  Complications  in 
Transtracheal  Oxygen  Therapy 

Transtracheal  oxygen  therapy  is  more  invasive 
than  oxygen  delivery  by  nasal  cannula  and  has 
been  associated  with  some  serious  complica- 
tions. First,  it  is  important  to  recognize  that 
TTOT  is  not  a procedure  but  is  an  entire  pro- 
gram for  long-term  oxygen  therapy.  Patients 
require  proper  screening  and  intensive  instruc- 
tion before  a transtracheal  catheter  is  inserted. 
There  are  contraindications  and  precautions 
that  must  be  considered  in  each  patient.  The 
usual  indications,  contraindications  and  pre- 
cautions for  TTOT  are  outlined  in  Tables  1-3. 
The  insertion  of  the  transtracheal  oxygen  cath- 
eter is  usually  the  simplest  part  of  the  therapy. 
The  post-insertion  care  of  a transtracheal  cath- 
eter requires  considerable  patient  reliability 
and  support  from  a skilled  medical  team.  With 
increased  experience,  most  transtracheal  cen- 
ters now  require  patients  to  live  within  60  to  90 
minutes  of  the  center  because  of  the  need  for 
prompt  attention  to  some  of  the  problems  that 
may  arise. 


Complications  associated  with  TTOT  have 
been  relatively  uncommon  acutely  with  appro- 
priate patient  screening  and  selection.  Acute 
complications  have  usually  occurred  in  less 
than  4%  of  patients  and  these  are  usually 
minor.  The  most  serious  complications  have 
occurred  laterduringthecourseoftherapy.’^'^^'^^ 
Table  4 lists  the  most  frequent  acute  and  long- 
term complications  of  TTOT.  The  most  signifi- 
cant long-term  problem  reported  by  many  cen- 
ters is  the  development  of  muscus  balls  and 
mucus  plugs  that  can  cause  both  acute  and 
chronic  respiratory  failure,  including  one  re- 
ported death. These  mucus  plugs  are  re- 
lated to  the  drying  effect  of  oxygen  flowing 
directly  into  the  trachea  and  are  more  likely  to 
occur  in  patients  using  catheters  that  remain  in 
place  for  prolonged  periods  of  time  and  are  not 
designed  to  be  changed  and  cleaned  daily. 
Close  attention  to  the  prevention  and  manage- 

TABLE  1 

INDICATIONS  FOR  TRANSTRACHEAL 
OXYGEN  THERAPY 

• To  facilitate  physical  activity  and  mobility 

• Inability  to  use  a nasal  cannula  effectively 

• Management  of  refractory  hypoxemia 

• Continued  hypoxemia  with  nasal  cannula; 

Persistent  erythrocytosis 

Continue  right  heart  failure 

Nocturnal  desaturation  corrected  by  TTOj 

• Patient  preference  for  use  with  LFOT 

TABLE  2 

CONTRAINDICATIONS  FOR  TRANSTRACHEAL 
OXYGEN  THERAPY 

• Poor  compliance  with  therapy  (unreliable) 

• Mental  or  physical  incompetence 

• Disabling  anxiety 

• Herniated  pleura  into  procedure  area 

• Unstable  acute  illness 

• Continuation  of  smoking 

• Inadequate  anatomic  access 

TABLE  3 

PRECAUTIONS  FOR  TRANSTRACHEAL 
OXYGEN  THERAPY 

A.  Procedural  and  acute  hazards 

• Severe  ventilatory  impairment 

• Severe  hypoxemia 

• Marked  hypercapnia 

• Cardiac  arrhythmias 

• Bleeding  disorders 

• Difficult  anatomic  access 

B.  Obstacles  to  long-term  success 

• Bronchial  hyperreactivity 

• Copious  sputum  production 

• Anxiety  reactions 

• Severe  chronic  cough 

• Hypochondriacal  personality 

• Poor  personal  hygiene 

• Poor  accessibility  to  TTO^  center 
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TABLE  4 

COMPLICATIONS  OF  TRANSTRACHEAL 
OXYGEN  THERAPY 

Acute 

• Bronchospasm  or  larygnospasm 

• Acute  respiratory  failure 

• Pneumothorax  or  pneumomediastinum 

• Subcutaneous  emphysema 

• Misplaced  catheter 

• Bleeding 

• Transient  hoarseness 

Long-Term 

• Increased  secretions;  mucus  plugs 

• Infection: 

Local  and  lower  respiratory  tract 

• Chronic  cough 

• Limited  hemoptysis 

• Dislodged  catheters  and  lost  tracts 

• Stomal  keloids  and  granulation  tissue 

merit  of  this  problem  should  have  a high  prior- 
ity at  transtracheal  oxygen  centers  and  is  one 
reason  for  patients  to  live  in  relatively  close 
proximity  to  the  center.  Dislogment  of  the 
catheter  and  loss  of  the  tract  is  a complication 
that  is  most  likely  to  occur  within  the  first  two 
or  three  months  of  therapy  when  the  tract  is 
immature.  Prompt  medical  attention  is  required 
for  catheter  reinsertion  to  avoid  closure  of  the 
tract. 

An  economic  problem  not  yet  resolved  is 
inadequate  Medicare  reimbursement  for  both 
the  transtracheal  catheter  insertion  and  for 
replacement  catheters.  The  CPT  code  that 
Medicare  has  assigned  for  the  insertion  proce- 
dure is  an  old  code  that  was  established  for 
insertion  of  a "tickle  tube"  (CPT  code  31  719). 
Reimbursement  under  this  code  is  at  a level 
that  doesn't  cover  the  cost  of  the  catheter  and 
the  materials  needed  for  insertion,  disregarding 
any  professional  fee  for  the  service.  Under  the 
prospective  payment  system  for  oxygen  ther- 
apy, Medicare  considers  all  oxygen  (liquid  of 
gaseous)  and  oxygen  equipment  to  be  thera- 
peutically equal  and  reimburses  all  oxygen 
systems  at  the  same  rate.  Transtracheal  cath- 
eter replacements  average  about  $65  per 
month,  based  on  the  manufacturers  recom- 
mendations. Many  oxygen  suppliers  pass  the 
uncompensated  costs  back  to  the  patient  or 
require  patients  to  purchase  replacement  cath- 
eters themselves.  Both  the  increased  cost  and 
the  lack  of  availability  in  many  areas  continue 
to  be  limiting  factors  in  the  utilization  of  this 
new  approach  to  long-term  oxygen  therapy. 

Conclusions 

Transtracheal  oxygen  therapy  now  repre- 
sents a beneficial  alternative  to  oxygen  by  nasal 


cannula  for  patients  who  require  LTOT.  It  has 
definite  therapeutic  advantages,  including  the 
avoidance  of  recurrent  episodes  of  desaturation 
that  inevitably  occur  with  a nasal  cannula  and 
the  enhancement  of  physical  and  social  activi- 
ties. Management  of  patients  with  refractory 
hypoxemia  and  increased  oxygen  requirements 
is  facilitated  by  TTOT.  With  this  improved  tech- 
nology comes  the  need  for  greater  patient 
reliability  and  close  medical  supervision.  Com- 
plications are  more  likely  to  occur  during  the 
first  few  months  of  therapy  but  long-term  prob- 
lems also  must  be  anticipated.  The  results  of 
TTOT  in  terms  of  both  physiologic  improve- 
ment and  enhanced  quality  of  life  have  be- 
come evident,  but  the  effect  on  long-term 
survival  has  not  been  studied  and  would  prob- 
ably require  a multicenter  clinical  trail.  Inad- 
equate reimbursement  is  a problem  that  threat- 
ens the  utilization  of  TTOT  for  patients  who 
would  benefit  from  this  new  approach  to 
therapy. 
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ABSTRACT 

objective  — This  paper  is  a renewed  call  for  medical  schools  to  address  the  societal  need  for  more  primary  care 
physicians.  Data  Sources  — Numerous  studies  from  the  literature  are  cited  as  background  for  this  paper.  Data  Synthesis 
— The  Author  retraces  the  historical  beginnings  of  the  specialty  of  Family  Practice  and  some  of  the  more  recent  events 
which  highlight  the  need  for  more  primary  care  physicians.  Conclusions  — The  author  concludes  that  there  is  a societal 
need  for  more  primary  care  physicians  and  that  medical  schools  should  respond  to  this  need. 


THE  PROBLEM 

During  the  mid  1960's,  there 
was  an  outcry  from  American 
citizens  regarding  the  lack  of 
personal  physicians.  Several  reports  were  pro- 
duced in  response,  from  the  AMA,’'^  the  Acad- 
emy of  Family  Practice^  and  from  the  Govern- 
ment.'* All  of  them  essentially  came  to  the  same 
conclusion,  namely,  that  Americans  should  have 
a personal,  caring,  compassionate  physician, 
one  who  could  render  continuing,  comprehen- 
sive care.  The  Academy  of  Family  Practice 
responded  with  a proposal  for  a specialty  of 
Family  Practice.  This  was  approved  by  the 
various  bodies  and  the  American  Board  of 
Family  Practice  was  authorized  in  1 969.  Shortly 
thereafter,  family  practice  residencies  prolifer- 
ated throughoutthe  country.  Duringthe  1 970's, 
the  number  of  residencies  in  family  practice 
increased  to  the  present  365,  with  an  autho- 
rized total  of  2462  first  year  positions. 

There  was  great  excitement  with  the  new 
specialty  and  the  movement  towards  family 
practice  prospered  in  the  70's.  The  training 
programs  were  successful  in  producing  family 
physicians  who  did  populate  many  rural  com- 
munities and  inner-city  areas.  In  a report  pub- 
lished by  AAFP  in  1975,  42%  of  family  practice 
graduates  entered  practice  in  communities  of 
less  than  15,000  and  17%  entered  communi- 
ties of  less  than  7,000. 

The  hope  was  that  the  specialty  would  con- 
tinue to  fulfill  the  needs  of  the  public.  During 
the  latter  half  of  the  80's,  however,  there  was  a 
noticeable  change  in  the  mood  of  medical 
students  and  a noticeable  decrease  in  the  num- 
ber of  students  opting  for  family  practice. 


Since  1987  in  family  practice,  and  1985  in 
internal  medicine,  there  has  been  an  absolute 
decrease  in  the  number  and  percentage  of 
students  entering  these  specialties.  In  1985 
4997  graduates  matched  in  the  PGY-1  spe- 
cialty of  internal  medicine,  or  36.3%  of  the 
total;  and  in  1991  this  has  fallen  to  4458  (or 
34.3%  of  the  students  matched).^  In  family 
practice  in  1987  there  were  1728  first  year 
positions  filled  (or  1 2.7%  of  the  total  US  gradu- 
ates).^ In  1 991  that  figure  had  dropped  to  1 374 
(or  10.6%  of  the  graduates).^  These  declines 
hide  an  even  more  serious  threat,  since  the 
number  of  residents  who  begin  internal  medi- 
cine and  pediatrics  is  significantly  depleted 
after  their  third  year  when  as  high  as  40%^  will 
enter  a fellowship  in  one  of  the  sub-specialties 
of  Medicine  or  Pediatrics.  Family  practice  does 
better,  with  about  85%  of  the  PGY-1  family 
practice  residents  eventually  entering  primary 
care.^ 

These  figures  are  all  the  more  sobering  when 
we  realize  that  22%  of  the  primary  care  physi- 
cians will  reach  age  70  within  the  next  1 0 years, 
not  only  in  Nebraska®  but  across  the  country. 

The  ratio  of  active  physicians  per/100,000 
population  in  1990  for  the  US  was  approxi- 
mately 214.  In  Nebraska,  our  ratio  was  184, 
however  the  metropolitan  counties  of  Dou- 
glas, Lancaster,  and  Sarpy,  containing  46%  of 
the  state's  population,  accounted  for  75%  of 
the  practicing  physicians.  The  secondary  popu- 
lation centers  (cities  with  over  10,000  resi- 
dents) contain  an  additional  1 9.3%  of  the  popu- 
lation and  1 5%  of  the  active  physicians.  Of  the 
remaining  81  counties,  62  containing  32%  of 
the  population,  have  only  10%  of  the  practic- 
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ing  physicians,  and  19  counties  were  without 
an  active  physician.  Although  these  19  coun- 
ties are  sparsely  populated,  they  nevertheless 
contain  an  aggregate  population  of  37,877.  A 
report  from  the  Rural  Health  Office  of  Ne- 
braska^ in  1989  showed  that  Nebraska  will 
need  approximately  1 45  physicians  in  the  next 
10  years  to  replace  losses  from  retirement 
alone.  This  survey  also  indicated  that  we  are  in 
need  of  50-70  physicians  for  the  rural  areas 
immediately. 

Currently  approximately  6-8  physicians  en- 
ter rural  practice  in  Nebraska  each  year.  At  this 
less-than-replacement  rate,  there  will  be  a fur- 
ther shortage  of  125-150  primary  care  physi- 
cians in  Nebraska  rural  areas  by  the  year  2000. 

MEDICAL  SCHOOL  RESPONSE 

The  C-PEP  report’°contained  significant  criti- 
cism of  the  general  medical  education  of  phy- 
sicians, but  its  criticism  was  not  limited  to  the 
pre-clinical  years.  In  contrast  to  complaints 
about  rigidity  and  organization  and  overcrowd- 
ing of  curriculum  in  the  first  two  years,  the 
clinical  experiences  were  often  viewed  as  too 
permissive,  poorly  integrated,  and  inadequately 
supervised  by  faculty. 

The  COGME  report"  of  July  1988  recog- 
nized the  over  supply  of  physicians  in  the 
aggregate  but  the  severe  geographic  maldis- 
tribution of  physicians,  specifically  in  primary 
care.  It  recommended  that  medical  schools 
should  strongly  encourage  students  to  enter 
training  in  primary  care,  particularly  in  family 
practice  and  general  internal  medicine.  It  also 
had  recommendations  for  the  maldistribution, 
including  recruitment  efforts  of  students  who 
are  likely  to  locate  in  shortage  areas,  pre- 
ceptorships  in  shortage  area,  student  financial 
support,  loan  repayment  in  exchange  for  ser- 
vice, practice  incentives,  and  better  utilization 
of  federal  programs  such  as  the  National  Health 
Service  Corps. 

The  Conference  for  Physician  Manpower  for 
Rural  America,’’  held  in  the  WAMI  Region 
contained  strong  suggestions;  first  that  medical 
schools  must  attempt  to  increase  the  percent- 
age of  their  graduates  interested  in  primary 
care  practice.  Second,  the  conference  recom- 
mended that  medical  schools  should  identify 
those  students  early  in  their  career,  since  choices 
are  often  made  during  the  first  two  years  of 
medical  school.  Their  preference  could  then  be 
nurtured  during  the  remaining  years  of  study. 
Third,  theconsensus  was  thatsignificantly  more 


graduates  enter  family  medicine  when  their 
school  values  family  practice,  and  especially 
when  it  has  a functioning  Department  of  Family 
Medicine.  Schools  which  increased  the  visibil- 
ity and  stature  of  their  family  medicine  pro- 
grams experienced  an  increase  in  the  number 
of  students  entering  family  practice. 

Finally,  Schroeder,  Zones  and  Showstack’^ 
indicated  that  academic  medicine  is  entrusted 
by  society  with  the  responsibility  to  undertake 
several  important  social  missions  toward  im- 
proving the  health  of  the  public,  including 
education,  patient  care  and  research.  This  trust 
is  given  implicit  authority  by  generous  public 
funding  and  considerable  autonomy.  Medical 
academia  can  take  justifiable  pride  in  its  many 
successes.  However,  it  has  been  relatively  un- 
responsive to  a number  of  public  problems 
including  skyrocketing  expenditures  for  medi- 
cal care,  substandard  indices  of  population 
health,  uneven  quality  of  care,  an  unfavorable 
geographic  and  specialty  mix  of  physicians, 
and  widespread  disability  from  long-term  medi- 
cal and  psychiatric  problems.  Although  these 
problems  are  not  the  sole  responsibility  of 
medical  schools,  there  are  many  cogent  rea- 
sons why  academic  medicine  has  chosen  to 
define  its  task  somewhat  narrowly.  Still  most 
commentators  indicate  that  academic  medi- 
cine could  be  doing  more  to  fulfill  its  responsi- 
bilities to  the  public.  To  the  degree  that  aca- 
demic medicine  defines  its  central  mission  too 
narrowly,  it  violates  its  implicit  social  contract 
and  jeopardizes  the  legitimacy  of  its  claim  for 
public  support. 

Despite  major  recent  increases  in  the  physi- 
cian: population  ratio,  rural  areas  and  inner  city 
areas  still  lag  behind.  In  addition  to  the  problem 
of  numerical  maldistribution,  there  is  increas- 
ing recognition  that  the  mix  of  physicians  is 
becoming  unbalanced  with  the  relatively  too 
many  specialists  and  too  few  generalists.’^'  Re- 
cent surveys  of  student  preferences  indicate  a 
marked  decline  in  medical  student  interest  in 
generalist  careers.’"'  It  is  thus  likely  that  serious 
shortages  of  generalists  will  develop  soon,  and 
that  the  ranks  of  future  generalists  may  be  filled 
by  many  who  have  failed  to  secure  residency  in 
such  fields  as  ophthalmology,  orthopedic  sur- 
gery, or  radiology  and  who  may  not  receive 
optimum  training  in  primary  care.  Furthermore, 
many  specialists  will  have  to  function  as  part- 
time  generalists,  and  the  current  hospital-domi- 
nated training  model  under  which  they  will 
have  been  trained  will  prove  inadequate. 
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A SOLUTION 

What  can  medical  schools  do?  First,  they  can 
place  greater  importance  on  primary  care,  and 
thereby  influence  the  number  of  students  en- 
tering primary  care.  This  sequence  has  been 
clearly  demonstrated  in  at  least  seven  set- 
tings.’^’’^^° 

In  addition,  we  should  look  critically  at  the 
present  pathways  for  primary  care  and  deter- 
mine if  it  would  not  be  more  efficient  to  have 
only  one  primary  care  pathway,  recognizing 
that  up  to  40-45%  of  residents  in  internal 
medicine  and  pediatrics  now  go  into  specialty 
fellowships  upon  completion  of  their  general 
training. 

It  is  well  documented  that  there  are  certain 
attributes  which  can  be  used  to  identify  those 
students  who  are  more  likely  to  enter  primary 
care  and  are  more  likely  to  settle  in  a rural 
community.’^'^’'^°  Such  attributes  include  rural 
background,  generally  older  age,  married,  and 
those  who  have  declared  interest  in  primary 
care.  All  medical  schools,  but  especially  those 
which  serve  rural  areas,  should  seriously  look  at 
their  admission  requirements  to  determine  if 
any  of  these  attributes  could  be  incorporated 
into  the  admission  process,  and  whether  the 
currentprocess  may  perhaps  be  workingagainst 
admission  of  applicants  with  aptitudes  suiting 
them  for  primary  care. 

In  order  to  nurture  the  interest  of  students 
who  have  a declared  interest  in  primary  care, 
there  should  be  elective  time  in  the  first  two 
years  for  students  to  have  ongoing  exposure  to 
selected  role  model  physicians  who  would 
both  stimulate  the  students'  insterest  and  ini- 
tiate their  training  in  ambulatory  care.  During 
the  period  between  the  first  and  second  year, 
preceptorships  in  a rural  community  could  be 
made  available. 

During  the  second  year,  the  faculty  of  the 
family  practice  or  primary  care  division  should 
be  an  integral  part  of  the  curricular  introduction 
to  clinical  medicine.  It  is  here  that  the  role 
model  becomes  such  an  important  part  of  the 
learning  environment  and  can  influence  the 
way  the  student  will  practice  medicine  in  the 
future. 

The  third  and  fourth  years  should  not  be 
artificially  separated,  but  rather  should  be  a 
continuum  for  clinical  training.  Family  practice, 
or  the  primary  care  division  should  be  an 
integral  part  of  the  basic  structure  of  this  initial 


training  period.  It  should  be  given  the  same 
status  as  the  other  specialties  of  Medicine  - 
Surgery  - Ob/Gyn  - Pediatrics  - Psychiatry.  It  is 
essential  that  students  know  that  the  institution 
recognizes  the  importance  of  the  primary  care 
rotation. 

During  the  elective  portion  of  the  third  and 
fourth  years,  students  should  be  encouraged  to 
participate  in  rural  preceptorships. 

These  steps  can  be  instituted  at  most  medi- 
cal schools  with  little  need  for  additional  re- 
sources. Clearly,  there  is  a need  and  medical 
schools  can  assist  in  a solution  to  the  problem. 
I believe  that  medical  schools  do  have  an 
obligation  as  educational  institutions  to  fulfill 
societal  needs.  The  question  now  is,  do  we 
have  the  social  consciousness  to  respond  to 
this  challenge  and  assist  in  providing  solutions 
for  this  very  important  societal  problem. 
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INTRODUCTION 

Most  clinical  studies  of  antihy- 
pertensive agents  involve  pa- 
tients with  mild  to  moderate 
hypertension  using  a single  agent.  Alternatively, 
there  have  been  relatively  few  systematic  stud- 
ies of  drugs  in  treating  moderate  to  severe 
hypertension  because  these  patients  comprise 
a relatively  small  population  and  multiple 
antihypertensive  agents  commonly  are  required 
for  blood  pressure  control.  Nevertheless,  effec- 
tive control  of  hypertension  in  the  latter  group 
of  patients  is  much  more  important  because  of 
their  very  high  risk  of  morbidity  and  mortality 
from  cardiac  disease  and  stroke  which  can  be 
reduced  by  effective  therapy.’  Since  a majority 
of  these  patients  require  multidrug  regiments, 
we  will  review  our  experience  from  the  previous 
clinical  research^"’  and  long-term  prospective 
blood  pressure  control  clinical  trial'*  from  our 
group  and  summarize  the  observation  from 
other  investigators^"®  in  making  the  therapeutic 
decision  of  combination  antihypertensive  treat- 
ment. 

GENERAL  CONSIDERATION  IN 
TREATMENT  OF  HYPERTENSION 

Hypertension  is  a multifactorial  process  both 
in  its  development  or  maintenance  and  in  its 
response  to  therapy.®  Nevertheless,  therapeutic 
goals  should  include  correcting  hemodynamic 
and  physiologic  derangements,  reducing  risk 
factors  for  cardiovascular  disease  and  renal 
damage,  having  minimal  adverse  effects,  and 
having  a beneficial  effect  on  co-existing  medical 
problems  and  a positive  effect  on  quality  of  life. 
Therefore,  the  evaluation  of  patients  should 
answer  the  following  questions:  (1)  Is  the  pa- 
tient taking  any  drug  or  chemical  known  to 
increase  blood  pressure  levels?  These  include, 
but  are  not  limited  to,  oral  contraceptives, 
cyclosporin,  steroid  compounds,  nonsteroidal 
antiinflammatory  drugs,  sympathomimetic 
agents  or  nasal  decongestants,  appetite 
suppressants,  tricyclic  antidepressants,  MAO 


inhibitors  plus  tyramine  ingestion,  cocaine, 
amphetamine,  PCP,  excessive  licorice  or  alco- 
holic beverages’°"’®etc.  (2)  Does  the  patient 
have  a definable  or  surgically  curable  form  of 
hypertension?  (3)  What  are  the  results  and  side 
effects  of  previous  antihypertensive  therapy? 
(4)  Does  the  patient  adhere  to  therapy  with 
antihypertensive  medications?  (5)  Is  there  tar- 
get organ  involvement  (heart,  kidney,  aorta  or 
eyes)?  (6)  Are  cardiovascular  risks  other  than 
hypertension  present  (age,  obesity,  diabetes 
mellitus,  left  ventricular  hypertrophy  (LVH), 
smoking  cigarettes,  hyperlipidemia,  positive  fam- 
ily history)?  (7)  Does  coexisting  disease  affect 
the  decision  in  choosing  the  antihypertensive 
medications?  (8)  Is  there  difference  in  blood 
pressure  readings  between  the  doctors  office 
and  home? 

The  medications  that  may  increase  the  blood 
pressure  levels  should  be  discontinued  if  pos- 
sible. Definable  or  surgically  curable  hyperten- 
sion (eg.  renovascular  disease,  congenital  adre- 
nal hyperplasia,  primary  aldosteronism,  miner- 
alocorticosteroid  excess  syndrome,  Cushing's 
syndrome,  or  pheochromocytoma’'*"’®)  is  rare; 
nevertheless,  evaluation  should  seek  to  elimi- 
nate this  possibility.  If  a causal  role  of  hyperten- 
sion is  found,  specific  treatment  should  be 
given.  Side  effects  from  previous  antihyper- 
tensive therapy  should  be  recorded.  Appropri- 
ate precautions  shold  be  taken  before  prescrib- 
ing the  drugs  for  these  patients.  Poor  patient 
adherence  to  the  antihypertensive  medications 
is  probably  the  most  frequent  reason  for  resis- 
tant hypertension.  Although  there  is  no  perfect 
way  to  improve  compliance,  patient  education 


‘Address  correspondence  and  reprint  request  to:  Hing 
Chung  Lee,  M.D.,  Ph.D.  Midwest  Hypertension  Research 
Center,  St.  Joseph  Hospital,  Creighton  University  School  of 
Medicine,  601  N.  30th  St.,  Omaha,  NE  68131. 


300  Nebraska  Medical  Journal  November  1992 


about  the  importance  of  antihypertensive 
therapy,  reduction  of  number  of  pills,  simplifica- 
tion of  regimen,  maximum  use  of  nondrug 
therapies,  increased  family  involvement,  home 
monitoring,  self-help  groups  and  patient  re- 
wards have  proved  to  increase  compliance.’^ 
Physical  examination  and  screening  laboratory 
tests  should  look  for  target  organ  dysfunction  or 
change.  Although  the  benefit  from  the  regres- 
sion of  involved  organs  is  not  completely  clear,’® 
it  is  prudent  to  choose  the  antihypertensive 
medications  that  have  been  shown  to  improve 
target  organ  function. 

Co-existing  diseases  should  not  be  ignored. 
Beta-Adrenoceptor  antagonists  should  be 
avoided  in  patients  with  asthma,  chronic  ob- 
structive pulmonary  disease  (COPD),  conges- 
tive heart  failure  or  insulin  dependent  diabetes 
mellitus  (IDDM).’^^°  Angiotensin  converting 
enzyme  (ACE)  inhibitors  also  should  be  used 
cautiously  in  patients  with  COPD  or  asthma, 
because  they  may  induce  cough.  Beta- 
Adrenoceptor  antagonists  or  diuretics  should 
not  be  the  first  choice  in  patients  with 
dyslipoproteinemia.^’  Diuretics  should  not  be 
used  if  possible  in  patients  with  gout.^^  On  the 
other  hand,  alpha,-  adrenoceptor  antagonists 
may  be  the  drug  of  choice  in  mildly  hypertensive 
patients  with  prostate  hypertrophy.^^  Therapy 
with  an  ACE  inhibitor  may  lead  to  a better 
therapeutic  outcome  in  patients  with  conges- 
tive heart  failure^'’  or  diabetic  nephro-pathy.^® 
The  use  of  calcium  entry  blockers  (CEBs),^®  beta- 
adrenoceptor  antagonists^^  or  clonidine^®  may 
eliminate  headache  in  patients  with  migraine. 
Hypertensive  patients  with  autonomic  dysfunc- 
tion may  benefit  from  clonidine  treatment.^^ 

Excessive  pressor  response  to  the  office  visit 
(white  coat  hypertension)^®  may  sometimes  give 
a misdiagnosis  of  hypertension  or  a mistaken 
impression  of  hypertension  resistant  to  treat- 
ment. The  treatment  of  white  coat  hypertension 
may  lead  to  orthostatic  hypotension  at  home 
with  no  therapeutic  benefit.®’  It  is  usually  advis- 
able to  abandon  attempts  to  reduce  white  coat 
hypertension,  because  patients  with  white  coat 
hypertension  do  not  show  any  greater  variabil- 
ity of  blood  pressure  during  ambulatory  moni- 
toring than  other  individuals.®®  Treatment  of 
these  patients  should  be  based  on  the  readings 
from  home  or  ambulatory  blood  pressure  moni- 
toring. The  decision  to  start  treatment  can  also 
be  aided  by  determining  the  presence  or  ab- 
sence of  target-organ  damage  and  associated 
risk  factors.®® 


Finally,  the  treatment  of  all  patients  with 
hypertension  should  include  non-pharmacologic 
means  that  address  the  multiple  risk  factors  for 
cardiovascular  disease,  nephrosclerois  and 
stroke.  Patients  should  be  encouraged  to  ad- 
here to  low  salt  (less  than  2 gm  Na/day)  and  high 
potassium  diets,  to  reduce  their  total  choles- 
terol intake  to  300  mg/day  or  less  and  their  ethyl 
alcohol  intake  to  30  ml  (60  ml  of  100-proof 
whiskey,  240  ml  of  wine  or  720  ml  of  beer)  or 
less,  to  discontinue  cigarette  smoking,  to  partici- 
pate in  a regular  exercise  program,  and  to 
reduce  their  weight  to  at  least  1 20%  of  the  ideal 
body  weight.®'* 

PRINCIPLES  & SPECIAL  CONSIDERATION 
IN  MULTIDRUG  REGIMENS 

During  the  past  twenty  years  our  work  with 
severe  hypertensive  patients  has  impressed  us 
with  the  importance  of  understanding  blood 
pressure  regulatory  mechanisms  in  making  thera- 
peutic decisions.  It  is  very  desirable  to  know 
exactly  what  each  drug  is  doing:  the  site  and 
mechanism  of  its  action,  the  nature  of  its  dose 
response  curve  and  its  interrelationships  to  blood 
pressure  regulatory  mechanisms. 

Figure  1 illustrates  the  blood  pressure  regula- 
tory mechanisms  and  the  role  of  cardiac  output 
and  peripheral  resistance  in  maintaining  blood 
pressure.  Although  the  blood  pressure  is  deter- 
mined by  the  cardiac  output  and  total  periph- 
eral resistance,  the  hallmark  of  chronic  hyper- 
tension is  elevated  peripheral  vascular  resis- 
tance. Peripheral  resistance  can  be  altered  by 
four  main  blood  pressure  regulatory  systems: 


Hypertension 


Venous  Return  NE  All  CS  EDCF  PGs  Bk  ANF  EDRF 


Volume-  Sodium 

FIGURE  1 

Simplistic  diagram  of  blood  pressure  regulatiori. 
(NE=norepinephrine,  AII=angiotensin  II,  CS=corti- 
costeroid,  EDCF=endothelium  derived  constricting  fac- 
tor, PGs=prostaglandins,  BK=bradykinin,  ANF-atrial 
natriuretic  factor,  EDRF=endothelium  derived  relaxant 
factor). 

Solid  line:  accentuate. 

Dotted  line:  attenuate. 
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kidney,  sympathetic  nervous  system,  renin-an- 
giotensin-aldosterone  system  and  vascular  en- 
dothelial cells. 

The  kidney  is  the  main  organ  to  regulate 
sodium  excretion.  Sodium  retention  caused  by 
renal  dysfunction  or  high  salt  diets  increase  not 
only  cardiac  output  but  also  peripheral  vascular 
resistance  by  enhancing  the  vasoconstrictor 
effect  of  pressor  agents^^  and  results  in  hyper- 
tension. Insulin-resistance  is  a contributing  fac- 
tor for  the  development  of  hypertension,  par- 
ticularly in  obese  patients,  partially  due  to  the 
increment  of  renal  proximal  tubular  sodium 
reabsorption. Sodium  retention  is  one  of  the 
most  common  reasons  for  resistant  hyperten- 
sion. Approximate  50%  of  resistant  hyperten- 
sion referred  to  a tertiary  care  clinic  can  be 
controlled  by  optimization  of  therapy  with  di- 
uretics^^ to  induce  sodium  loss. 

Stimulation  of  the  sympathetic  nervous  sys- 
tem will  induce  the  secretion  of  norepinephrine 
(NE)  from  nerve  terminals.  The  activation  of 
alpha-adrenergic  receptors  by  NE  causes  vaso- 
constriction and  renal  sodium  reabsorption.^® 
The  venoconstriction  enhances  venous  return 
and  increases  cardiac  output.  The  arterial  vaso- 
constriction and  sodium  retention  will  increase 
total  peripheral  resistance  and  result  in  hyper- 
tension. 

Activation  of  the  renin-angiotensin-aldoste- 
rone  system  will  increase  the  formation  of  an- 
giotensin II  (All)  and  aldosterone.  Angiotensin  II 
not  only  causes  vasoconstriction  but  also  in- 
creases sodium  reabsorption  from  renal  proxi- 
mal tubules.^®  Aldosterone  can  cause  sodium 
retention  in  addition  to  increasing  the  respon- 
siveness of  blood  vessels  to  pressor  agents. 

Vascularendothelial  cells  have  been  found  to 
release  EDRF  (endothelium  derived  relaxing 
factor)  which  causes  vasodilation  and 
natriuresis"”  and  EDGE  (endothelium  derived 
constricting  factor)  that  causes  vasoconstric- 
tion and  sodium  retention.'’^  Although  two  cases 
of  EDCF-secreting  tumor  induced  hypertension 
were  reported,'*®  the  role  of  vascular  endothelial 
cells  in  the  pathogenesis  of  hypertension  is  not 
clear  at  the  present  time.  Thus,  they  will  not  be 
discussed  in  this  review. 

Figure  2 illustrates  the  interaction  among 
these  four  systems  occurring  in  antihypertensive 
treatment.  All  antihypertensive  drugs  which 
lower  blood  pressure  at  sites  of  action  beyond 
the  sympathetic  nervous  system,  including  va- 
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FIGURE  2 

I nterrelationships  of  antihypertensive  drugs  and  blood 
pressure  regulatory  mechanisms. 


sodilators,  induce  reflex  activation  of  the  sym- 
pathetic nervous  system.  This  reflex  activation  is 
a powerful  mechanism  which  limits  or  reduces 
the  blood  pressure  lowering  efficacy  of  each 
and  all  of  these  agents  through  mechanisms  as 
illustrated  in  figure  2.  In  addition  to  activating 
the  sympathetic  nervous  system,  these  agents, 
except  for  beta-adrenoceptor  antagonists  and 
ACE  inhibitors,  induce  antiotensin  II  formation 
in  direct  proportion  to  sympathetic  nervous 
system  activation.  Moreover,  most 
antihypertensive  agents,  except  diuretics,  also 
cause  sodium  retention  by  lowering  of  blood 
pressure  or  vasodilation.  Therefore  the 
antihypertensive  efficacy  of  monodrug  therapy 
can  be  blunted  by  the  activation  of  compensa- 
tory mechanisms. 

Table  1 and  Table  II  summarize  the 
antihypertensive  regimens  which  cause  a syner- 
gistic or  additive  effect  in  lowering  of  blood 
pressure.  If  the  drug  combination  can  block  the 
compensatory  mechanisms,  the  multidrug  treat- 
ment will  have  a synergistic  effect  in  blood 
pressure  control.  Therefore,  one  expects  to  see 
a profound  effect  in  lowering  of  blood  pressure 
in  patients  receiving  the  regimen  of  vasodila- 

TABLE 1 

Multidrug  Regimens  Produce  A Synergistic  Effect 
In  Lowering  of  Blood  Pressure 
Vasodilator  & Beta-Adrenoceptor  antagonist. 
Vasodilator,  Beta-Adrenoceptor  antagonist  & Diuretic. 
Vasodilator,  Beta-Adrenoceptor  antagonist,  Diuretic  & 
Central  acting  agent. 

Vasodilator,  Beta-Adrenoceptor  antagonist,  Diuretic,  Cen- 
tral acting  agent  & ACE  inhibitor. 

ACE  inhibitor  & Diuretic 
ACE  inhibitor  & CEB. 

CEB  Si  Alpha, -Adrenoceptor  antagonist. 
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TABLE  II 

Multidrug  Regimens  Produce  An  Additive  Effect 
In  Lowering  of  Blood  Pressure 
ACE  inhibitor  & Diuretic. 

ACE  inhibitor  & Central  acting  agent. 

CEB  & Central  acting  agent. 

CEB  & Beta-Adrenoceptor  antagonist. 

tors,  beta-adrenoceptor  antagonists,  diuretics, 
central  acting  agents  and  ACE  inhibitors  be- 
cause the  compensatory  mechanisms  are 
blocked  when  blood  pressure  is  reduced. 

An  additive  effect  occurs  in  combination 
treatment  using  drugs  that  act  through  on  mecha- 
nisms that  are  not  affected  by  the  other 
antihypertensive  agents.  For  example,  a syner- 
gistic effect  has  been  observed  with  the  combi- 
nation of  ACE  inhibitors  and  diuretics,  particu- 
larly in  patients  with  sodium  deprivation.  How- 
ever, only  an  additive  effect  in  lowering  of  blood 
pressure  is  found  in  hypertensive  patients  with 
sodium  retention  because  the  hypertension  is 
not  primarily  mediated  by  the  renin-angioten- 
sin-aldosterone  system  in  this  situation.  Since 
ACE  inhibitor  treatment  usually  does  not  stimu- 
late the  sympathetic  nervous  system,  the  com- 
bination of  ACE  inhibitors  and  central  acting 
agents  will  only  induce  an  additive  effect  be- 
cause no  compensatory  mechanisms  will  be 
blocked  when  blood  pressure  is  reduced. 

MULTIDRUG  ANTIHYPERTENSIVE  THERAPY 

The  choice  of  the  combination  of 


antihypertensive  medications  is  based  on  an 
understanding  of  the  pathogenesis  of  hyperten- 
sion, the  pharmacology  of  antihypertensive 
medications  and  elimination  of  compensatory 
mechanisms  without  causing  orthostatic 
hypotension.  Because  each  class  of 
antihypertensive  agents  contains  several  differ- 
ent drugs  (Table  III),  we  will  review  the  multidrug 
regimens  by  listing  the  sites  of  action  of  drugs 
which  are  known  to  produce  a synergistic  or 
additive  effect  in  lowering  of  blood  pressure. 

a.  Vasodilator,  beta-adrenoceptor  antagonist 

and/or  diuretic. 

Vasodilating  drugs,  by  decreasing  peripheral 
resistance,  lower  blood  pressure  and  activate 
the  sympathetic  nervous  system  through  the 
baroreceptors.  The  increased  sympathetic 
outifow  results  in  increased  cardiac  output, 
renin-angiotensin  activation,  nonrepinephrine 
vasoconstriction  and  retention  of  sodium.  The 
addition  of  a beta-adrenoceptor  antagonist 
blocks  the  cardiac  stimulation  and  reduces  the 
renin  release.  Thus  the  vasodilator  and  beta- 
adrenoceptor  antagonist  combination  can  in- 
duce a synergistic  effect  in  lowering  of  blood 
pressure.  The  reflex-mediated  alpha-adrenergic 
vasoconstriction  is  insufficiency  to  sustain  high 
blood  pressure,  except  in  some  refractory 
hypertensive  subjects'*'*  when  vasodilators  and 
beta-adrenoceptor  antagonists  are  combined. 

When  using  beta-adrenoceptor  antagonist- 


TABLE  III 

Commonly  Used  Antihypertensive  Drugs 
Classified  By  Sites  Of  Actions. 


DRUG  CLASS 
Diuretics 

Beta-Adrenergic  antagonists 
Nonselective: 

Beta, -selective: 

Intrinsic  sympathetic  activity: 
Alpha-Adrenergic  antagonists: 
Combined  adrenergic  antagonists: 
Central  adrenergic  inhibitors: 
Peripheral  adrenergic  inhibitors: 
"Direct"  Vasodilators: 
Angiotensin<onverting  enzyme 
(ACE)  inhibitors: 

Calcium  entry  blockers  (CEB): 
Dihydropyridines: 
Benzothiazepine: 
Benzeneacetonitrile: 


GENERIC  DRUG 

Thiazides,  loop,  potassium-sparing. 

Propranolol,  Nadolol,  Timolol,  Sotalol. 

Atenolol,  Metoprolol,  Acebutolol. 

Pindolol,  Acebutolol,  Oxprenolol. 

Prazosin,  Terazosin,  Doxazosin,  Phenoxybenzamine,  Phentolamine. 
Labetalol. 

Methyidopa,  Clonidine,  Guanabenz,  Guanfacine. 

Reserpine. 

Hydralazine,  Minoxidil. 

Captopril,  Enalapril,  Lisinopril,  Fosinopril,  Benazipril, 

Quinapril,  Ramipril. 

Nifedipine,  Felodipine,  Isradipine,  Nicardipine. 

Diltiazem. 

Verapamil. 
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vasodilator  combinations,  fluid  and  electrolyte 
retention  is  a common  problem.  This  effect  is 
related  to  the  pretreatmentseverity  of  hyperten- 
sion and  is  proportional  to  the  degree  of  blood 
pressure  lowering.  The  sodium  retention  can 
cause  pseudo  tolerance  to  treatment  and  at- 
tenuate the  antihypertensive  efficacy  of  the 
vasodilator  and  beta-adrenoceptor  antagonist. 
It  can  be  controlled  by  carefully  adjusting  the 
dosage  of  diuretic  agents.  A thiazide  diuretic 
and  furosemide  in  combination  have  been  more 
effective  than  furosemide  alone  when  high  dos- 
ages of  diuretics  are  needed.  However,  this 
combination  can  lead  to  marked  natriuresis  and 
electrolyte  imbalance  (hypokalemia,  hypomag- 
nesemia and  hyponatremia).  It  should  be  used 
cautiously,  only  under  adequate  supervision 
and  periodical  electrolyte  follow-up. 

b.  Vasodilator,  beta-adrenoceptor  antagonist, 

diureticand  alpba-adrenergicor  central  act- 
ing agent 

The  vasodilator-beta-adrenoceptor  antago- 
nist-diuretic combination  has  normalized  blood 
pressure  in  the  majority  of  refractory 
hypertensives;^  however,  more  than  20%  of 
subjects  treated  with  this  regimen  have  sus- 
tained average  diastolic  blood  pressures  above 
100  mm  Hg.  Blood  pressure  is  controlled  in 
most  of  these  patients  by  adding  a peripheral 
alpha-adrenoceptor  antagonist  (phenoxyben- 
zamine,  prazosin,  doxazosin  or  terazosin)  or  a 
central  acting  agent  (methyidopa,  clonidine  or 
guanabenz). 

As  discussed  previously,  the  combination  of 
vasodilator,  beta-adrenoceptor  antagonist  and 
diuretic  agent  can  block  the  cardiac  stimulation, 
the  renin  release  and  sodium  retention  but  the 
increased  alpha-adrenocoptor  stimulation  of 
blood  vessels  continues.  In  a minority  of  cases, 
the  hypertension  can  be  sustained  by  the  reflex- 
mediatted  alpha-adrenergic  vasoconstriction. 
This  hypothesis  has  been  confirmed  in  our 
previous  observation.'*^  Either  clonidine  or 
prazosin  induces  additional  lowering  of  blood 
pressure  in  hypernoradrenergic  vasodilator  and 
beta-adreno-ceptor  antagonist  treated  patients. 

c.  ACE  Inhibitor  and  diuretic. 

Seven  ACE  inhibitors  (captopril,  enalapril, 
lisinopril,  benazepril,  fosinopril,  quinapril  and 
ramipril)  are  available  in  the  U.S.A..  There  are  no 
documented  differences  in  the  mechanisms  of 
action  of  the  converting-enzyme  inhibitors  evalu- 
ated thus  far  except  captopril,  which  was  re- 
ported to  have  an  additional  prostaglandin- 


releasing effect  because  of  its  sulfhydryl  group. 
The  fall  in  blood  pressure  observed  with  the 
ACE  inhibitors  correlates  better  with  the  degree 
of  inhibition  of  the  tissue  renin-angiotensin  sys- 
tem than  with  the  circulating  renin-angiotensin 
system.  The  hypotensive  effect  of  an  ACE  inhibi- 
tor alone  is  similar  to  beta-adrenoceptor  antago- 
nist or  diuretic  and  is  more  effective  in  people 
with  high  plasma  renin  activity  (PRA)  (white 
people,  sodium  depletion,  diuretic  treatment 
and  progressive  systemic  sclerosis).'*^  However, 
the  ACE  inhibitors  have  been  used  effectively  in 
combination  with  other  agents,  particularly  di- 
uretics. 

In  general,  adding  a diuretic  will  normalize 
blood  pressure  in  an  additional  20  to  25  percent 
of  patients  who  are  resistant  to  ACE  inhibitor 
monotherapy.'*^  Therapy  with  a diuretic  can 
induce  sodium  loss  and  activate  the  renin-angio- 
tensin-aldosterone system,  which  can  deblocked 
by  concomitant  treatment  with  an  ACE  inhibi- 
tor. Studies  evaluating  diuretics,  placebo,  ACE 
inhibitors  or  the  combination  of  an  ACE  inhibi- 
tor and  a diuretic  indicate  that  the  combination 
of  ACE  inhibitor  and  diuretic  appears  additive 
and  possibly  is  synergistic'*®dependent  on  so- 
dium retention  status.  However,  this  combina- 
tion may  cause  orthostatic  hypotension  and 
aggravate  ACE  inhibitor  associated  renal  insuffi- 
ciency'*^  in  some  patients.  Thus,  it  is  recom- 
mended that  a low-salt  diet  be  avoided  and 
diuretics  be  withheld  for  two  to  three  days 
before  therapy  with  an  ACE  inhibitor  is  begun. 
If  diuretics  cannot  be  stopped,  then  the  initial 
dose  of  an  ACE  inhibitor  should  be  reduced  by 
half  or  to  one  quarter  of  the  recommended 
dose.  Renal  function  tests  should  be  checked 
periodically. 

d.  ACE  inhibitor  and  triple-drug  therapy. 

Although  beta-adrenoceptor  antagonists  can 
suppress  PRA,  they  do  not  inhibit  renin  release 
in  minoxidil-treated,  severely  hypertensive  pa- 
tients.^® There  are  rapid  falls  in  systolic  and 
diastolic  blood  pressure  in  triple-drug  treated 
patients  by  blocking  angiotensin  vasoconstric- 
tion with  an  ACE  inhibitor^’or  angiotensin  an- 
tagonist.®^ Most  of  patients  remain  normoten- 
sive  despite  significantly  reducing  the  dosages 
of  vasodilator,  beta-adrenoceptor  antagonist 
and  diuretic  after  an  ACE  inhibitor  is  added. 
However,  precaution  should  be  taken  because 
there  is  the  potential  risk  of  inadvertent  admin- 
istration of  ACE  inhibitors  to  patients  with  renal 
artery  stenosis  or  pseudo  renal  artery  stenosis 
syndrome. 
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e.  ACE  inhibitor  and  calcium 

entry  blocker  (CEB). 

Schneider,  jennings  and  Opie^  found  that 
combination  therapy  with  an  ACE  inhibitor  and 
a CEB  was  conspicuously  successful  in  achiev- 
ing reduction  in  blood  pressure  that  could  not 
be  controlled  by  either  drug  alone  in  patients 
with  hypertensive  urgencies.  The  synergism  of 
the  hypotensive  effects  in  the  combination  of 
ACE  inhibitors  and  CEBs  also  has  been  reported 
by  other  investibators.*^'®"* 

There  is  no  good  explanation  for  the  syner- 
gism between  ACE  inhibitors  and  CEBs.  It  does 
not  appear  to  relate  to  the  action  of  CEBs  on  the 
proximal  renal  tubules.  We  found  thattherewas 
no  natriuresis  despite  decreasing  proximal  so- 
dium reabsorption  in  hypertensive  patients 
treated  with  CEBs.^^  Morever,  it  has  been  dem- 
onstrated that  there  was  no  interaction,  additive 
or  negative,  or  renal  hemodynamics  and  so- 
dium excretion  between  these  two  drugs.^^^^ 
Although  an  ACE  inhibitor  can  minimize  stimu- 
lation of  the  sympathetic  nervous  system  in- 
duced by  a CEB  (rise  in  heart  rate,  plasma 
norepinephrine  and  plasma  aldosterone),^®  these 
factors  are  not  determinants  of  response  to 
CEBs  in  hypertension.^^  It  also  is  difficult  to  see 
how  reduction  of  vascular  tone  with  CEBs  and 
ACE  inhibitors  would  be  a factor,  since  angio- 
tensin II  mediated  vasoconstriction  can  be 
blocked  by  adding  a CEB.®°  Since  these  two 
drugs  share  a similar  mechanism  for  dilating 
blood  vessels  (both  agents  block  extracellular 
calcium  influx),  the  synergistic  effect  on  vasodi- 
lation is  unlikely  present  between  ACE  inhibi- 
tors and  CEBs.  There  is  no  known  interaction 
between  CEBs  and  ACE  inhibitors  in  drug  me- 
tabolism.^® Therefore  the  synergistic  effect  in 
combination  is  not  due  to  an  increased  drug 
concentration  in  the  plasma. 

f.  ACE  inhibitor  or  CEB  and  central  acting  agent 

The  common  abnormality  in  most  patients 
with  essential  hypertension  is  elevated  periph- 
eral vascular  resistance  which  involves  vessel 
wall  hypertrophy,®’  elevated  plasma  concentra- 
tions of  norepinephrine  and  angiotensin  II,  and 
an  enhanced  responsiveness  of  vascular  smooth 
muscle  to  normal  concentrations  of  pressor 
agents.  Central  acting  agents  act  by  reducing 
sympathetic  activity  and  ACE  inhibitors  act  by 
inhibiting  angiotensin-converting  enzyme, 
thereby  reducing  circulating  or  tissue  angioten- 
sin II.  Theoretically,  this  combination  should 
have  an  additive  or  synergistic  effect  in  lowering 
of  blood  pressure. 


Baez  et  al®^  tested  this  hypothesis  by  doing  an 
open  crossover  study  in  eight  hypertensive  pa- 
tients. Each  patient  recieved  placebo  followed 
by  ascending  doses  of  either  guanabenz  or 
captopril  as  initial  monotherapy  and  were  sub- 
sequently crossed  over  to  the  alternate 
monotherapy  and  then  received  guanabenz 
and  captopril  concomitantly.  They  fourid  that 
guanabenz  and  captopril  had  only  an  additive 
effect  with  no  synergistic  effect  seen  when 
administered  in  combination  to  patients  with 
hypertension. 

The  favorable  antihypertensive  properties  of 
CEBs  and  central  acting  agents  have  been  dem- 
onstrated in  a variety  of  studies.®^  Therapy  with 
both  drugs  led  to  a significant  regression  of  LVH 
in  patients  with  chronic  hypertension,  and  no 
adverse  effect  on  lipid  profile,  blood  sugar  and 
electrolytes.  Unfortunately,  there  is  no  synergis- 
tic action  on  lowering  of  blood  pressure  be- 
tween CEBs  and  central  acting  agents. 

Mitrovic  and  colleagues®'*showed  that  com- 
bined administration  of  a CEB  (nifedipine)  and  a 
central  acting  agent  (clonidine)  leaded  to  a 
purely  additive  reduction  in  blood  pressure  in 
moderately  severe  hypertension.  The  decre- 
ment of  blood  pressure  caused  by  combination 
therapy  was  never  more  than  proportional. 
Nevertheless,  the  disadvantages  of  neurohu- 
moral  counter-regulation  of  nifedipine  (reflectory 
heart  rate  increase,  norepinephrine  release  and 
PRA  increase)  were  neurtralized  by  clonidine. 

Based  on  the  available  data,  there  is  only  an 
additive  effect  on  lowering  of  blood  pressure 
when  central  acting  agents  and  ACE  inhibitors 
or  CEBs  are  given  concomitantly  to  hypertensive 
patients.  However,  because  of  the  favorable 
antihypertensive  properties  of  ACE  inhibitors, 
CEBs  and  central  acting  agents,  combination 
therapy  with  an  ACE  inhibitor  or  CEB  and  a 
central  acting  agent  is  a particularly  attractive 
therapeutic  modality  for  patients  requiring  two 
drug  therapy  when  other  complicating  diseases 
are  present,  such  as  COPD,  asthma,  gout, 
dyslipidemia,  IDDM  and  cardiovascular  disor- 
ders, etc. 

g.  CEB  and  alpha, -adrenoceptor  antagonist. 

We  recently  have  treated  several  severely 
hypertensive  patients  successfully  using  the 
combination  of  CEB  and  alpha, -adrenoceptor 
antagonist  (Fig.3).  Most  patients  also  had  a 
disproportionately  high  systolic  blood  pressure. 
The  severe  hypertension  or  disproportionately 
high  systolic  blood  pressure  could  not  be  con- 
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FIGURE  3 

The  blood  pressure  changes  with  and  without  treat- 
ment of  calcium  entry  blockers  (CEB)  and  alpha, - 
adrenoceptor  antagonist  (a,  AB)  in  5 hypertensive  pa- 
tients. The  dosage  of  CEB  remained  same  with  or  with- 
out co-administration  of  alpha, -adrenoceptor  antagonist. 
SBP:  systolic  blood  pressure. 

OBP:  diastolic  blood  pressure. 

trolled  by  either  drug  alone.  However,  the  com- 
bination of  these  drugs  in  the  same  dose  as  used 
alone  lowered  blood  pressure  from  a mean 
206/1 1 8 mm  Hg  to  1 36/82  mm  Hg. 

A smiliar  observation  also  has  been  reported 
by  other  investigators.^^  The  mechanism  of  syn- 
ergism is  partially  caused  by  increasing  alpha, - 
adrenoceptor  antagonist  concentration  in  the 
plasma  by  decreasing  clearance,  and  attenuat- 
ing alpha, -adrenoceptor  agonist  and  angioten- 
sin II  induced  pressor  responses. 

Early  in  1983,  Jee  and  Opie^®  cautioned 
concerning  an  acute  hypotension  response  to 
nifedipine  when  added  to  prazosin  in  the  treat- 
ment of  hypertension.  However,  there  was  no 
acute  hypotension  response,  no  orthostatic 
hypotension,  no  weight  gain  or  renal  function 
change  before  and  after  treatment  with  this 
regimen  in  our  patients.  This  difference  may  be 
due  to  a low  dose  of  alpha, -adrenoceptor  an- 
tagonist being  used  initially  with  a gradual  in- 
crease in  the  dosage  if  necessary  in  our  study. 
We  always  added  an  alpha, -adrenoceptor  an- 
tagonist to  a CEB.  Whether  the  addition  of  an 
alpha, -adrenoceptor  antagonist  to  CEB  treat- 
ment may  eliminate  the  acute  orthostatic  change 
seen  in  alpha, -adrenoceptor  antagonist  therapy 
is  unknown. 

h.  CEB  and  beta-adrenoceptor  antagonist. 

As  illustrated  in  Fig.  2,  treatment  with 
nifedipine,  a vasodilator,  may  cause  a compen- 
satory reflex  increase  in  sympathetic  tone  in- 
duced by  the  drop  in  blood  pressure.  This 


increase  in  sympathetic  tone  will  produce  an 
increase  in  both  heart  rate  and  plasma  renin 
activity,  which  can  be  prevented  by  administra- 
tion of  a beta-adrenoceptor  antagonist.  There- 
fore, one  expects  to  see  an  additive  effect  of 
nifedipine  and  a beta-adrenoceptor  antagonist 
in  lowering  of  blood  pressure.  The  additive  but 
not  synergistic  effects  of  combination  therapy 
have  been  reported  by  several  investigators.®'®'®® 
The  magnitude  of  the  decrease  in  both  the 
resting  and  exercise  blood  pressure  after  the 
addition  of  a beta-adrenoceptor  antagonist  to 
nifedipine  treatment  was  16  to  19  mm  Hg 
decline  in  systolic  pressure  and  8 to  12  mm  Hg 
decline  in  diastolic  pressure.  Combination 
therapy  with  these  two  agents  is  desirable  in 
some  hypertensive  patients  with  exertional  an- 
gina.^® However,  in  a recent  study,  Solomon  et 
at  found  that  a combination  of  atenolol  and 
nifedipine  reduced  maximal  walking  distance 
by  9%  and  caused  a slight  decrease  in  foot 
temperature  compared  with  placebo  (by  1 .1°C) 
in  patients  with  intermittent  claudication.  The 
worsening  claudication  and  lowering  skin  tem- 
perature may  not  be  unique  to  a particular 
antihypertensive  drug  combination  and  may 
result  from  reductions  in  peripheral  blood  flow 
due  to  more  effective  lowering  of  blood  pres- 
sure than  with  either  drug  alone. 

Other  CEBs,  such  as  verapamil  and  diltiazem, 
should  be  avoided  in  patients  receiving  beta- 
adrenoceptor  antagonist.  The  adverse  effect  on 
antrioventricular  conduction  orbradyarrhythmia 
can  result  from  the  administration  of  either  of 
these  two  drugs,  most  notably  verapamil,  with  a 
beta-adrenoceptor  antagonist. 

i.  Potassium  and  antihypertensive  medications. 

A high  potassium  diet  has  been  shown  to 
protect  animals  from  hypertension-induced 
stroke  and  renal  failure. It  is  also  shown  to 
decrease  the  incidence  of  stroke  in  humans.  A 
cross-cultural  inverse  association  between  di- 
etary potassium  intake  and  blood  pressure  has 
been  seen  in  several  epidemiologic  surveys.^®’^'* 
In  contrast,  potassium  restriction  causes  a sub- 
stantial rise  in  blood  pressure  in  normotensive 
people.^®  These  observations  suggest  that  a 
potassium-riched  diet  may  decrease  the  sever- 
ity of  hypertension  as  well  as  prevent  associated 
complications.  Siani  et  at^®  demonstrated  that  a 
50%  increase  in  the  average  potassium  intake 
significantly  reduced  the  need  for  antihy- 
pertensive medication.  Based  on  the  data  avail- 
able, it  is  prudent  to  ask  every  hypertensive 
patients  without  contraindication  to  potassium 


306  Nebraska  MedicalJournal  November  1992 


supplementation  (renal  insufficiency,  renal  tu- 
bular acidosis,  hyporenin  hypoaldosteronism, 
on  medications  causing  hyperkalemia  etc.)  to 
maintain  a high-potassium  diet  and  in  addition 
to  reduce  salt,  alcohol,  and  saturated  fat  intake. 

j.  Others 

A significant  lowering  of  blood  pressure  was 
noted  in  one  patient  after  adding  diltiazem  to 
treatment  with  nifedipine. Although  no  defini- 
tive conclusion  can  be  made  from  an  anecdotal 
report  regarding  possible  interactions  among 
different  groups  of  CEBs,  the  combination  of 
these  two  drugs  is  worthwile  to  try  in  resistant 
hypertensive  patients  with  angina  pectoris  and 
is  refractory  to  the  maximal  antianginal  therapy.^® 

SUMMARY 

We  have  briefly  discussed  the  antihy- 
pertensive drug  interactions  which  result  in 
additive  or  synergistic  actions  on  lowering  of 
blood  pressure  when  they  are  administered 
concomitantly.  The  choice  of  antihypertensive 
agents  should  be  individualized  based  on  the 
patient's  age,  race,  sex,  weight  prior  therapy, 
coexisting  diseases,  underlying  diseases,  and 
the  pathophysiology  of  the  disease.  The  goal  of 
antihypertensive  treatment  extends  not  only  to 

the  rontrnl  nf  hvnp>rtpn<;ir>n  opt  cp  hut  ako  to  thp 

reduction  of  side  effect  profiles,  the  treatment 
of  co-existing  diseases  and  optimizing  quality  of 
life. 
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ABSTRACT 

Our  goal  is  to  determine  colon  cancer  surveillance  strategy  in  patients  at  risk  for  Lynch's  syndrome.  Asymptomatic 
persons  at  50%  risk  of  having  Lynch  syndrome  (age  25-70  years)  were  enrolled  in  colonoscopic  screening.  Those  without 
adenomas  were  asked  to  return  in  one  year.  Those  with  adenomas  were  asked  to  return  in  six  months  because  of  concern 
for  rapid  malignant  degeneration.  Results:  Twenty-five  males  and  thirty  females  participated.  On  initial  exam,  eight  of 
fifty-five  patients  (14.5%)  had  adenomas.  Logistic  regression  showed  a significant  effect  of  age  on  the  probability  of 
finding  adenomas  at  initial  examination  (p<0.02).  Followup  was  available  in  27  patients  (mean  35.5  months).  Kaplan- 
Meier  estimation  of  time  to  finding  new  or  previously  missed  adenomas  was  58  months  for  patients  clear  on  first 
colonoscopy  and  16  months  for  patients  who  had  adenomas  on  first  exam  (p<0.01).  One  adenocarcinoma  has  been 
found  arising  in  a tubulovillous  adenoma.  Conclusion;  The  short-term  risk  of  colorectal  cancer  in  Lynch  syndrome 
relatives  without  adenomas  is  low,  as  is  the  risk  in  those  who  have  had  all  visualized  adenomas  removed.  Key  words: 
Colorectal  cancer,  surveillance,  hereditary  nonpolyposis,  colorectal  cancer  (FHNPCC). 


INTRODUCTION 

PATIENTS  with  the  Lynch  syn- 
drome have  a propensity  to 
develop  colorectal  cancer  at  a 
young  age  (mean  44.6  years)  and  in  the  proxi- 
mal colon  (72%).  The  inheritance  pattern  is 
autosomal  dominant  and  there  is  a higher  inci- 
dence of  synchronous  and  later  additional  pri- 
mary colorectal  cancers  than  occurs  in  patients 
with  sporadic  colon  carcinomas. In  Lynch 
Syndrome  I,  family  members  express  only  the 
propensity  for  colorectal  cancer;  Lynch  Syn- 
drome II  features  colorectal  cancer  and 
extracolonic  adenocarcinomas  (endometrial, 
breast,  gastric,  pancreatic). This  division  is  not 
accepted  by  all  experts^  some  of  whom  prefer 
to  group  the  entire  spectrum  as  hereditary 
nonpolyposis  colorectal  cancer  (HNPCC).  The 
Lynch  syndromes  account  for  approximately 
6%  of  the  population  with  colorectal  cancer^  ® a 
significant  population  in  which  to  consider  sur- 
veillance. There  is  evidence  that  colonic  adeno- 
mas are  the  precursor  lesion  in  the  Lynch  syn- 
dromes^’^ and  that  screening  leads  to  detection 
of  cancers  at  an  early  stage. However,  the 
prevalence  of  adenomas  in  the  syndrome  is 
reported  to  approximate  that  of  the  general 
population  and  intensive  colonoscopic  surveil- 
lance may  not  be  justified.'^ 

Our  aim  is  to  update  our  previous  reports  on 
the  prevalence  of  colonic  neoplasia  in  patients 
at  risk  for  the  Lynch  syndrome  and  to  describe 
the  natural  history  of  patients  in  our  surveillance 
program. 


METHODS 

All  adults  deemed  at  50%  risk  were  invited  to 
participate  in  a colonoscopicsurveillance study. 
The  participants  were  from  well-documented 
Lynch  syndrome  families  followed  at  the 
Creighton  University  Hereditary  Cancer  Insti- 
tute and  had  at  least  one  first-degree  relative 
with  colon  cancer,  thus  putting  them  at  50%  risk 
of  carrying  a putative  Lynch  Syndrome  gene.  To 
qualify  for  this  study,  a family  was  required  to 
have  at  least  three  generations  affected  by 
colorectal  and  other  syndrome  cancers,  fre- 
quently diagnosed  at  early  ages  and  occurring 
in  a pattern  consistent  with  autosomal  domi- 
nant transmission  in  the  absence  of  florid 
polyposis.  These  families  all  exceeded  the  mini- 
mum criteria  of  the  Amsterdam  definition’^  and 
constituted  more  than  a "strong  family  history" 
for  colorectal  cancer. 

Colonoscopy  was  performed  in  routine  fash- 
ion using  intravenous  light  sedation.  All  visual- 
ized polyps  were  removed  at  each  colonoscopy 
by  hot  biopsy  or  snare-cautery.  Subjects  with 
negative  initial  examinations  were  asked  to 
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return  in  one  year  for  followup  colonoscopy. 
Those  patients  with  colon  neoplasia  were  asked 
to  be  reevaluated  in  6 months.  All  patients  gave 
informed  consent  and  the  project  was  ap- 
proved by  the  Creighton  University  Institu- 
tional Review  Board. 

Logistic  regression'^  was  used  to  evaluate 
the  effect  of  age  on  adenoma  prevalence. 

Kaplan-Meier'®  estimation  of  time  to  the 
finding  of  new  or  previously  missed  neoplasms 
was  used  for  cohort  analysis  of  follow-up  data. 

RESULTS 

Subjects  Studied 

Fifty-five  subjects  from  nine  unrelated  Lynch 
syndrome  families  participated.  There  were  25 
males  (45%)  and  30  females  (55%).  Median 
age  at  initial  colonoscopy  was  38  years  (range 
25-69  years) 

One  hundred  and  five  colonoscopies  were 
performed  from  1984  to  1991.  The  colono- 
scope  was  passed  to  the  cecum  in  100%  of 
examinations.  There  were  no  complications  of 
colonoscopy  or  polypectomy.  Colon  prepara- 
tion was  adequate  in  all  cases  and  no  patients 
were  rescheuled  because  of  inadequate  cleanout. 

Prevalence  of  neoplasia 

On  initial  examination,  eight  of  fifty-five  sub- 
jects had  adenomas  (14.5%).  Logistic  regres- 
sion analysis  indicated  a significant  positive 
relation  between  age  at  examination  and  the 
probability  of  finding  adenomas  (p<.02).  The 
odds  ratio  associa-ted  with  each  year  increase 
in  age  was  1 .09  (95%  confidence  interval  from 
1.01  to  1.16)  (Fig  1).  The  mean  age  at  first 
finding  colonic  adenomas  was  43.1  years  for  all 
subjects  (range  31-68  years).  During  six  exams, 
multiple  (2-5)  adenomas  were  found  and  re- 
moved. No  malignancies  were  discovered  on 
initial  colonoscopy. 

Natural  History 

Followup  was  available  in  27  subjects.  Mean 
followup  was  35.5  months  with  a range  of  1 2- 
72  months  (median  followup  was  33  months). 
During  followup,  9 subjects  were  found  to 
have  new  or  previously  missed  adenomas. 

Kaplan-Meier  estimation  of  time  to  finding 
new  or  previously  missed  adenomas  was  58 
months  for  subjects  who  were  clear  of  adeno- 
mas on  initial  colonoscopy.  Time  to  finding 
new  or  previously  missed  adenomas  was  16 
months  for  patients  who  had  adenomas  on  the 
initial  exam  (p<0.01)  (Fig  2). 


Age  At  Examination  (years) 


FIGURE  1: 

Logistic  regression  showing  the  probability  of  finding 
an  adenoma  in  a previously  unexamined  patient  at  50% 
risk  of  carrying  the  Lynch  syndrome  gene,  according  to 
age.  The  middle  (solid)  curve  is  the  "point  estimate"  of 
probability.  The  two  dotted  curves  show  the  95%  con- 
fidence interval  of  the  estimate.  To  read  the  figure: 
estimated  risk  reaches  20%  at  age  47;  risk  of  finding  an 
adenoma  reaches  50%  of  age  63  or  64. 


FIGURE  2: 

Kaplan-Meier  estimation  of  time  to  finding  a new  or 
previously  missed  adenoma  was  58  months  for  subjects 
who  were  clear  of  adenomas  at  initial  colonoscopy  and 
1 6 months  for  subjects  who  had  adenomas  on  the  first 
exam. 


One  adenocarcinoma  arising  in  a tubulo- 
villous  adenoma  was  discovered  in  the  trans- 
verse colon  of  a 43-year-old  man.  FHe  had  a 
negative  colonoscopy  four  years  prior  to  diag- 
nosis. He  underwent  a subtotal  colectomy  and 
the  specimen  showed  residual  mucinous 
adenocarcinoma  extending  into  the  submu- 
cosa. 

Presently,  nine  subjects  have  not  returned 
for  followup  for  over  two  years  (6  males,  3 
females).  The  probability  of  patients  returning 
for  subsequent  colonoscopy  was  not  related  to 
the  finding  of  adenomas  at  initial  examination 
nor  to  age  nor  gender  of  the  subject. 
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DISCUSSION 

Current  recommendations  for  the  interval 
between  surveillance  colonoscopy  for  Lynch 
Syndrome  family  members  at  50%  risk  vary 
from  1 -3  years. ® However,  these  recom- 

mendations are  supported  by  little  data.  Our 
study  shows  that  the  short-term  risk  of  colorectal 
cancer  in  these  high-risk  subjects  who  do  not 
have  adenomas  at  initial  screening  is  low.  Simi- 
larly, the  short-term  risk  of  colorectal  cancer  in 
patients  who  have  all  visualized  polyps  re- 
moved is  also  low.  This  is  the  largest  cohort  of 
at  risk  Lynch  syndrome  patients  yet  reported. 

We  previously  recommended  an  aggressive 
screening  program  of  yearly  colonoscopy.  This 
aggressive  approach  was  based  on  our  experi- 
ence in  only  two  patients^’  who  were  not 
participants  in  our  surveillance  program.  One 
patient  had  a lesion  noted  in  the  cecum  Vh 
years  after  a negative  colonoscopy.  He  under- 
went hemicolectomy  and  was  found  to  have  a 
mucinous  adenocarcinoma  in  a villous  adenoma 
of  the  cecum.  The  second  patient  had  negative 
colonoscopy  in  1985  and  a small  hyperplastic 
polyp  removed  at  colonoscopy  in  1987.  In 
1 990,  several  small  polyps  were  seen  and  one 
removed  from  the  transverse  colon  showed 
adenocarcinoma.  When  colonoscopy  was  re- 
peated two  weeks  later  in  preparation  for  sur- 
gery, two  other  colonic  adenocarcinomas  were 
discovered. 

It  now  appears  inappropriate  to  base  recom- 
mendations for  Lynch  syncjrome  colon  cancer 
screening  on  these  two  cases.  These  reports 
must  be  balanced  against  the  present  data  of 
our  prospective  surveillance  study.  One  expla- 
nation might  be  that  cases  such  as  the  two 
mentioned  above  simply  represent  "missed" 
early  lesions.  Colonoscopic  technique  in  our 
clinic  does  not  appear  to  differ  from  that  re- 
ceived by  the  two  cancer  patients.  Another 
explanation  may  be  a study  bias  that  leads  to 
aggressive  removal  of  the  tiniest  polyps  in  our 
study  group.  For  instance,  the  recurrence  rate 
of  adenomas  in  our  group  is  lower  than  recur- 
rence rates  of  sporadic  adenoma  patients. 

Indirect  support  for  the  importance  for  re- 
moving diminutive  polyps  in  at-risk  Lynch  syn- 
drome patients  is  data  from  this  study  and 
others"  '^  showing  prevalence  of  adenomas  is 
similar  to  the  general  population.  Yet  the  risk  of 
colon  cancer  in  these  subjects  is  markedly 
increased  suggesting  that  adenomas  in  Lynch 
Syndrome  patients  are  more  likely  to  undergo 


malignant  degeneration  and  perhaps  do  so 
more  quickly  than  the  mean  of  ten  years  from 
adenoma  to  carcinoma  noted  in  the  apparently 
sporadic  cases. Because  of  possible  inad- 
equacy of  the  hot  biopsy  in  removing  all 
adenomatous  tissue'®"^’  we  cannot  comment 
directly  on  the  growth  characteristics  of  these 
adenomas.  Rather,  our  study  demonstrates  the 
adequacy  of  cancer  control  using  present 
endoscopic  techniques  in  Lynch  Syndrome 
patients. 

Can  the  presence  of  colonic  adenomas  serve 
as  a biomarker  for  the  Lynch  Syndrome?  At 
present,  we  identify  patients  at  50%  or  25%  risk 
based  on  their  family  history.  It  is  imprudent  to 
consider  adenomas  as  a phenotypic  marker  of 
the  Lynch  Syndrome  since  they  are  such  a 
common  finding  in  the  general  population. 
Perhaps  a more  important  consideration  is:  If 
we  have  altered  the  expression  of  colorectal 
cancer  by  polypectomy  in  the  50%  group,  we 
will  not  be  able  to  determine  the  risk  of  gene 
carriage  in  the  offspring  beyond  25%.  Previ- 
ously we  had  not  recommended  screening  in 
patients  at  25%  risk  of  carrying  the  putative 
Lynch  Syndrome  gene;  however  it  may  be 
prudent  to  screen  patients  at  25%  risk  who 
have  a first-degree  relative  with  colonic 
adenomas,  perhaps  with  a less  costly  and  less 
invasive  air  contrast  barium  enema. 

We  wish  to  stress  that  the  diagnosis  of 
Lynch's  syndrome  can  be  made  by  analysis  of 
an  extended  family  history’’’®  and  our  recom- 
mendations are  not  directed  towards  merely 
any  first-degree  relative  of  a patient  with 
colorectal  cancer.  Our  current  practice  is  to 
recommend  that  subjects  at  50%  risk  of  carry- 
ing the  Lynch  Syndrome  gene  have  surveil- 
lance colonoscopy  beginning  at  age  25,  with 
repeat  colonoscopy  at  one  year  for  those  pa- 
tients with  adenomas.  If  colon  cleanout  is  ex- 
cellent, the  scope  passed  to  the  sedum,  and  no 
lesions  are  found,  patients  should  have 
colonoscopic  screening  at  two  to  three  year 
intervals.  A subtotal  colectomy  is  indicated  at 
the  time  of  diagnosis  of  colon  cancer  because 
of  the  risk  of  multiple  primary  tumors.’ 

The  authors  wish  to  thank  Theresa  Tspinoza  for  help  in 
preparation  of  this  manuscript. 
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ABSTRACT 

Medical  colleges  throughout  the  nation  are  being  pressured  to  decrease  the  costs  of  medical  education.  In  some  of 
our  smaller  cities,  the  duplication  of  faculty  expertise  and  costly  technological  resources  at  distinct  but  neighboring 
campuses  has  led  to  training  costs  far  beyond  what  can  be  comfortably  supported  by  either  the  institutions  or  their 
students.  While  the  trend  toward  collaboration  or  mergers  between  identical  medical  departments  on  adjacent 
campuses  is  gaining  ground,  the  methods  required  to  achieve  success  in  these  ventures  remain  relatively  uncharted.  This 
paper  provides  an  overview  of  the  creation  of  successful  merger  between  the  departments  of  Psychiatry  of  Creighton 
University  School  of  Medicine  and  the  University  of  Nebraska  College  of  Medicine.  The  development  of  the  merger  from 
conception  to  completion,  along  with  the  lessons  learned  along  the  way,  are  offered  in  the  hope  that  other  medical 
departments  may  benefit. 


INTRODUCTION 

Academic  medical  departments 
throughout  the  nation  are  fac- 
k ing  increasing  pressures;  pres- 
sures to  be  fiscally  sound  in  an  environment  of 
decreasing  state  and  federal  dollars  for  re- 
search, patient  care,  and  education;  and  pres- 
sures to  maintain  high  quality  education  for 
resident  and  medical  students  through  the  ap- 
plication of  diminishing  resources.’'^  Many 
medical  colleges  are  facing  sharper  competi- 
tion with  private  sector  practice  for  revenue, 
and  some  departments  are  unable  to  recruit 
chairpersons,  as  evidenced  by  the  fact  that  20 
out  of  126  Department  of  Psychiatry  chairs 
remain  vacant.'*  A number  of  approaches  have 
been  used  to  deal  with  these  increasing  fiscal 
constraints,  including  an  enhanced  emphasis 
on  outpatient  care  and  a diminishing  focus  on 
general  medical  training.  Yet  one  of  the  more 
effective  ways  of  responding  to  such  pressures 
has  been  to  merge  the  academic  medical  de- 
partments of  separate  universities.^ 

The  purpose  of  this  article  is  to  outline  the 
successful  merger  of  the  departments  of  Psy- 
chiatry of  a private  and  a state  medical  college, 
and  thus  provide  a model  for  other  universities. 
Recently,  the  University  of  Connecticut  and 
the  Institute  of  Living,  as  well  as  the  University 
of  Maryland  and  the  Enoch  Pratt  HospitalTrain- 
ing  Programs,  have  merged.  To  our  knowledge, 
however,  no  merger  to  date  has  been  as  com- 
plex or  as  complete  as  the  one  between  the 
Psychiatry  departments  of  Creighton  Univer- 


sity School  of  Medicine  (CUSM)  and  University 
of  Nebraska  College  of  Medicine  (UNMC). 

OVERVIEW 

Creighton  University  was  established  over  a 
century  ago  as  a private  Jesuit  institution,  and 
its  School  of  Medicine  has  since  developed 
centers  of  excellence  in  oncology,  cardiology, 
metabolic  bone  disease  and  positron  emission 
tomography.  Creighton  Memorial  Saint  Joseph 
Hospital,  its  primary  teaching  facility,  was  com- 
pletely rebuilt  near  the  CUSM  campus  in  1 977, 
and  a 121 -bed  psychiatric  center,  the  Saint 
Joseph  Center  for  Mental  Health,  was  created 
at  the  previous  site.  Both  inpatient  facilities 
were  purchased  in  1 984  by  American  Medical 
International,  an  investor  owned  for-profit  cor- 
poration, but  remain  the  primary  teaching  hos- 
pitals for  CUSM.  The  University  of  Nebraska 
College  of  Medicine  was  also  founded  over  a 
century  ago  as  a land  grant  university  sup- 
ported by  state  tax  revenues.  UNCM  excels  in 
organ  transplantation,  cancer  treatment,  and 
geriatric  medicine. 

In  1984,  Nebraska's  Governor  appointed  a 
Study  Commission  to  explore  possible  ways  to 
achieve  more  efficient  and  cooperative  opera- 
tions of  the  state's  two  medical  schools.  Omaha 
(population  350,00)  is  a rather  small  city  to  host 
more  than  one  medical  school  and  the  two 
campuses  are  less  than  three  miles  apart.  In 
addition  to  the  two  medical  schools,  there  are 
six  other  hospitals  in  the  community.  Contin- 
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ued  expansion  in  all  facilities  prompted  the 
state  to  use  a Certificate  of  Need  process  to 
discourage  unnecessary  expansion.  The 
Creighton-Nebraska  Universities  Health  Sci- 
ences Foundation  had  previously  been  estab- 
lished in  1971  with  administrative  representa- 
tion from  both  schools.  This  foundation  helped 
to  establish  a joint  Newborn  Intensive  Care 
Unit  at  a single  teaching  hospital  in  1984. 
Additional  cooperative  efforts  in  residency  train- 
ing had  also  been  established  in  Neurology, 
Dermatology,  Pediatrics,  and  Orthopedic  Sur- 
gery, all  of  which  were  combined  in  such  a way 
that  the  departments  had  joint  training  pro- 
grams while  the  bulk  of  administrative  struc- 
tures remained  distinct  within  the  separate 
departments. 

Major  hospital  bed  reallocations  were  also 
occurring  on  both  campuses.  Since  1955,  the 
UNCM  Department  of  Psychiatry's  principle 
clinical  teaching  facility  had  been  the  Nebraska 
Psychiatric  Institute.  Located  on  the  UNCM 
campus,  the  Institute  was  internationally  recog- 
nized for  research  in  mental  retardation,  neuro- 
physiology, and  neuropsychology.  However, 
the  UNCM  began  to  expand  and  centralize  its 
geriatric  medicine  program  during  the  1980s, 
the  Institute  building  was  considered  ideal  for 
this  purpose,  even  though  this  resulted  in  a 
significant  loss  of  beds  for  its  Department  of 
Psychiatry.  Dr.  Frank  j.  Menolascino  had  re- 
cently been  appointed  Chairman  of  the  depart- 
ment and  was  thus  faced  with  a limitation  of 
teaching  beds.  Concurrently,  CUSM  gained  60 
new  beds  in  its  main  psychiatric  teaching  hos- 
pital, the  Saint  Joseph  Centerfor  Mental  Health, 
and  had  been  searching  for  a full-time  chairman 
for  its  Department  of  Psychiatry  for  over  a year. 
The  solution  to  both  problems  seemed  obvi- 
ous. 

Because  of  need,  proximity,  and  coopera- 
tive leadership,  the  Deans  of  both  schools 
recognized  an  opportunity  to  create  the  most 
comprehensive  cooperative  program  to  date  — 
a single  Department  of  Psychiatry  serving  both 
schools  of  medicine  chaired  by  Dr.  Menolascino 
with  the  Saint  Joseph  Centerfor  Mental  Health 
as  its  principle  education  and  training  site.  Both 
institutions  believed  that  a combined  Depart- 
ment of  Psychiatry  should  embrace  ^ aspects 
of  service,  education,  and  research.  Such  a 
merger,  in  addition  to  meeting  the  needs  of 
both  departments,  could  reduce  the  cost  of 
education  and  eliminate  competition  for  pa- 
tients, research  dollars,  and  control  of  clinical 


facilities.  Further,  a single  strong  department 
collaborating  in  scientific  investigation,  train- 
ing, and  clinical  activities  offered  a more  attrac- 
tive program  for  resident  recruitment  for  both 
universities. 

Preliminary  work  began  in  late  1 986,  and  an 
operational  agreement  between  the  two  schools 
was  signed  on  July  1 , 1 987.  News  of  the  merger 
was  well  received  by  the  Nebraska  Legislature, 
the  local  press,  and  leaders  in  business  and 
industry.  The  merger  thus  began  within  an 
extremely  supportive  social  and  political  cli- 
mate. 

DEPARTMENTAL  INTEGRATION 

Prior  to  the  merger,  each  of  the  departments 
had  been  moderate  to  small  in  size,  with  14 
medical  staff  at  UNCM  and  1 1 at  CUMS.  Both 
departments  had  a residency  class  of  four  per 
year  and  were  responsible  for  the  education  of 
110-120  medical  students  per  class  in  their 
respective  undergraduate  programs.  The 
Creighton  Department  of  Psychiatry  supported 
a Child  Psychiatry  Fellowship,  which  was  an 
important  aspect  of  its  overall  program  but 
expensive  to  support  within  a small  depart- 
ment. The  Child  Psychiatry  Fellowship  at  UNCM, 
due  to  similar  financial  constraints,  had  been 
inactive  since  1 982. 

Initiation  of  the  merger  between  the  UNCM 
and  CUSM  Departments  of  Psychiatry  began 
at  the  higher  administrative  levels.  The  Deans 
of  both  schools  met  individually  with  Dr. 
Menolascino,  and  the  initial  outline  of  a pro- 
posed merger  were  explored.  Open  and  can- 
did communication  was  essential  since  com- 
plete trust  and  support  were  necessary  for  the 
Chairman  to  function  effectively  within  this 
process.  Further,  it  was  vital  that  the  administra- 
tion of  both  universities  agreed  on  the  terms  of 
the  merger,  and  that  all  involved  parties  be- 
lieved that  the  final  agreement  would  facilitate 
the  best  interests  of  their  institutions.  Both 
institutions  would  benefit  from  the  obvious 
programmatic  and  financial  incentives,  and  the 
increased  size  of  a combined  department  was 
expected  to  attain  a critical  mass  of  faculty, 
which  would  enhance  recruitment  and  research. 
Also,  collaboration  rather  than  competition 
was  expected  to  improve  service  to  patients. 

Flexibility  on  the  part  of  all  involved  parties 
was  mandatory.  It  was  agreed  that  the  Chair- 
man would  be  financially  responsible  to  only 
one  of  the  medical  schools  (Creighton),  al- 
though his  salary  and  the  professional  fees  he 
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generated  would  be  equally  shared  by  both.  A 
setting  of  priorities  had  a give-and-take  ap- 
proach were  indispensable  as  negotiations  pro- 
gressed. Monthly  written  reports  were  issued 
by  the  Chairman  to  both  Deans,  providing 
updates  on  a frequent  and  regular  basis. 

Once  agreement  was  reached  between  the 
Chairman  and  two  Deans,  other  key  faculty 
became  involved  in  the  planning  process.  Inte- 
gration committees  were  formed  by  Dr. 
Menolascino  and  given  the  task  of  recom- 
mending any  changes  in  service,  research,  and 
education  necessary  for  the  merger  to  function 
efficiently.  Service  needs  included  outpatient 
and  inpatient  coverage  of  the  main  teaching 
hospital  as  well  as  the  Veteran's  Administration 
Medical  Center  and  the  county  hospital,  facili- 
ties which  were  already  being  shared  by  the 
medical  schools  for  purposes  of  service  and 
education.  Since  the  VA  facility  operates  as  a 
Dean's  Committee  Hospital,  it  was  an  easy 
transition  to  place  its  academic  and  service 
activities  under  the  combined  Department  of 
Psychiatry.  Similarly,  the  placement  of  a Medi- 
cal Director  from  the  combined  Department's 
faculty  at  the  county  facility  provided  direct 
input  into  its  operation.  Of  particular  impor- 
tance in  this  effort  — and  any  atypical  challenge 
to  any  system  of  medical  services  delivery  — 
was  the  designation  of  a for-profit  psychiatric 
hospital  as  the  main  teaching  hospital  for  the 
merged  department.^  Since  the  Saint  Joseph 
Center  for  Mental  Health,  owned  by  American 
Medical  International,  provides  services  for  all 
ages  and  types  of  psychiatric  patients,  it  was 
decided  to  focus  the  majority  of  our  training 
efforts  there,  while  utilizing  the  other  psychiat- 
ric units,  such  as  the  University  Geriatric  Psy- 
chiatry service,  as  special  sites.  All  facilities 
were  staffed  by  members  of  the  combined 
Department. 

Residency  training  needs  were  considered 
early  in  the  integration  process.  The  first  com- 
bined class  was  recruited  during  the  planning 
phase  and  began  in  July,  1 988.  Curriculum  and 
rotation  schedules  were  changed  to  incorpo- 
rate the  best  educational  opportunities  of  both 
departments,  which  enabled  the  faculty  to  con- 
sider educational  philosophy  and  to  develop  its 
new  program  from  the  ground  up.  Since  ac- 
creditation of  a training  program  requires  that 
each  resident  be  associated  with  a parent  insti- 
tution for  due  process  as  well  as  health  and 
malpractice  benefits,  equity  rather  than  identi- 
cal packages  was  assured.  Such  extensive  revi- 


sions of  the  training  program  triggered  a site 
visit  for  psychiatry  from  the  Residency  Review 
Committee,  and  both  programs,  which  had 
been  fully  accredited  before  the  merger,  con- 
tinued as  a fully  accredited  combined  program. 

Because  of  significant  curricular  differences 
between  UNCM  and  CUSM,  no  initial  effort 
was  made  to  create  uniform  experiences  for 
medical  students  at  both  universities.  Within 
two  years,  however,  a uniform  lecture  sched- 
ule and  grading  system  were  in  place.  Students 
now  have  opportunities  to  rotate  to  any  of  the 
department's  training  sites  and,  despite  differ- 
ences in  lengths  of  rotation,  students  from  both 
schools  work  side  by  side  at  all  educational 
sites. 

During  the  merger  process,  faculty  from 
both  campuses  were  encouraged  to  interact. 
Day-long  retreats  and  evening  journal  clubs 
were  scheduled;  and  social  events,  such  as 
departmental  picnics  and  holiday  dinners,  also 
stimulated  discussion  and  cooperation.  Faculty 
were  employed  by  and  had  salaries  and  ben- 
efits derived  from  one  or  the  other  institutions, 
and  inequity  was  corrected  whenever  possible. 
Each  faculty  member  was  encouraged  to  apply 
for  a clinical  faculty  position  in  the  other  institu- 
tion and  for  clinical  privileges  at  all  affiliated 
sites. 

Once  the  integration  committees  had  made 
recommendations  to  the  Chairman,  normal 
working  committees  such  as  medical  staff,  fac- 
ulty advancement,  research,  and  curriculum 
committees  began  to  handle  the  usual  but 
increased  administrative  demands  of  the  com- 
bined Department.  Appointments  were  made 
to  all  committees  with  sensitivity  regarding  the 
need  for  equal  representation  from  both  schools. 
To  maintain  control  of  the  flow  of  information, 
all  committee  chairman  and  training  and  edu- 
cation directors  reported  directly  to  Dr.  Men- 
olascino, and  information  was  disseminated 
through  faculty  and  medical  staff  meetings  and 
departmental  retreats. 

Management  style  was  instrumental  in 
achieving  a successful  merger.  The  upper  level 
administration  of  both  UNCM  and  CUSM  had 
to  continue  to  view  the  process  as  feasible 
enterprise,  particularly  during  times  of  crisis. 
Conversely,  without  full  support  of  the  Deans, 
even  the  most  capable  manager  would  be 
unable  to  lead  a merger,  since  trust  is  too  easily 
eroded  by  indecision  and  rumor.  Such  tensions 
and  demands  clearly  reflect  the  complexity  of 
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the  Chairman's  role.  Beyond  providing  direc- 
tion and  encouragement  within  the  depart- 
ment, he  must  also  represent  the  department's 
presence  on  campus,  negotiate  with  Deans 
and  other  Chairmen  for  resources,  and  provide 
direction  for  the  medical  school  as  a whole. 
Thus,  an  active  administration  posture  is  vital. 
During  the  merger.  Dr.  Menolascino  main- 
tained an  open-door  policy  and  made  himself 
available  to  the  faculty  at  all  times.  He  provided 
encouragement,  praise,  and  reassurance,  dem- 
onstrated loyalty  to  both  medical  schools,  and 
maintained  a high  energy  level  throughout. 
These  qualities,  both  administrative  and  per- 
sonal, were  instrumental  in  negotiating  this 
merger  to  a successful  reality. 

In  summary,  the  Creighton-Nebraska  merger 
was  successfully  negotiated  because  of  com- 
mitment and  support  from  all  levels  of  leader- 
ship at  both  universities;  the  personal  attributes, 
qualities,  and  abilities  of  the  Chairman;  and  the 
collaboration  and  cooperation  of  the  individual 
faculty,  residents,  and  ancillary  staff  of  both 
departments. 

RECOMMENDATIONS 

We  believe  that  the  merger  between  UNCM 
and  CUSM  Departments  of  Psychiatry  can 
serve  as  a model  for  other  medical  schools  to 
reduce  duplication,  decrease  costs,  and  match 
their  activities  in  high  technologies  to  those  of 
modern  administrative  methods.  The  following 
recommendations  are  based  on  our  experi- 
ences during  the  first  five  years  of  the  Creighton- 
Nebraska  merger. 

Examine  the  options.  Several  models  for 
constructing  a merger  are  available  and  each 
has  different  strengths  and  weaknesses.^  These 
models  range  from  collaboration  on  discrete 
projects  to  combined  training  programs,  to  the 
complete  merger  of  departments.  Several  other 
programs  in  our  institutions  are  based  on  affili- 
ation agreements  identifying  one  parent  institu- 
tion as  administratively  responsiblefor  Accredi- 
tation Council  of  Graduate  Medical  Education 
requirements  while  the  other  provides  support 
to  the  program  and  has  residents  rotate  on  its 
services. 

Don't  lose  the  vision.  Details  can  over- 
whelm and  prevent  faculty  members  from  fo- 
cusing on  the  reasons  for  a merger.  Frequently, 
the  principle  reasons  for  considering  such  a 
move  are  improved  educational  and  research 
programs  and  a reduction  in  duplication  and 
costs.  For  the  Creighton-Nebraska  merger,  the 


vision  focused  on  an  improved  residency  train- 
ing program  and  better  medical  student  educa- 
tion. Residents  and  students  today  see  a far 
wider  variety  of  patients,  interact  with  a faculty 
of  more  varied  expertise,  and  work  within  a 
larger  peer  group. 

Details  must  be  dealt  with  early  and  often. 

Despite  the  caveat  against  focusing  on  the 
details,  they  can  create  havoc  if  left  unattended. 
Intense  work  is  demanded  of  those  involved  in 
the  merger  during  the  first  several  years,  and 
integration  task  force  committees  will  provide 
recommendations  involving  those  details.  Ex- 
amples include  differences  in  salaries,  moon- 
lighting policies,  leave  time  for  the  various 
institutions,  arranging  call,  and  scheduling 
classes.  For  the  merger  between  UNCM  and 
CUSM,  these  committees  sought  resident  in- 
put to  maintain  a detailed  approach,  since 
residents  are  acutely  aware  of  the  day-to-day 
operations  of  the  department  and  know  what 
methods  work  smoothly.  Nevertheless,  because 
they  lack  a cohesive  vision  of  the  future,  their 
input  is  vital  but  need  not  provide  primary 
direction. 

Involve  support  staff  early.  Administrative 
and  secretarial  support  staff  may  fail  to  be 
included  in  the  vision  associated  with  a com- 
bined department*  and  may  see  themselves  as 
less  mobile,  less  powerful,  and  more  invested  in 
the  status  quo.  They  also  tend  to  be  privy  to 
negative  comments  from  the  faculty  without 
being  included  in  the  resolution  of  conflicts.  In 
a stable  program,  they  are  the  formal  and 
informal  purveyors  of  information  and  are  re- 
sponsible for  the  formal  dissemination  of  most 
of  it.  For  example,  a notification  that  is  to  be 
sent  to  "all  staff'  may  reach  different  people 
depending  upon  which  secretary  mails  the 
notice.  During  the  Creighton-Nebraska  merger, 
home  mailings  were  adopted  to  ensure  that 
importantcommunication  was  received  quickly 
by  all  concerned.  A department  newsletter 
with  an  informal  and  personal  focus  was  initi- 
ated which  outlined  changes  and  served  to 
introduce  people  from  both  departments  to 
one  another. 

Anticipate  and  deal  with  the  sense  of  loss. 
The  Creighton-Nebraska  merger  was  not  with- 
out pain.  Initially,  there  was  mistrust  and  defen- 
siveness among  professional  and  support  staff. 
Perceptions  of  loss  and  threats  to  identity  were 
experienced  by  the  personnel  of  both  universi- 
ties. Some  Task  Force  meetings  were  intense 


November  1992  Nebraska  MedicalJournal  317 


and  negatively  charged,  and  several  faculty 
decided  to  resign.  This  pain,  whether  due  to 
real  or  imagined  threats  of  loss,  has  decreased 
considerably,  and  the  "us  versus  them"  senti- 
ments have  largely  disappeared.  For  a com- 
bined Department  to  work,  it  must  develop  a 
sense  of  identity  different  from  either  original 
program. 

The  first  draft  won't  be  the  last.  Ideal  solu- 
tions will  not  be  evident  during  the  initial  plan- 
ning stages.  There  is  too  much  anxiety  in  the  air. 
During  such  times,  partial  solutions  can  be 
accepted  as  progress  is  made. 

Plan  transition  time.  In  addition  to  planning 
the  vision  and  details  of  a merger,  time  is 
necessary  to  allow  people  to  adjust  to  change. 
A three-year  transition  was  incorporated  into 
the  Creighton-Nebraska  merger  to  ensure  that 
all  residents  were  able  to  meet  their  training 
requirements.  Particularly  in  residency  training, 
we  found  that  people  were  better  able  to  focus 
on  the  optimum  decision  for  the  department  if 
certain  plans  for  implementation  were  delayed. 

Plan  early  for  orientation.  Established  pro- 
grams have  enormous  amounts  of  information 
communicated  informally  through  secretaries, 
nurses,  last  year's  residents,  etc.,  all  of  whom 
can  help  the  new  resident  or  faculty  member 
adjust.  With  many  changes  occurring  during  a 
merger,  written  orientation  materials  are  im- 
portant for  both  incoming  residents  and  estab- 
lished residents  and  faculty.  At  Creighton-Ne- 
braska, hot-lines  were  established  and  most 
requests  for  clarification  were  funneled  to  the 
Chief  Resident,  Training  Director,  or  Chairman. 
We  also  did  as  much  as  possible  to  identify  the 
first  combined  residency  class  as  unique.  They 
were  thus  directed  to  faculty  for  answers  to 
their  questions  so  as  to  avoid  inaccurate  infor- 
mation from  residents  and  support  staff  who 
had  "always  done  it  this  way." 

Remember  the  medical  students.  Since 
Creighton-Nebraska's  initial  focus  was  on  resi- 
dency training,  medical  student  education  was 
unchanged  the  first  year.  Residents  were  feel- 
ing uncertain  aboutthe  program,  however,  and 
were  less  effective  as  teachers  and  recruiters. 
More  faculty  and  staff  time  may  therefore  be 
necessary  to  ensure  that  medical  students  re- 
ceive quality  education  and  to  assure  them  of 
the  stability  of  the  program. 

A merger  must  be  perceived  as  beneficial 
to  both  parties.  One  can  only  negotiate  what 


is  negotiable.  A balance  of  power  is  necessary 
to  protect  the  legitimate  interests  of  both  insti- 
tutions. Further,  open  communication  facili- 
tates and  secrecy  undermines  the  trust  neces- 
sary for  cooperation  and  partnership. 

Prepare  to  study  the  merger  as  it  happens. 

It  is  a missed  opportunity  not  to  develop  a study 
of  the  merger  process.  Such  a study  can  clarify 
the  goals  of  the  merger,  provide  stability  during 
transition,  and  help  develop  a schedule  for 
change.  Such  research  can  also  serve  to  involve 
more  people  and  make  them  aware  of  and 
committed  to  change.  This  would  be  an  excel- 
lent place  to  involve  a business  major  or  other 
expert  in  mergers. 

CONCLUSION 

Three  primary  factors  set  the  stage  for  the 
merger  between  the  departments  of  Psychiatry 
of  CUSM  and  UNCM:  1)  cooperative  efforts 
were  being  encouraged  by  the  state;  2)  reallo- 
cation of  bed  space  was  being  considered  on 
both  campuses;  and  3)  new  leadership  was 
being  sought  in  one  of  the  departments  but 
potentially  available  to  serve  both  departments. 
The  fact  that  the  merger  was  carried  out  suc- 
cessfully depended  in  large  part  on  the  support 
received  from  the  highest  administrative  levels 
of  both  universities  and  the  geographic  proxim- 
ity between  departments  of  a relatively  smaller 
size.  At  the  foundation  of  the  process  were  the 
common  goals  and  vision  of  its  leaders,  frank 
and  effective  communication,  and  an  assertive, 
energetic  Chairman. 

Although  there  have  been  persistent  clarion 
calls  to  our  country's  126  medical  schools  to 
find  methods  that  curtail  the  ever  increasing 
realities,  personalities,  and  historical  patterns  of 
system  operations.  Nevertheless,  if  a depart- 
ment of  Psychiatry  — one  of  the  "big  five"  of  any 
medical  school  — can  merge  with  another  in  aH 
training,  service,  and  research  dimensions,  it 
becomes  a viable  operational  model  for  other 
medical  schools  which  are  locally  or  regionally 
adjacent.  During  the  five  years  since  the 
Creighton-Nebraska  merger,  the  increase  in 
critical  mass  has  improved  the  functioning  of 
the  department  of  Psychiatry,  enhanced  its 
resident  recruitment,  and  increased  faculty 
enthusiasm.  All  at  a savings  of  approximately 
20-25%  of  the  previous  individual  CUSM  and 
UNCM  budgets. 
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Management  of  Breech  Presentation  at  Term 

CARL  V.  SMITH,  MD 
From  the  Division  of  Maternal-Fetal  Medicine, 

Department  of  Obstetrics  and  Gynecology, 

The  University  of  Nebraska  College  of  Medicine 
600  South  42nd  Street,  Omaha,  NE  68198-3255. 


A gravida  with  a breech  presenta- 
tion is  of  great  concern.  Though 
it  occurs  in  only  3-4%  of  all 
births,  it  is  responsible  for  a disproportionate 
shareof  perinatal  morbidity  and  mortality.  Much 
of  the  morbidity  is  explained  on  the  basis  of  an 
increased  incidence  of  prematurity  and  con- 
genital malformations,  both  of  which  are  asso- 
ciated with  an  abnormal  presentation.  An  unex- 
plained increase  in  unfavorable  outcome  con- 
tinues to  occur  even  when  perinatal  mortality  is 
corrected  for  these  factors.  Other  factors  in- 
creasing the  risk  for  breech  presentation  in- 
clude advanced  parity,  abnormal  placenta- 
tion,  polyhydramnios,  oligohydramnios,  uter- 
ine malformations  and  tumors,  and  multiple 
pregnancy. 

Obstetrical  Management 

Early  diagnosis  of  breech  presentation  is 
critical  to  successful  management.  Manage- 
ment options  can  then  be  discussed  with  the 
patient  well  in  advance  of  labor  which  allows 
sufficient  time  for  discussion  between  patient 
and  physician.  The  suspicion  of  a breech  pre- 
sentation is  increased  when  the  physician  is 
unable  to  palpate  a suprapubic  head  ordetects 
a fetal  head  in  the  uterine  fundus.  Additional 
clues  to  an  abnormal  presentation  include  aus- 
cultation of  the  heart  rate  above  the  umbilicus 
or  the  maternal  perception  of  fetal  kicking  low 
in  the  maternal  pelvis.  Although  breech  presen- 
tation is  common  in  premature  gestations,  by 
36  to  37  weeks,  most  infants  who  will  be  vertex 
at  the  time  of  labor  will  have  converted  to  this 
position.  Consequently,  when  clinical  suspi- 
cion of  a breech  occurs  at  36  to  37  weeks,  real- 
time ultrasound  confirmation  of  the  breech 
presentation  is  recommended. 

This  real-time  ultrasound  evaluation  is  im- 
portant to  confirm  the  diagnosis  as  well  as  to 
perform  a detailed  anatomic  survey  of  the 
fetus.  Malformations,  particularly  hydrocephalus 
and  anecephaly  should  be  excluded.  The  fetal 
neck  should  be  evaluated  carefully  to  rule  out 


the  presence  of  a mass  or  a nuchal  cord. 
Location  of  the  placenta  and  the  amniotic  fluid 
volume  should  also  be  determined.  Ultrasound 
may  also  be  helpful  in  revealing  the  presence  of 
uterine  tumors  or  malformations.  If  real-time 
ultrasound  evaluation  demonstrates  incomplete 
or  footling  breech,  cervical  examination  is  rec- 
ommended. If  the  cervix  is  sufficiently  dilated 
as  to  permit  the  umbilical  cord  prolapse,  admis- 
sion to  the  hospital  for  additional  evaluation 
should  be  considered.  If  fetal  lung  maturity  is 
documented.  Cesarean  delivery  is  advised. 

External  Cephalic  Version 

With  the  early  diagnosis  of  a breech  presen- 
tation, external  cephalic  version  remains  a thera- 
peutic option.  This  technique  has  been  prac- 
ticed for  centuries,  but  only  recently  have  well 
designed  prospective  studies  confirmed  its  use- 
fulness in  the  management  of  breech  presenta- 
tion. Spontaneous  conversion  to  a vertex  pre- 
sentation is  unlikely  after  37  completed  weeks 
of  gestation.  Though  more  likely  to  be  success- 
ful, external  cephalic  version  should  not  be 
considered  prior  to  36  to  3 7 weeks  because  the 
fetus  may  well  occupy  a vertex  presentation  if 
sufficient  time  is  allowed  to  elapse.  In  addition, 
spontaneous  reversion  to  breech  is  more  likely 
with  preterm  patients. 

In  general,  the  success  of  external  cephalic 
version  is  between  60  or  80%.  Complications 
associated  with  this  technique  include  fetal 
heart  rate  abnormalities,  the  potential  for  fetal 
injury  and  perhaps  most  importantly,  initiation 
of  labor.  A rarer  complication  is  fetal  distress 
requiring  emergency  Cesarean  section. 

Contraindications  to  external  cephalic  ver- 
sion include  uterine  abnormalities,  fetal  dis- 
tress, fetal  malformations,  placenta  previa  and 

tor  .iddilion.il  correspondence:  Carl  V.  Smith,  MD,  Uni- 
versity of  Nebraska  Medical  Center,  Department  of  OB/CYN, 
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prematurity.  Prior  to  the  performance  of  an 
external  cephalic  version,  real-time  ultrasound 
evaluation  should  be  used  to  confirm  the  posi- 
tion as  well  as  to  exclude  uterine  and  fetal 
malformations  and  oligohydramnios.  Next  fetal 
heart  rate  monitoring  should  demonstrate  a 
reactive  nonstress  test.  The  addition  of  intrave- 
nous tocolytic  therapy  is  also  helpful  in  over- 
coming uterine  activity  that  frequently  occurs 
with  external  cephalic  version.  At  UNMC  a 
single  dose  of  250  meg  of  terbutaline  is  given 
intravenously  immediately  prior  to  the  version 
attempt.  A two-person  technique  is  utilized 
with  one  person  elevating  the  breech  and  the 
other  gently  following  the  head  around.  A 
"front-flip"  turning  the  baby's  head  toward  the 
extremities  is  initially  tried.  If  this  is  unsuccess- 
ful, a "back-flip"  is  often  helpful.  RH  negative 
patients  should  received  Rh  immune  globulin 
to  prevent  Rh  isoimmunization.  The  fetus  should 
be  monitored  for  at  least  30  minutes  following 
the  procedure  and  a reactive  NST  should  be 
required  prior  to  release  from  the  hospital. 

The  Patient  Who  Fails  Version 

Much  of  the  excess  morbidity  associated 
with  breech  presentation  can  be  avoided  by  a 
policy  of  Cesarean  delivery  for  preterm  pa- 
tients. Vaginal  breech  delivery  has  been  advo- 
cated by  many  authors,  but  in  general,  should 
be  limited  to  patients  with  fetal  weights  be- 
tween 2500  and  4000  gm.  However,  the  mark- 
edly preterm  infant,  weighing  < 750  gm  re- 
ceives no  benefit  from  Cesarean  delivery. 

Vaginal  breech  delivery  is  a reasonable  clini- 
cal option  for  parents  if  experienced  clinicians 
are  in  attendance.  Criteria  for  safe  vaginal  breech 
delivery  include  a estimated  fetal  weight  be- 
tween 2500  and  400  gm,  a frank  breech  pre- 
sentation, adequate  CT  orx-ray  pelvimetry,  and 
a non-hyperextended  fetal  head.  Ideally,  in  the 
patient  failing  version,  x-ray  or  CT  pelvimetry 
should  be  performed  prior  to  labor.  If  the 
patient  has  a non-frank  breech,  a hyperex- 
tended  head  or  inadequate  CT  pelvimetry, 
elective  Cesarean  after  documentation  of  fetal 
lung  maturity  is  advised. 

Varying  criteria  are  utilized  for  adequate  CT 
or  x-ray  pelvimetry.  In  our  institution  the  follow- 
ing minimal  criteria  are  utilized:  1.  an 


interspinous  diameter  > 1 0 cm,  2.  an  obstetric 
conjugate  greater  than  1 1 cm  and  3.  a trans- 
verse diameter  of  the  pelvic  inlet  greater  than 
1 2 cm. 

If  all  the  criteria  for  safe  vaginal  delivery  are 
met,  and  appropriate  counselling  is  done,  vagi- 
nal breech  delivery  remains  an  option.  Close 
monitoring  of  the  fetus  as  well  as  normal 
progress  in  labor  is  mandated.  Active  phase 
arrest  of  labor  should  be  viewed  with  concern 
and  it  is  probably  unwise  to  use  oxytocin  in  this 
situation.  Epidural  anesthesia  is  not  only 
contraindicated  but  may  be  helpful  in  delivery. 
An  anesthesiologist  should  be  in  attendance  at 
delivery.  Prompt  administration  of  general  en- 
dotracheal anesthesia  may  be  necessary  if  com- 
plications such  as  an  entrapped  head  occur. 

In  summary,  breech  presentation  is  a com- 
mon. Keys  to  successful  management  include 
prompt  diagnosis,  consideration  for  external 
cephalic  version  and  the  application  of  criteria 
for  vaginal  breech  delivery.  In  many  circum- 
stances, the  absence  of  a skilled  birth  attendant 
mitigate  against  safe  vaginal  breech  delivery.  In 
this  situation  the  most  prudent  course  is  Cesar- 
ean delivery. 
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THE  AUXILIARY 


JEANNE  RUSTHOVEN 
NMAA  Membership  Chairman 


The  American  Medical  Association  Auxiliary 
will  officially  become  the  American  Medical 
Association  Alliance  next  summer.  Many  state 
and  county  auxiliaries  will  also  vote  to  have  the 
word  "alliance"  included  in  their  name. 

This  decision  reflects  a changing  organiza- 
tion. Today's  physician  spouses  may  be  men; 
women;  homemakers;  career  professionals;  in 
practice  or  retired.  It  is  imperative  .that  the 
AMAA  let  all  spouses  know  the  value  of  mem- 
bership. 

The  membership  goal  this  year  is  "PLUS  ONE 
- MAKE  IT  EUN!"  One  additional  member  per 
county  per  state  is  optimistic,  but  also  realistic. 
Nebraska  is  one  of  only  a few  states  that 
increased  membership  last  year.  Retaining  cur- 
rent members  will  be  essential  in  keeping  our 
membership  numbers  high. 

Several  key  areas  that  membership  will  em- 
phasize this  year  are: 

1 . Medical  School  Orientation:  Studies  show 
that  those  who  join  AMA  and  AMAA 
early  in  their  careers  tend  to  remain  mem- 
bers. 

2.  Delegate-Spouse  Recruitment  Campaign: 
Spouses  of  physicians  that  are  active  in 
the  medical  societies  need  to  be  shown 
the  importance  of  membership. 

3.  Formation  of  Small  counties:  Member- 
ship could  stand  to  gain  from  auxiliaries 
being  organized  in  small  communities. 

Perhaps  current  members  as  well  as  pro- 
spective members  need  to  be  reminded  of 
"what  the  AMAA  can  do  for  me."  Below  is  a list 
of  benefits,  accomplishments,  and  purchase 
privileges  that  come  with  membership: 

a.  health  promotion 

b.  violence  initiative 

(AMA  Campaign  against  family  violence) 

c.  friendship 

d.  involvement 

e.  legislation 

f.  advocacy 

g.  support 


h.  unity 

i.  hotel  discounts 

j.  medical  insurance 

k.  life  insurance 

l.  Visa  card 

m.  net-working 

n.  leader  training 

o.  Project  Bank 

p.  Personal  Skills  Development  (a  resume 
service  regarding  volunteer  service) 

To  join,  contact  your  local  or  state  medical 
auxiliary  by  calling  (402)  474-4472.  Even  if  you 
can't  be  actively  involved,  your  dues  will  mean 
those  who  can,  will  be  able  to  work  on  your 
behalf.  Together  our  voice  is  strong  - member- 
ship is  important. 

★ ★ ★ 

The  Nebraska  Medical  Association  Auxiliary 
has  the  following  cassettes  and  videos  avail- 
able in  the  Resource  Library.  These  are  avail- 
able for  use  by  any  county  auxiliary  or  auxilian 
in  the  state: 

Cassettes: 

HIV/Aids  Education  for  Youth 
The  Health  of  Adolescents 
Comprehensive  School  Health  Education 
Parenting 

Parlimentary  Procedure 

So  NowYou're  Going  to  Be  Auxiliary  President 

Dealing  with  Auxiliary  Finances 

Videos: 

Message  from  AMAA's  President, 

Norma  Skoglund 
Putting  Life  into  the  Newsletter 
Aids  and  Adolescents 

"Aids  Information,  How  Much  Is  Too  Much" 
Adolescent  Health,  An  AMA  White  Paper 
Seat  Belts  and  the  Family 
"Health  Access  America" 

To  request  a cassette  or  video,  please  call  or 
write  the  NMA  Office  at  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508.  (402)  474- 
4472)  Your  request  will  be  mailed  to  you.  The 
only  cost  to  you  is  the  return  postage. 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


DAWSON  ARNOLD  DOWELL,  M.D.  - (Born 
February  14,  1906  — died  September  4, 
1 992)  Medical  Specialty  - Radiology.  Doctor 
Dowell  was  a graduate  at  Creighton  Univer- 
sity School  of  Medicine  in  1927  and  prac- 
ticed in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Dowell  is 
survived  by  his  daughters,  Mrs.  Kathleen 
Corcoran  of  Omaha,  Doctor  Susan  Dowell  of 
Omaha,  Margaret  Conahan  of  Stroudsburg, 
PA,  Patricia  Delisle  of  Lincoln,  and  Teresa 


Dowell  of  Council  Bluffs;  two  sons,  George 
of  Arlington,  VA  and  Doctor  John  Dowell  of 
Omaha;  and  1 1 grandchildren. 

DAVID  T.  PURTILO,  M.D.  - (Born  April  13, 
1939  — died  September  28,  1992)  Medical 
Specialty  - Pathology.  Doctor  Purtilo  was  a 
graduate  of  Northwestern  University  School 
of  Medicine  in  1 967  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Purtilo  is  survived  by  his  wife. 
Doctor  Sandra  Purtilo  and  herdaughter,Tara. 


WELCOME  NEW  MEMBERS 


B.  Shari  Burns,  M.D. 

4628  S.  25th  St. 

Omaha,  NE  68107 

Mark  E.  Goebel,  M.D. 
4239  Farnam  St.,  #609 
Omaha,  NE  68131 

Nick  L.  Nelson,  M.D. 

4239  Farnam  St.,  #622 
Omaha,  NE  68131 

David  A.  Sterns,  M.D. 

6801  N.  72nd  St.,  #14 
Omaha,  NE  68122 

Scott  E.  Balough,  M.D. 
Dept,  of  Psychiatry 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 


John  F.  Ferry,  M.D. 

7710  Mercy  Road,  #409 
Omaha,  NE  68124 

Carol  A.  Aschenbrener,  M.D. 
Chancellor's  Office 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

Robert  M.  Snyder,  M.D. 

Box  647 

Benkelman,  NE  69021-0647 

Robert  D.  Plambeck,  M.D. 

P.O.  Box  80639 
Lincoln,  NE  68501-0639 

Sherrill  K.  Murphy,  M.D. 

6801  N.  72nd  St.,  #14 
Omaha,  NE  68122 

Mark  Horton,  M.D. 

1146  N.  66th  St. 

Omaha,  NE  68132-1 1 08 


Mark  A.  Pitner,  M.D. 

6751  N.  72nd  St.,  #104 
Omaha,  NE  68122 

Walter  J.  Scott,  M.D. 

601  N.  30th  St.,  #3740 
Omaha,  NE  68131 

Larry  E.  Siref,  M.D. 

4239  Farnam  St.,  #710 
Omaha,  NE  61831 


Mark  D.  Chouinard,  M.D. 
6801  N.  72nd  St. 
Omaha,  NE  68122 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

THURSDAY-SATURDAY,  DECEMBER  3-5, 1 992 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session),  Bally's,  Las  Vegas,  Nevada,  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275. 

THURSDAY  EVENING,  DECEMBER  10, 1992- 
Heartland  Risk  Reduction  Society,  "The  Cir- 
cadian Variation  of  Cardiovascular  Events", 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Health  care  providers  who  treat 
patients  with  atherosclerotic  vascular  diseases. 
Fee:  No  Charge. 

SATURDAY,  FEBRUARY  6,  1993  - Advances  in 
the  Diagnosis  and  Management  of  Cardio- 
vascular Disease,  Marriott  Hotel,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care 
Physicians. 

SATURDAY-THURSDAY,  FEBRUARY  28  - 
MARCH  5,  1993  — 11th  Annual  Park  city 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Hotel,  Park  City, 
Utah,  Target  Audience:  Otolaryngologists, 
Facial  Plastic  Surgeons,  Allergists,  Primary 
Care  Physicians,  Fee:  $400. 

WEDNESDAY  EVENING,  MARCH  3,  1993  - 
Heartland  Risk  Reduction  Society,  "The  Clini- 
cal Importance  of  Lipoprotein(a)  [Lp(a)]",  The 
Plaza  Club,  Kiewit  Plaza,  Omaha,  Nebraska, 
Target  Audience:  Health  care  providers  who 
treat  patients  with  atherosclerotic  vascular 
diseases. 

MARCH  22-APRIL  2,  1993  - 11  days.  Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska,  Target 
Audience:  Family  Physicians;  Fee:  $100 -two 
weeksession;  $750-oneweek  session,  $1 250 
- split  sessions. 

THURSDAY-SATURDAY,  APRIL  15-17,  1993- 
Perplexing  Clinical  Issues  in  Women  Patients, 
Marriott  Hotel,  Omaha,  Nebraska. 


APRIL  26-MAY  4,  1 993  — 1 1 days.  Family  Prac- 
tice Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,  Target  Audi- 
ence: Family  Physicians,  Fee:  $1100  - two 
weeksession,  $750-one  weeksession,  $1 250 
- split  sessions. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society,  "Use  of 
Transdermal  Nicotine",  The  Plaza  Club,  Kiewit 
Plaza,  Omaha,  Nebraska,  Target  Audience: 
Health  care  providers  who  treat  patients  with 
antherosclerotic  vascular  diseases.  Fee:  No 
charge. 

ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.  - 12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

NOVEMBER  21,  1992  — Common  Infectious 
Diseases  of  Children. 

DECEMBER  5,  1 992  — Youth  Sports  Medicine. 

JANUARY  9, 1 993  — Advances  In  Neonatology. 

FEBRUARY  1 3,  1 993  — Adolescent  Medicine  & 
Gynecology. 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics 

APRIL  3,  1993  — Pediatric  Emergencies. 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders. 

JUNE  5,  1993  - Renal  Disease  in  Children. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

These  programs  are  offered  by  the  Center  for  continu- 
ing education  throughout  the  year. 

For  Further  Information:  Contact  the  Center  for  Con- 
tinuing education,  University  of  Nebraska  Medical  Center, 
600 South  42nd Street,  Omaha,  NF 68 198-565  1.  Call (402) 


324  Nebraska  Medical  Journal  November  1992 


559-4 1 52  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642- 1 095  Nationwide, 
Fax  Number  (402)  559-5915. 

LINCOLN'S  SPECIALTV  CARE 

JANUARY  8 & 9 1 993  —Third  Annual  Focus  on 
Family  Practice  Seminar.  Ramada  Hotel  and 
Conference  Center,  Lincoln,  Nebraska.  Spon- 
sored by  Lincoln's  Specialty  Care,  Lancaster 
County  Medical  Society  and  Lincoln  Medi- 
cal Education  Foundation.  Fee  $100. 

For  more  informaction  contact  1-800-MED-LINC  and 
ask  for  Wendy  Birdsall  or  Marilyn  Baalhorn. 


MAYO  FOUNDATION 

CASE  STUDIES  IN  OTORHINOLARYN- 
GOLOGY - HEAD  & NECK  SURGERY  - 
November  21,1 992,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

APRIL  1-3,  1993  — Rheumatology:  Diagnostic 
and  Therapeutic  Trends,  Amelia  Island  Plan- 
tation, Amelia  Island,  Florida.  Contact:  Post- 
graduate- Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone  (507)  284-2509  or  Toll  Free 
800-323-2688. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 


to  certification.  I hese  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  —House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


CREIGHTON  UNIVERSITY 

1992-93  Distinguished  Lecture  Series 
All  lectures  12:00  p.m.  to  1:00  p.m. 

Boys  Town  Auditorium 

NOVEMBER  18,  1992  — Lecturer,  Travis  Ed- 
ward Solomon,  MD,  PhD.  Title  of  Lecture, 
Growth  Factors  & G.l.  Hormones:  Role  in 
Pathogenesis  of  G.l.  Cancer.  Host  Thomas  E. 
Adrian,  PhD,  MRC,  Stephen  j.  Lanspa,  MD. 
Sponsoring  Dept.,  Biomedical  Sciences  G.l. 
Div.,  Dept.  Medicine. 

JANUARY  12,  1993  — Lecturer,  John 
Mendelsohn,  MD.Titleof  Lecture,TBA.  Host, 
Bruce  M.  Boman,  MD,  PhD.  Sponsoring  Dept., 
Creighton  Cancer  Center. 

FEBRUARY  4,  1993  - Lecturer,  Carl  C.  Peck, 
MD.  Title  of  Lecture,  Changes  in  Drug  Devel- 
opment in  the  90's.  Host,  Benjamin  Chen, 
MD.  Sponsoring  Dept.,  Radiology. 
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FEBRUARY  17,  1993  - Lecturer,  Roger  Wil- 
liams, MD.  Title  of  Lecture,  TBA.  Host,  Wil- 
liam A.  Pettinger,  MD.  Sponsoring  Dept., 
Hypertension  Center. 

APRIL21, 1 993  — Lecturer,  Philip  J.  DiSaia,  MD. 
Title  of  Lecture,  Is  Hormone  Replacement 
Therapy  Truly  Contraindicated  in  Patients 
Who  Have  Had  Breast  Cancer?  Host,  Murray 
J.  Casey,  MD,  MS,  MS,  MBA.  Sponsoring 
Dept.,  Obstetrics  & Gynecology. 

JUNE  16,  1993  — Lecturer,  Joyce  Lashoff,  MD. 
Title  of  Lecture,  Health  Policy  Reform  and  the 
Public's  Health.  Host,  Delfi  Mondragon,  Dr. 
P.H.  Sponsoring  Dept.,  Ctr,  for  Health  Policy 
& Ethics. 

If  you  have  any  questions,  please  contact:  The  Continu- 
ing Medical  Education  Division,  Sally  C.  O'Neill,  Ph.D.,  280- 
1830. 

CREIGHTON  UNIVERSITY 

NOVEMBER  19,  1992  - Update  in 

Ultrasonography,  Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  20-21,  1992  - 7th  Annual  A Day 
With  The  Perinatologists,  Marriott  Hotel, 
Omaha,  NE. 

JANUARY  21,1 993  — Clark  Lecture,  Research 
in  Clinical  Practice  Utilizing  Sentinel  Practice 
Sites,  Marriott  Hotel,  Omaha,  NE. 


FEBRUARY  27,  1993  — Colon  and  Rectal  Dis- 
ease Conference  for  Primary  Care  Physicians, 
Marriott  Hotel,  Omaha,  NE. 

MAY  28-30,  1993  — Family  Medicine  Update, 
Okoboji,  lA. 

JULY  29,  1993  — International  Humanae  Vitae 
Conference,  25th  Anniversary  Celebration, 
Holiday  Inn  Central,  Omaha,  NE. 

For  more  information  contact:  Sally  C.  O'Neill,  Ph.D., 
Associate  Dean,  Creighton  University  CME  Division,  2500 
California  Street,  Omaha,  NE  68178,  (800)  548-CMED  or 
(402)  280-1830. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25,  1 992  August  20,  21  & 22, 1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-8203. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1 992  Fall  Session 


Doctor  Charles  Damico,  Chairman,  presiding  at  the 
Board  of  Councilors'  meeting. 


Reference  Committee  in  Session. 


Doctor  Darroll  Loschen,  NM  A President,  presiding  at 
the  Board  of  Directors'  meeting. 


Doctor  Richard  Meissner,  Speaker,  calls  the  opening 
session  of  the  House  of  Delegates  to  order. 


Reference  Committee  in  Session. 


Reference  Committee  in  Session. 


% 


Reference  Committee  in  Session. 
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Doctor  David  Little,  Vice  Speaker,  presiding  during 
the  second  session  of  the  House  of  Delegates. 


Doctor  Chris  Caudill,  Secretary-Treasurer,  address- 
ing the  House  of  Delegates  in  Executive  Session. 


I)U  ME  ',SMf 


Doctor  Frederick  Faustian  presenting  the  report  of 
Reference  Committee  #1. 


Doctor  James  Fosnaugh  presenting  the  report  of 
Reference  Committe  #2. 


Doctor  Cordon  Adams  presenting  the  report  of  Ref- 
erence Committee  #3. 


Doctor  John  Reed  presenting  the  report  of  Reference 
Committee  #5. 


Doctor  David  Bacon  presenting  the  report  of  Refer- 
ence Committee  #4. 


Doctor  Edward  Holyoke  presenting  the  report  of 
Reference  Committee  #6. 
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C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O’Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 
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AD-HOC  COMMriTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hummer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  RURAL  HEALTH 

Darroll  J.  l^oschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson.  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/IJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D - Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


LINCOLN 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-93 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidrick.  M.D.,  F.A.C.O.G. 

Yvonne  K.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME  — ^ 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200, 301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

□■■■■■  CONSULTATIVE 

□"■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Yoiingberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 
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r LINCOLN,  cont.  | 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

SURGERY  OF  TRAUMA 

GENERAL  SURGERY 

COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOn,  M.D.,  FACS  RICHARD  M,  PITSCH,  JR.,  M.D..  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


I LINCOLN,  cont.  I 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Greiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-91 


Malisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  0nTH0PA£0«CS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDRENS  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
I TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 
•ARTHROSCOPY-HANOSURGERY 
•JOINT  DISEASE  A TRAUMA 

* DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  MD. 
Daniel  R.  Ripa,  M.D4 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  L\KE  PUZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln.  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-93 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 

Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kaliprasad  N. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Ayala,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-91 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK.M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEEUN,  M.D. 

DAVID  L.  KUTSCH,M.D, 
STEFFANR.UCEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MAHHIASI.OKOYE.M.D. 
JOHNF.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL.  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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LINCOLN,  cont. 


Q 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 

10-93 


lisilNCC 

)LN;cdnt.  j 

SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 

GENERALSURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Uoyd  E.  Tenney.  M.D. 

David  H.  Bingham.  M.D. 

Richard  C.  Toren,  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou,  M.D. 

•Genera)  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Angioplasty  - Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstructive  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street, 

Suite  106,  Lincoln,  NE  68502 

11-92 

rRAIRIE  SURGICAL 

ASSOCIATES  PC 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  o CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 
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PULMONARY  SPECIALTIES,  P.C. 

UROLOGY,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 

C.T.  Bromfield,  M.D. 

Critical-Care  Medicine  and  Pulmonary  Procedures 

A.H.  Domina,  M.D. 

Bob  J.  Bleicher,  M.D. 

S.S.  Lacy,  M.D. 
J.W.  Peck,  M.D. 

Ellen  G.  Miller,  M.D. 

P.E.  Howe,  M.D. 

PLAZA  MALL  SOUTH 

A.J.  Lepinski,  M.D. 

1919  S.  40th,  Suite  320  Lincoln.  NE  68506 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 

(402)  483-1919 

(402)  489-8888 

B-93 
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LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-93 
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I OMAHA  I |%SCOTTSBLUFF  I 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

Jolui  C.  I'ilkins,  M.D.  , Emeritus 
Ridiard  11.  Meissner,  M.D. 

4353  Dodge 

Everett  C.  Madson,  M.D. 

Omaha.  NE  68131 

Peter  J.  Whitlcd,  M.D 

(402)  552-2020 

John  D.  Griffiths,  M.D. 
Jeffery  J.  Holtman,  M.D. 

8111  Dodge  Street 

Michael  A.  Halstcd,  M.D. 

Omaha.  NE  681 14 

Kadiryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-92 

ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  lt18  Immanuel  Professional  Plaza  ff13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  681 1 4 Omaha.  Nebraska  681 22 

(402)391-1922  (402)572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
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OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiutf,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1 SCOnSBLUFF 
(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA 

(308)284-4011 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-3911 


B me 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  ’F*  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800  642-1117 


C.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADOEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


INTERNAL  MEDICINE,  EAMILY  PRACTICE, 
URGENT  CARE,  EMERGENCY  MEDICINE,  OB/ 
GYN  AND  ACADEMICS:  Locations  from  the  lakes, 
rivers  and  forests  of  the  Great  Lakes  area  to  the 
rolling  plains  of  the  Heartland.  Whether  you  prefer 
a cosmopolitan  lifestyle,  a city  surrounded  by  na- 
ture and  the  beauty  of  the  four  seasons,  the  peace- 
ful rolling  farm  country,  or  perhaps  life  in  historic 
villages— there  is  something  for  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Red.,  Mequon,  Wl  53092. 

WISCONSIN -MICHIGAN -MISSOURI -OHIO 
— What  are  your  prerequisites  for  a practice? 
Strelcheck  & Associates,  an  extension  of  our  clients 
recruiting  departments,  has  several  opportunities 
which  might  be  of  interest  to  you.  We  currently 
represent  our  clients  in  the  areas  of  Allergy,  Derma- 
tology, Neurosurgery,  Occupational  Medicine, 
Oncology,  Orthopedics,  Otolaryngology,  Psychia- 
try and  Urology.  Locations  in  metropolitan  areas, 
mid-size  cities  on  lakes,  streams  or  near  forests  — 
you  choose.  To  discuss  your  practice  preferences 
and  these  opportunities,  please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Rd.,  Mequon,  Wl  53092. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508, 
phone  (402)  474-4472. 


WEST  OKOBOJI  — 80  ft.  lakeshore,  fully  fur- 
nished 4 bedroom,  2 bath,  fireplace,  dock,  all 
amenities,  $325,000.  Carol  (402)  391-8725. 

MEDICAL  TRANSCRIPTION  - The  use  of  a 
professional  outside  medical  transcription  service 
will  save  you  money  and  give  you  professionally 
produced  reports  and  letters  consistently.  Over 
seventeen  years  experience  in  many  specialties. 
Call  Karen  Wood  atTransMedica  (402)  489-5704, 
for  temporary  or  full-time  service. 

FAMILY  PRACTICE  (2)  SW  NEBRASKA:  Excel- 
lent opportunity  to  become  fellow  employee  with 
3 FP's  and  4 PA-C's  in  progressive  29  bed  hospital 
and  five  certified  rural  health  clinics.  Competitive 
salary  and  benefit  package,  NO  BUY-IN  required, 
family  oriented  communities,  extensive  outpatient 
specialty  services,  very  limited  call  schedule.  Call  or 
request  more  information,  Jim  Naeve,  Administra- 
tor, Cambridge  Memorial  Hospital  and  Health  Cen- 
ter, 308/697-3329  or  Gloria  Hilton,  308/697-4129. 

RADIOLOGY  - LOCUMS:  - B.C.  diagnostic 
radiologist  available.  General,  ultrasound  and 
mammography.  R.S.,  P.O.  Box  640590,  San  Fran- 
cisco, CA  94164,  telephone  (41 5)  922-81 76. 

ACUTE  CARE,  INC.  — Seeking  full  and  part-time 
emergency  physicians,  and  medical  directors  for 
the  following  Iowa  communities.  Democratic  group, 
excellent  compensation,  paid  malpractice,  excel- 
lent benefit  package/bonuses  to  full-time  physi- 
cians. Other  locations  available.  Ames,  Audobon, 
Carroll,  Chariton,  Charles  City,  Creston,  Denison, 
Dyersville,  Pocahontas,  Sioux  City,  Winterset.  Con- 
tact Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  lA 
50021.  Phone  1-800-729-7813  or  (515)  964-2772. 


26-A  Nebraska  Medical  Journal  November  1 992 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 
Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IXV 

Conipl  lealth  has  thoroiighlv  credentialcc) 
physicians^i 

providers  from  more  than  40  lields  ot 
specialization  available  to  provide  locum 
tenens,  or  temporaiy,  stalling  assistance 
when  and  \vhwreytiiii.n04d''ii6diCin0 

Plus,  we  have  the  standards  and 
exjierience  to  guarantee  your  satisfaction 
each  time  we  place  a member  ol  our 
medical  stafi  in  your  practice  or  lacilltj'. 

It  s the  closest  thing  you'll  lind  to  a risk- 
tree  way  to  cover  tor  absent  stalf 
members,  "try  out  ” a potential  new 
recruit,  or  take  care  ol  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  tor  quality  locum 
tenens  coverage,  or  to  discuss  your 
[lermanent  recruiting  needs. 

CompHealIh 

COMfRnHENSlVF.  HEALTH  CARE  STAFFING 

1-800-453-3030 

Salt  I^ke  City  ■ Atlanta  ■ Grand  Rapids.  iMicK. 


Drug/Alcohoi/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  control 
Single-agent  efficacy 
Well  tolerated' 

No  adverse  effects  on  total 
cholesterol,  plasma  glucose 
leveJSj^  rsiaj  function;  or  ^ 


•The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

t Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 

tverapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 


References:  1.  Data  on  file,  Searle.  2.  Edmonds  D,  Wiirth  jp,  Baumgart  P.  et  al. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy.  In:  Fleckenstein  A,  Laragh  SH.  eds.  Hypertension— the  Next  Decaae. 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  3.  Midtbc 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
parameters.  Am  J Card/o/.  1990:66:131-151.  4.  Fagher  B.  Henningsen  N.  Hulth6n  L. 
et  al.  Antihypertensive  and  renal  effeas  of  enaiapril  and  slow-reiease  verapamil 
in  essential  hypertension.  Fur  J Clin  Pharmacol.  I990:39(suppi  1):S41-S43. 

5.  Schmieder  RE.  Messerli  FH.  Caravaglia  CE.  et  al.  Cardiovascular  effeas  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  Midtbo  K,  Lauve  0.  Hals  0.  No  metabolic  side  effetts  of  long-term  id 
treatment  with  verapamil  in  hypertension.  Angiology.  1988:39:1025-1029. 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil 
Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and  3rd- 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd-degree 
block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate  therapy. 
Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypoten- 
sion were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dys- 
trophy and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be 
necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission. 
Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative 
effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have  been 
reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such 
combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only  with  caution 
and  close  monitoring  Decreased  metoprolol  and  propranolol  clearance  may  occur  when  either 
drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen  with  combined 
use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75% 
during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients  with  hepatic 
cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The 
digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored. 
Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents 
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Disopyramide  should  not  oe  given  within  48  hours  before  or  24  hours  after  verapamil  administra- 
tion. Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial 
contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may 
result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  an  increased  sensitivity  to  lithium 
(neurotoxicity),  with  either  no  change  or  an  increase  in  serum  lithium  levels;  however,  it  may  also 
result  in  a lowering  of  serum  lithium  levels.  Patients  receiving  both  drugs  must  be  monitored 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use  Rifampin 
may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil 
may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and  increase  the 
plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate  the 
activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage  reduction  may  be 
required  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for 
2 years.  A study  in  rats  did  not  suggest  a tumongenic  potential,  and  verapamil  was  not  mutagenic 
in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  dearly 
needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng 
verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2  7%),  hypotension  (2  5%). 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1  4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block;  total  r,2°,3*  (1,2%|,  2'  and  3"  (0  8%),  rash 
(1,2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventncular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynecomas- 
tia, galactorrhea/hyperprolactinemia.  increased  urination,  spotty  menstruation,  impotence 
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Team  work 


from  the 

Methodist  Rehabilitation  Center 


The  steps  to  independence  at  the 
Methodist  Rehabilitation  Center  at 
Methodist  Hospital  are  never  made 
alone. 

An  interdisciplinary  team  of  top 
health  professionals  and  rehabilitation 
specialists  support  patient  efforts 
every  step  of  the  way.  Led  by  a physi- 
atrist,  a doctor  who  specializes  in 
physical  medicine  and  rehabilitation, 
other  team  members  include: 

• physical  therapi.sts 

• occupational  therapists 

• speech-language  pathologists 

• neuro-psychologists/psychologists 

• rehabilitation  nurses 

• respiratory  therapists 

• chaplains 

• social  workers 

• dietitians 

Together,  they  offer  a comprehensive 
range  of  services  for  physical  dis- 
abilities related  to  stroke,  spinal  cord 
injuries,  amputations,  muscular  dys- 
trophy, head  injuries,  sports  injuries, 
and  many  others. 

Working  with  patients  and  families, 
the  Methodist  Rehabilitation  Center 
team  helps  patients  achieve  their 
optimal  level  of  function. 


MHHOOISr  ^ 

REHABimATION 

CENTER 


A Service  of 
Nebraska  Methodist  Hospital 


8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 
(402)  390-4000 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  Financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

pH  Traditional  Insurance  Was  Designed  to 

■ I ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

This  HIV  Indemnity  Plan  is  a 

Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at : 1 -800-458-5736  today. 


FACT> 


Co-sponsored  by: 


This  HIV  Indemnity  Plan 
Is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1993. 

Q YES!  I want  FREE  information  about  how  I can  protect  my  financial 
well-being.  I understand  that  requesting  this  information  places  me 
under  no  obligation. 


Name 


Business/School  Phone 


Address 


Specialty 


Medical  Education  Number 


City 

( 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  □ Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  _]  Yes  □ No 


STEREOTACTIC 

RADIOSURGERY 

At  Clarkson  hospital 


STE10TACTICR.4DI0SURGERT 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nebraska’s^^^/^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
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1120  N.  Charles  St.,  Baltimore,  MD  21201 
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Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
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Thelma  J.  Borresen,  Executive  Director 
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Give 

your 

beeper 

the 

weekend 

off. 

became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beeper.  Get 
back  to  the  kind  of  medicine  you  want 
to  practice  in  the  Air  National  Guard. . 
^uTl  start  as  an  officer,  learn  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
6cm  your  b^per  for  one  w^end  a 
montn  and  two  weeks  a year  call 
1-8(X3-54S-5541  today. 


In  Lincoln  Call: 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 


rm= 

NATIONAL 

GUARD 


Keynote  speakers  for  this  year's  seminar,  Richard  D.  Andersen  M.D., 
from  Children's  Hospital  in  St.  Paul,  Minnesota  specializing  in  Pediatric 
Infectious  Diseases,  will  speak  on  "Respiratory  Viral  Illness,"  and 
"Herpesvirus  Infections."  Palma  E.  Formica,  M.D,  from  the  AMA  Board  of 
Trustees  will  present  an  overview  of  practice  parameters  titled,  "Cookbook 
Medicine,"  and  "Professionalism  - Do  We  Care?"  Dr.  Formica  is  a family 
practitioner  from  Old  Bridge,  New  Jersey. 

In  addition  to  these  keynote  speakers,  the  following  Lincoln  specialists 
will  be  speaking  at  concurrent  sessions: 


MARK  YOUR  CALENDAR 

THE  THIRD  ANNUAL 
FOCUS  ON  FAMILY  PRACTICE 
SEMINAR 

IS  SCHEDULED  FOR 

JANUARY  8th  & 9th,  1993. 

at 

Ramada  Hotel  and  Conference  Center 

SPONSORED  BY 
UNCOLN  S SPECIMTY  CARE 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
UNCOLN  MEDICAL  EDUCATION 
FOUNDATION 


Kaliprasad  N.  Ayala,  M.D. 
David  A.  Bigler,  M.D. 
Mark  R.  Hutchins,  M.D. 
Richard  A.  Morin,  M.D. 
Tom  M.  Heiser,  M.D. 


Advances  in  Nuclear  Cardiac  Imaging 
Tuneable  Dye  Lasers  and  Dermatologic  Surgery 
Oncologic  emergencies 

Common  Infections  in  the  Ambulatory  Setting 
Misconceptions  of  Common  Orthopedic 
Problems 


We  are  excited  to  announce  that  a special  “hands-on”  clinical  experience 
will  take  place  at  the  Lincoln  Medical  Education  Foundation  Family  Practice 
facilities.  The  following  sessions  will  be  available: 


Michael  F.  Rapp,  M.D. 
Donald  L.  Gibbens,  M.D. 
Rick  £.  Gustafson,  M.D. 

Paul  Freeman 
Matthew  Reckemeyer,  M.D. 


Flexible  Fiberoptic  Nasopharyngolaryngoscopy 
Obstetric  Ultrasound 

Norplant:  Indications,  Complications,  and 
Technique 

Casting  Tips  & Techniques 


For  more  information  call  Wendy  Birdsall  or  Tricia  Burt  at  Lincoln's 
Specialty  Care  (402)  476-7511  or  1-800-MED-LINC. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT : Councilor  to  be  appointed.  Coun- 
ties: Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi^n,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Coimties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  WashingtorL 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'Neill.  Coimties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sherid^ 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffmo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  'Ihomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  I lastings.  Counties:  Adams,  Chase,  Dundy, 
Pranldin,  Frontier,  Furnas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 

ELEVENTH  DISTRICT:  Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Ailher,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Danner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Jolin  Welch,  Hastings 

Antelope-Pierce Roger  Massie,  Plainview  

Box  Butte Wendell  L.  Fairbanks,  Alliance  .... 

Buffalo Cheri  L.  Jensen,  Kearney 

Butler Mark  Carlson,  David  City 

Cass R.  R.  Andersen,  Nehawka  

Cheyenne-Kimball-Deuel ...  Calvin  Cutright,  Sidney 

Cuming Scott  Green,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Carl  Falcone,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Anne  Morse,  Grand  Island 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Gordon  O.  Johnson,  Fairbury  

Keith-Perkins'Case Berl  W.  Spencer,  Ognllaln 

Knox D.  M.  Laflnn,  Creighton  

Lancaster Benjamin  Gelber,  Lincoln  

Lincoln  Robert  Dellinger,  North  Platte  

Madison Steffan  Lacey,  Norfolk 

Metropolitan  Omaha Blaine  lioffman,  Omaha 

Northeast liicimrd  Votta,  Norfolk  

Northwest A.  J.  Alderman,  Chndron 

Otoe Dean  R.  Thomson,  Nebraska  City 

Platto-Loup  Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  CreU'  

Sarpy Jan  Golnick,  Papiliion  

Saunders  John  Hansen,  Wahoo 

Scotts  Bluff  James  Ma.s.sey,  Scottsbluff 

Seward  Paul  Hoff,  Seward 

South  Central  Jeff  1 lollis,  Geneva 

Southeast  Nehr Gary  Ensz,  Auburn 

Southwest  Nehr Richard  F.  King,  McC<x)k  

Washington-Burt Ronald  Mor.se,  Tekamah  

York Dnrroll  Ix)sehen,  York  


SECRETARY -TREASURER 
Elizabeth  Rfipier,  Hastings 
David  Johnson,  Osmond 


Katherine  Keifer,  Kearney 
Victor  Thoendel,  David  City  . 


Clinton  Dorwnrt,  Sidney 
Thomas  Tibbels,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Itobert  Benthock,  Wayne 
Wayne  Zlomkc,  Ord 
Donald  Weldon,  licatrice 
Gordon  Hmicck,  Grand  Island 
M.D.  Jobman,  Aurora 


R.  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallnln 
I).  J.  Nagengast,  Bloomfield 
James  Fosnmigh,  Lincoln 
Mark  Nielsen,  North  Platte 
IVndip  Mistry,  Norfolk 
Eugene  M.  Zweibaek,  Omaha 
IVadip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadi*on 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadinn,  Columbus 
Robert  E.  Tumn,  Cix»te 
•Jeff  Strohmycr,  Papiliion 


Kent  lwu*ey,  Scottsbluff 
Roger  •Jacobs,  Seward 
Chns.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecuinseh 
Mark  Serhousek,  McCook 
I Ians  Rath,  Omaha 
Harold  Nordhmd,  York 
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Since  1925 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


JjDIVLEY  MEDICAL 

SDPPLY  COMPANY 

P O Box  83108  Lincoln.  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  • Statements 
Envelopes  ■ Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  H.  (ielber,  M.L).,  2221  So.  17,  Suite  310,  Lincoln.  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  authors  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
.A  name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medjcus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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THE  ARMY  RESERVE  OFFERS  UNIQUE 
AND  REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be 
offered  a variety  of  challenges  and  rewards.  You  will  also 
have  a unique  array  of  advantages  that  will  add  a new 
dimension  to  your  civilian  career,  such  as: 


• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 


• continuing  medical  education 
programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 


It  could  be  to  your  advantage  to  find  out  how  well  the 
Arniy  Reserve  will  treat  you  for  a small  amount  of  your  time. 
An  Army  Reserve  Medical  Counselor  can  tell  you  more. 
Just  call  collect:  913-419-3701 


ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE! 


FOR  SALE 

Original  oil  by  McClelland  Barclay.  Had  been  in 
reception  room  and  is  now  being  offered  from 
an  estate.  Asking  price  is  $1 ,990.00.  Pictured 
in  frame  2972  by  39  inches. 


JOHN  WILSON, 

3640  So.  34th  St.,  Lincoln,  NE  68506 
Phone  (402)  488-4509 


LEGISLATION  VETOED 

Two  days  after  the  election,  President  Bush 
vetoed  the  urban  aid  bill  containing  a series  of 
Medicare  amendments  that  have  been  sought 
by  organized  medicine.  The  veto  was  for  rea- 
sons not  related  to  the  Medicare  provisions, 
Among  other  items,  the  legislation  would  have 
restored  payments  for  EKG  interpretations,  re- 
pealed payment  disparities  for  "new"  physicians, 
and  improved  the  Geographic  Practice  Cost 
Indices.  The  AMA  and  33  other  groups  had 
urged  the  President  to  sign  the  measure,  which 
also  contained  several  "anti-hassle"  amendments. 
However,  he  said  he  vetoed  the  bill  because  it 
"includes  numerous  tax  increases,  violates  fiscal 
discipline  and  would  destroy  jobs  and  under- 
mine small  business." 

The  AMA  has  initiated  discussion  with  mem- 
bers of  Congress  and  staff  about  consideration 
of  the  Medicare  provisions  as  early  as  possible 
in  the  next  session  of  Congress. 

★ ★ ★ 
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Effective  Patient  Counseling  strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . Survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  Counsel  the  patient.  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  Counseling:  overcoming  the  Obstacles 


"Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
help  physicians  and  physicians-in-training  stay  abreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  Counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 

• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 

• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  For  a three-ounce  cooked  serving,  begin  with  about  four 

Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


ounces  of  raw  meat. 


A Heart-Healthy 
Choice 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50X 

Humulin.^ 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

’ Humulin " 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  c 1992,  eli  lilly  and  compai 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  health  professions 

Toll  Free;  1-800-423-USAF 


AMA  NEWS  NOTES 


DISABILITIES  ACT 
INFORMATION  AVAILABLE 

The  AMA  is  making  available  a significant 
package  of  information  on  the  Americans  with 
Disabilities  Act,  a sweeping  civil  rights  law  signed 
by  President  Bush  in  1 990.  It  prohibits  discrimi- 
nation against  people  with  disabilities  in  the 
areas  of  employment,  telecommunictions,  pub- 
lic services,  public  accommodations  and  com- 
mercial facilities  run  by  private  entities.  Now 
being  distributed  by  the  AMA  are: 

—A  new  AMA  Video  Journal,  "Physician  Guide 
to  ADA,"  highlighting  what  the  law  means  for 
hospitals,  clinical  facilities,  and  medical  offices, 
and  how  it  will  change  the  way  individual  phy- 
sicians prepare  their  offices.  More  than  2,000 
copies  of  the  Video  journal  have  been  distrib- 
uted to  hospitals  and  representatives  of  the 
Medical  Staff  Section.  Copies  of  the  video, 
along  with  a guidebook  and  list  of  resources  are 
$20  for  AMA  members,  $30  for  non-members 
by  calling  (800)  621-8335;  the  order  number  is 
OPl  1 1592CW, 

—A  booklet,  "The  Americans  with  Disabilities 


Act:  Prescription  for  Compliance,"  providing  a 
summary  of  the  law's  requirements,  employ- 
ment provisions,  tax  ramifications,  and  a listing 
of  information  sources.  It  notes  that  the  AMA 
supports  the  law  and  other  efforts  to  eliminate 
discrimination  against  the  disabled,  but  warns 
that"the  vagueness  of  many  requirements  makes 
litigation  inevitable."  The  booklet  is  available  to 
members  at  no  charge  by  calling  (800)  AMA- 
3211. 

—A  series  of  articles  in  the  Nov.  9 issue  of 
American  Medical  News,  focusing  on  unin- 
tended fallout  from  the  law  and  concluding  that 
it  may  be  at  odds  with  efforts  to  control  health 
care  costs.  The  issue  also  contains  articles  ad- 
dressing changes  required  in  physicians'  offices 
under  the  act  and  new  rights  for  disabled  physi- 
cians under  the  act. 
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PRESIDENT'S  PAGE 


"Why  Didn't  I Say  That?" 

D.  J.  LOSCHEN,  M.D. 

President 


Did  you  ever  hear  someone  say  something, 
or  read  something  that  is  so  emminently  rea- 
sonable that  you  said  to  yourself  "I  wish  I'd  said 
that?"  Such  was  my  feeling  when  I read  Dr.  Dale 
Michels'  proposal  for  a managed  health  care 
system  for  Nebraska's  Medicaid  population. 

Many  of  you  may  not  know  that  Dale  fell  off 
a ladder  some  time  ago,  suffering  a rather 
severely  comminuted  fracture  of  his  ankle, 
requiring  open  reduction  and  internal  fixation. 
I presume  the  paper  to  which  I referred  above 
is  the  product  of  his  forced  "temporary  retire- 
ment". As  energetic  as  he  is,  it  is  difficult  to 
conceive  of  him  languishing  around  without 
some  attempt  at  being  productive.  He  origi- 
nally produced  his  document  as  a "starting 
point"  for  discussion  in  the  Subcommittee  on 
Managed  Care  (which  he  chairs),  one  of  the 
working  groups  of  the  Governor's  "Noah's  Ark 
Committee",  established  to  search  for  solutions 
for  the  state's  crisis  in  Medicaid  funding. 

In  any  case,  his  proposal  is  beautiful  in  its 
simplicity.  Rather  than  embarking  on  a full- 
fledged  HMO  or  PRO  concept  for  the  state's 
Medicaid  patients,  he  proposes  a simple  "Case- 
Management"  concept,  wherein  each  Medi- 
caid client  is  assigned  to  a primary-care  physi- 
cian, who  then  becomes  that  patient's  source 
of  entry  into  the  health-care  system.  The  assign- 
ation is  done  by  a county  or  regional  health 
department,  rotating  the  patients  among  all 
primary  care  providers,  so  none  is  overburdened 
with  Medicaid  paperwork.  Except  in  the  case  of 
life-threatening  emergencies,  the  patient  is  de- 
nied the  use  of  hospital  emergency  rooms 
without  the  authorization  of  his/her  "case  man- 
ager". Further,  specialty  consultation  is  also 
limited  to  that  which  is  authorized  by  the  case 
manager  physician.  Each  case  manager  is  lim- 
ited to  750  of  such  clients  (more  for  established 
teaching  clinics),  and  the  case  manager  is  paid 
a nominal  monthly  fee  for  his  "management" 
services  (Dale  suggests  $3.00),  whether  or  not 


Darroll  J.  Loschen,  M.D. 


any  contact  is  made  with  the  client  in  any  given 
month.  In  addition,  the  usual  Medicaid  fee  is 
paid  to  the  case  manager  for  any  other  services 
provided  the  client.  He  also  has  some  sugges- 
tionsforthe Medicaid  patientsin  nursinghomes. 

This  is,  of  course,  a modification  of  a 
"gatekeeper"  system,  and  is  not  without  prece- 
dent in  caring  for  Medicaid  patients.  Wayne 
County  (Detroit)  Michigan  has  initiated  such  a 
program,  apparently  with  initial  success.  It  seems 
preferable  to  any  highly  structured  capitated 
managed  care  system,  such  as  is  being  pro- 
posed for  Nebraska  in  some  circles.  I have 
encouraged  Dale  to  submit  it  to  the  lournal  for 
consideration  of  publishing,  and  I sincerely 
hope  that  the  membership  of  the  NMA  will 
bring  as  much  "grass  roots"  pressure  as  possible 
to  bear  on  the  legislators  to  give  it  a chance. 

Dale,  I'm  sorry  about  your  hind  leg.  How- 
ever, if  that's  what  it  takes  to  get  you  to  slow 
down  long  enough  to  divine  such  a workable 
concept,  I kinda  hope  you  breakyour  other  leg. 

(Ed  note:  Dr.  Michel's  article  will  appear  in  the  January 
issue.) 
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ORIGINAL  ARTICLES 


Mammographic  Screening  For  Breast  Cancer  In 
Women  Under  Fifty:  A Review 

ROBERT  M.  EWART,  M.D. 

Health  America  of  Nebraska  Inc. 

220  South  1 7th  Street,  Lincoln,  NE  68508 


ABSTRACT 

This  paper  reviews  the  published  literature  on  mammographic  screening  for  breast  cancer  with  an  emphasis  on  the 
screening  of  women  less  than  fifty  years  old  and  concludes  that  there  is  insufficient  evidence  to  support  a recommen- 
dation for  screening  in  this  age  group. 


The  American  Cancer  Society, 
along  with  many  other  Na- 
tional organizations,  currently 
recommends  that  mammographic  screening 
for  breast  cancer  be  started  at  age  35  with  a 
baseline  mammogram  and  then  be  performed 
regularly  beginning  at  age  40.  This  position  is 
not  justified  by  the  published  studies  and  is 
different  from  those  from  other  industrialized 
countries  (e.g.  Canada’  and  the  United  King- 
dom^) and  from  some  American  organizations 
(e.g.  U.S.  Preventive  Services  Task  Force 
which  do  not  recommend  routine 
mammography  until  age  50. 

This  paper  will  review,  very  briefly,  the  ethics 
of  screening,  some  of  the  problems  involved  in 
doing  screening  studies,  and  the  uncontrolled 
trials.  The  bulk  of  the  paper  will  be  devoted  to 
a more  detailed  review  of  the  controlled  trials 
with  an  emphasis  on  the  results  of  screening 
mammography  in  younger  women. 

Screening  means  to  attempt  to  find  disease 
in  the  absence  of  symptoms,  or  to  go  out  and 
look  for  disease  in  apparently  healthy  persons. 
This  is  in  contrast  to  investigation,  the  purpose 
of  which  is  to  find  disease  in  persons  in  whom 
disease  is  already  suspected.  Examples  of  screen- 
ing tests  are:  fecal  occult  blood  testing  to 
detect  cancer  of  the  large  bowel;  pap  smears  to 
detect  cancer  of  the  cervix;  cholesterol  and 
blood  pressure  screening  both  to  detect  in- 
creased risk  for  atherosclerotic  disease;  and  of 
course  mammography  to  detect  breast  cancer, 
the  topic  of  this  paper. 

By  definition  if  we  suspect  the  presence  of 
disease,  we  do  not  screen,  we  investigate.  For 
example,  if  a woman  comes  in  for  her  "annual 
physical"  and  you  order  a mammogram,  that's 
screening.  If  the  same  woman  comes  in  be- 


cause she's  found  a large  hard  lump  in  her 
breast  and  you  order  a mammogram,  that's 
investigation. 

The  ethical  principle  "Primum  non  nocere"  — 
"First,  do  no  harm"  — instructs  us  that  the  ethical 
injunction  of  non-maleficence  is  stronger  than 
that  of  beneficence.  I think  that  because  screen- 
ing is  performed  on  apparently  healthy  persons 
and  because  the  benefits  of  screening  accrue 
largely  to  the  sick  while  the  harms  accrue 
largely  to  the  healthy,  the  ethical  doctrine  of 
non-maleficence  requires  that  there  be  both 
greater  evidence  of  benefit  and  evidence  of 
greater  benefit  than  that  required  in  routine 
medical  investigations.  In  other  words  screen- 
ing programs  should  meet  the  following  two 
criteria: 

— the  expected  benefits  will  greatly  out- 
weigh the  possible  harms,  and, 

— the  evidence  that  the  benefits  will  out- 
weigh the  harms  will  be  beyond  any 
reasonable  doubt. 

A minority  of  the  currently  recommended 
screening  programs  meet  these  criteria. 

Screening  for  disease  ought  to  be,  therefore, 
justified  when,  and  only  when,  scientifically 
valid  studies  have  demonstrated  that  the  tests 
are  safe,  and  beneficial.  It  is  never  acceptable  to 
screen  someone  simply  because  a screening 
test  exists.  Screening  tests  are,  unfortuntely, 
often  dangerous  and  useless. 

The  studies  necessary  to  establish  the  effi- 
cacy of  screening  programs  are,  equally  unfor- 
tunately, expensive,  difficult  to  do,  and  subject 
to  numerous  biases.  The  three  common  biases 
are  volunteer  bias,  lead-time  bias,  and  sampling 
interval  bias. 
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Volunteer  bias  refers  to  the  fact  that  volun- 
teers do  better  than  the  general  population  at 
almost  everything,  including  being  less  likely  to 
die  of  most  diseases.  An  analysis  of  the  Florence 
Trial  of  breast  cancer  screening  (see  below) 
suggests  that  the  volunteer  bias  could  account 
for  up  to  a 55%  difference  in  mortality  between 
screened  and  unscreened  populations. 

Lead-time  bias  (also  called  zero  bias)  results 
when  studies  confuse  knowing  of  your  disease 
longer  with  living  longer.  In  studies,  the  time  of 
disease  longer  with  living  longer.  In  studies,  the 
time  of  diagnosis  is  called  the  "zero  time"  and 
the  interval  that  a screening  procedure  moves 
this  diagnosis  forward  in  time  is  called  the  "lead 
time".  All  reasonable  screening  techniques  will 
find  disease  early  but  it  takes  a randomized 
controlled  trial  to  prove  that  this  early  discovery 
of  disease  translates  into  dying  older  or  having 
some  other  better  outcome. 

Sampling  interval  bias  (also  called  length-based- 
sampling  bias,  or  length-time  bias)  results  from 
the  fact  that  a screening  test  will  preferentially 
detect  slow  growing  tumors  (or,  in  more  general 
terms,  slowly  changing  disease).  To  understand 
this  bias,  consider  that  while  any  disease  has  a 
certain  natural  history,  some  individuals  with 
the  disease  will  have  a "shorter"  natural  history 
and  others  a "longer"  one.  Some  people  with, 
for  instance,  lung  cancer  die  in  a month  and 
others  die  in  five  years.  Screening,  because  it  is 
done  at  some  random  time,  tends  to  pick  up 
individuals  with  longer  natural  histories  and  the 
less  often  you  screen  the  more  you'll  pick  up 
people  with  longer  natural  histories. 

All  three  of  the  above  biases  make  it  appear 
that  screening  prolongs  life  when  in  fact  it  may 
or  may  not  do  so.  These  biases  can  all  be 
eliminated  through  the  use  of  the  randomized, 
controlled  clinical  trial.  This  is  not  to  say  that  all 
randomized,  controlled  trials  are  equal.  Space 
does  not  permit  a discussion  of  the  many  pitfalls 
into  which  these  trials  (or  the  people  who 
interpret  them)  can  fall. 

THE  UNCONTROLLED  TRIALS 

Several  uncontrolled  trials  have  been  per- 
formed comparing  screened  volunteers  with 
unscreened  non-volunteers.  Although  these 
trials  have  often  shown  some  benefit,  none  of 
them  have  been  able  to  satisfactorily  account 
for  the  effects  of  the  biases  noted  above  and 
therefore  no  recommendations  can  be  made 
based  on  their  results. 


The  Breast  Cancer  Detection  Demonstration 
Project^  was  the  first  and  largest  of  these  projects. 
Begun  in  1973  by  the  American  Cancer  Society 
and  the  National  Cancer  Institute,  the  project 
eventually  enrolled  280,000  women  aged  35- 
74.  This  trial  demonstrated  that  high  quality 
mammographic  screening  can  be  done  in  the 
community. 

Bailar  has  characterized  this  "study"  (his 
quotes)  as  "not  designed  for  research  purposes, 

. . . not  carried  out  in  accordance  with  rigorous 
research  standards,  and  lack[ing]  even  an  ap- 
propriate control  group."^ 

The  Nijmegen  Project^  was  started  in  1975 
and  is  on-going.  150,000  women  aged  35-65 
were  invited  for  screening  by  single  view 
mammography.  The  invited  group  was  later  35. 
The  screening  interval  was  2 years. 

The  authors  carried  out  a case-control  study 
(comparing  the  screening  histories  of  women 
who  died  of  breast  cancer  with  those  of  age 
matched  controls  who  had  not  died  of  breast 
cancer)  which  gave  an  over-all  odds  ratio  of 
0.48  (95%  Cl=0.23-1 .00  - not  significant).  The 
authors  go  on  to  say; 

in  this  study  the  odds  ratio  for  women  of 
55  and  older  is  0.49.  Because  of  the  small 
number  of  cases  and  the  higher  atten- 
dance rate  in  the  younger  age-groups,  we 
cannot  yet  study  the  effect  of  screening  on 
women  under  age  55. 

In  1 985,  a second  case  control  study  incorpo- 
rating more  data  was  published.®  Partial  results 
of  this  analysis  (after  they  adjusted  for  "residen- 
tial district  and  marital  status")  showed  the 
relative  risk  of  dying  of  breast  cancer  among 
women  ever  screened  versus  women  never 
screened  was  0.51  (95%  CI=0.26-0.99)  which  is 
just  significant. 

When  the  data  were  analyzed  by  age  at  entry 
into  the  study  the  following  results  were  seen: 


Age 

RB 

94%  Cl 

35-49 

1.23 

0.31-4.81 

50-64 

0.26 

0.10-0.67 

65+ 

0.81 

0.23-2.75 

Note  that  there  was  a (non-significant)  trend 
for  screening  to  be  of  benefit  only  in  the  50-64 
age  group  and  not  in  women  under  50. 

A similar  project  was  undertaken  in  Utrecht; 
The  DOM  Project^.  The  recruitment  age  was  50- 
64.  The  relative  risk  of  dying  was  0.30  (95% 
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Cl=0.1 3-0.70).  "No  effect  of  screening  could  be 
discerned  in  the  age  group  50-54." 

A third  case  control  study  was  begun  in 
Florence,  Italy  in  1970.'°  This  trial  was  very 
poorly  done.  The  odds  ratio  of  dying  of  breast 
cancer  among  "screened"  women  versus  "never 
screened"  women  was  0.53  (95%CI=0.29-0.95). 
The  very,  very  interesting  result  of  this  study  was 
that  the  odds  ratio  of  dying  of  breast  cancer  in 
"screened"  versus  "unscreened"  woman  was 
0.56  (95%  Cl=0.3-1.03  - not  significant)  when 
the  screening  test  employed  was  a pap  smear. 
In  other  words,  doing  a pap  smear  on  a woman 
is  almost  as  likely  to  prevent  her  from  dying  of 
breast  cancer  as  doing  a mammogram.  This 
should  serve  as  an  example  of  the  sorts  of 
problems  encountered  in  these  uncontrolled 
trials  and  serve  as  a reminder,  as  noted  above, 
of  the  huge  effect  that  volunteer  bias  can  have. 

An  uncontrolled  trial  has  also  been  organized 
in  the  United  Kingdom  - The  UK  Trial  of  Early 
Detection  of  Breast  Cancer."  The  trial  was 
organized  around  administrative  districts  of  the 
British  National  Health  Service  with  women  in 
some  districts  being  offered  screening  (breast 
self  examination  only  in  two  of  the  districts). 

Relative  risk  of  death  from  breast  cancer, 
mammographic  screening  versus  controls  was 
0.80  (95%CI=0.64-1 .01  - not  significant),  and 
BSE  versus  controls  was  1.04  (95%  Cl=0.86- 
1 .26  - not  significant).  The  authors  were  not  able 
to  explain  this  small  and  non-significant  increase 
in  death  rates  in  the  BSE  group.  There  were  not 
enough  cancers  seen  in  women  under  50  to 
make  any  judgement  as  to  the  value  of  screen- 
ing in  this  group. 

THE  CONTROLLED  TRIALS 

The  HIP  Study’2 

This  study,  more  correctly  called  the  Breast 
Cancer  Screening  Project,  was  begun  in  1963. 
The  trial  population  consisted  of  a random 
selection  of  about  62,000  women,  aged  40-64, 
who  were  members  of  a pre-paid  health  plan, 
the  Health  Insurance  Plan  of  Greater  New  York. 
The  women  were  randomly  assigned  to  either  a 
screening  or  control  group.  Women  in  the 
screening  group  received  (a  very  careful)  breast 
examination,  usually  by  a surgeon,  and  two- 
view  mammography.  About  65%  of  the  invited 
women  actually  came  in  for  their  first  examina- 
tion and  these  women  (but  not  the  35%  who 
didn't  show  up  on  initial  invitation)  were  invited 
back  for  three  additional  annual  screenings. 


Follow-up  was  initially  planned  for  5 years  from 
the  time  of  invitation  in  the  screened  group  and 
from  time  of  entry  into  the  study  in  the  controls. 
The  follow-up  time  was  later  extended.  Analysis 
was  on  an  "intention  to  treat"  basis.  It  is  reason- 
able to  assume  that  almost  none  of  the  women 
in  the  control  group  received  mammograms. 

Analysis  of  the  data  at  nine  years  showed  a 
30%  decrease  in  breast  cancer  mortality  in  the 
screened  group  compared  to  the  controls.  Sub- 
group analysis  (not  statistically  valid  in  this  cir- 
cumstance) showed  that  the  reduction  in  mor- 
tality was  confined  to  women  aged  50  or  greater. 
Unfortunately  the  size  of  the  under  50  sub- 
group was  not  large  enough  to  exclude  a "type 
two"  error,  that  is  the  error  of  saying  that  no 
benefit  existed  when  in  fact  it  did. 

As  an  interesting  aside,  it  was  noted  that  the 
total  non-breast  cancer  mortality  among  the 
women  who  refused  screening  was  about  twice 
that  of  those  who  accepted,  showing,  again,  the 
impact  of  volunteer  bias. 

The  author  ofthe  study  concluded  that  screen- 
ing for  breast  cancer  by  a combination  of  clini- 
cal examination  and  mammography  is  "useful  in 
reducing  mortality  from  breast  cancer  among 
women  50  years  of  age  and  older . . ."  but  that 
the  issue  of  screening  women  under  50  needed 
further  study. 

In  1982,  Shapiro  and  others  updated  the 
original  results  and  reported  on  the  1 0-1 4 year 
follow-up.'^  They  reported  that  the  mortality 
advantage  had  been  maintained  for  the  trial  as 
a whole.  They  were  also  able  to  report  a non- 
significant decrease  in  mortality  in  women  aged 
40-49  at  entry  into  the  trial,  but  they  note  that 
essentially  all  of  this  difference  is  "attributable  to 
cases  diagnosed  after  women  passed  their  50th 
birthday."  They  go  on  to  say  that; 

At  this  point,  the  prudent  conclusion  is  that 
for  ages  under  50  years,  the  HIP  study 
does  not  provide  evidence  that  screening 
has  had  an  effect  on  mortality. 

The  Swedish  Two  Counties  Study'^ 

In  1 977  the  Swedish  National  Board  of  Health 
and  Welfare  organized  a study  to  see  if 
mammographic  screening  could  reduce  mortal- 
ity from  breast  cancer.  They  report  their  expe- 
rience with  7-years  of  follow-up  on  134,867 
women  aged  40-74  and  with  no  history  of 
breast  cancer. 
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The  method  of  randomization  used  in  this 
trial  was  somewhat  complex.  The  two  counties 
chosen  for  the  study  were  divided  into  19 
blocks  so  as  to  "give  relative  socioeconomic 
homogeneity  within  each  block."  Each  block 
was  then  divided  into  a screened  unit  and  a 
control  unit  and  women  were  mailed  an  invita- 
tion to  be  screened  depending  on  their  unit  of 
residence.  Screening  was  by  single  view 
mammography  (with  no  clinical  examination). 
Women  aged  40-49  were  invited  for  screening 
every  24  months  and  those  over  50  every  33 
months.  All  women  were  invited  to  each  screen- 
ing round  even  if  they  had  refused  previous 
rounds.  The  response  rate  in  those  invited  was 
89%,  and  13%  of  the  women  in  the  control 
group  had  a mammogram  as  part  of  their 
routine  medical  care  (although  almost  all  of 
these  were  in  the  last  two  years  of  the  study 
which  is  unlikely  to  have  influenced  the  results). 

The  relative  risk  (screened  vs.  control)  of 
dying  of  breast  cancer  during  the  7 year  follow- 
up was  0.69  (95%  confidence  interval  (95%CI)= 
0.5 1 -0.92).  This  is  a 3 1 % decrease  in  mortality. 
The  authors  preformed  a sub-group  analysis 
(again,  difficult  to  justify  statistically  but  prob- 
ably more  reasonable  than  in  the  HIP  trial)  and 
obtained  the  following  results: 


Age 

RB 

95%  Cl 

40-49 

1.26 

0.56-2.84 

50-74 

0.61 

0.44-0.84 

The  slight  (and  statistically  and  clinically  non- 
significant) increase  in  mortality  seen  in  younger 
women  who  had  regular  mammographic 
screening  may  be  seen  to  be  important  only  in 
the  light  of  the  results  of  the  other  studies 
discussed  here. 

The  results  of  the  Two  Counties  Trial  up- 
dated through  the  first  8 years  of  follow-up’^  are 
as  follows:  the  relative  risk  of  dying  of  breast 
cancer,  study  versus  control  women  was  0.70 
(95%CI=0.56-0.88).  When  analyzed  by  age, 
the  relative  risks  were  as  follows: 


Age 

RB 

95%  Cl 

40-49 

0.92 

0.52-1.60 

50-59 

0.60 

0.40-0.90 

60-69 

0.65 

0.44-0.95 

70-74 

0.77 

0.47-1.27 

The  authors  point  out,  correctly,  that  the 
variation  in  the  relative  risks  could  be  attributed 
to  statistical  fluctuations  within  the  sample  and 
are  not  therefore  "significant"  in  their  own  right. 


They  add  that  "taken  as  a whole,  screening  is  of 
benefit  to  the  age  group  40-74." 

After  1 1 years  of  follow-up’^  the  results  were 
essentially  unchanged:  RR=0.70  (95%CI=0.58- 
0.85).  As  in  the  initial  analysis,  the  positive 
results  were  confined  to  women  50  or  older. 
There  was  a slight  and  statistically  non-signifi- 
cant survival  disadvantage  seen  in  women  un- 
der 50. 

The  Malmo  Study’^ 

"In  1976  a trial  was  set  up  in  the  city  of 
Malmo  in  southern  Sweden  to  find  whether  the 
mortality  from  breast  cancer  could  be  reduced 
by  repeatedly  inviting  women  to  attend  for 
mammographic  screening."  The  study  was  con- 
cluded in  1986.  Women  aged  45-79  were 
identified  from  the  Malmo  city  registry  and 
were  randomized  in  one  year  age  cohorts  to 
either  be  invited  or  not  for  mammographic 
screening.  Screening  interval  was  18  to  24 
months  and  the  study  population  was  re-in- 
vited  for  each  round  of  screening.  The  initial 
round  of  screening  took  two  years  and  the 
mean  follow-up  by  the  end  of  the  trial  was  8.8 
years.  There  were  21,088  women  invited  for 
screening  and  21,195  women  served  as  con- 
trols. The  initial  two  screenings  were  by  two 
view  mammography  with  subsequent  rounds 
either  one  or  two  view  depending  on  the  den- 
sity of  the  breasts.  Attendance  was  about  70% 
but  there  was  extensive  contamination  with 
about  25%  of  the  control  group  having 
mammograms  outside  the  study.  Also  many  of 
the  women  in  the  study  group  had  "extra" 
mammograms  outside  the  study.  Follow-up 
was  excellent. 

The  trial's  results  were  disappointing.  Rela- 
tive risk  of  death  from  breast  cancer  was  0.96 
(95%  Cl=0.68-1 .35).  In  other  words,  there  was 
no  benefit.  Sub-group  analysis  (again  always 
fraught  with  difficulty,  and  particularly  difficult 
here  with  the  small  numbers  involved)  showed 
slight,  but  statistically  not  significant  survival 
advantage  in  older  women  (age  >54)  and  slight, 
but  statistically  not  significant  survival  disad- 
vantage in  younger  women  (age=45-54): 


Age 

RB 

95%  Cl 

45-54 

1.29 

0.74-2.25 

>54 

0.79 

0.51-1.24 

The  authors  of  the  study  wonder  whether 
this  slight  increase  in  mortality  seen  in  younger 
women  could  have  been  caused  by  false  reas- 
surance brought  on  by  a negative  mammogram. 
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The  study  concludes: 

Although  firm  conclusions  cannot  be  drawn 
from  analyses  of  subgroups  in  this  study, 
our  data  support  previous  studies  showing 
that  invitation  to  mammographic  screen- 
ing for  breast  cancer  may  lead  to  reduced 
mortality  from  breast  cancer,  at  least  in 
women  aged  55  and  over. 

The  Edinburgh  Study^” 

"Between  1 979  and  1981, 45,1 30  women  in 
Edinburgh  aged  45-64  were  entered  into  a 
randomised  trial  of  breast  cancer  screening  by 
mammography  and  clinical  examination."  The 
method  of  randomization  was  interesting:  Eighty- 
four  family  practice  groups  were  enrolled,  strati- 
fied by  size,  and  then  randomized.  In  other 
words,  randomization  was  by  family  practice 
group.  Women  in  the  screening  practices  were 
invited  in  for  examination  which  consisted,  on 
the  first  visit,  of  clinical  examination  and  two- 
view  mammography,  and  clinical  examination 
alone  in  years  2,  4,  and  6 and  clinical  examina- 
tion combined  with  single  (oblique)  view 
mammography  in  years  3,  5,  and  7.  Few  of  the 
cancers  were  detected  by  clinical  examination 
alone. 

The  method  of  randomization  is  called  into 
question  by  the  fact  that  the  all-cause  mortality 
was  80.7/10,000  women-years  in  the  study 
population  and  100.8/10,000  women-years  in 
the  control  population.  The  authors  don't  state 
whether  this  was  statistically  significant  but  it  is 
certainly  impressive.  Put  another  way,  it  would 
seem  that  the  control  population  was  generally 
sicker  than  the  study  population. 

There  was  no  significant  decrease  in  breast 
cancer  mortality  after  seven  years  of  follow-up 
(Relative  risk  of  death,  screened  vs.  control=0.83 
95%CI=0.58-1.18). 

Although  the  author's  don't  provide  confi- 
dence intervals,  they  do  break  down  their  mor- 
tality (per  10,000  women-years)  figures  as  fol- 
lows, remarking  that  none  of  the  results  are 
significant: 


Age 

Studv 

Control 

Total 

4.31 

5.14 

45-49 

3.18 

3.25 

50-54 

4.37 

4.95 

55-59 

3.85 

7.64 

60-64 

6.13 

4.66 

The  authors  note  that  the  response  to  invita- 
tion was  only  about  60%  for  the  first  screen  and 
fell  even  further  as  the  trial  progressed. 


The  Stockholm  Study’’ 

"In  March  1981, 40,3 1 8 women  in  Stockholm, 
aged  40-64,  entered  a randomized  trial  of  breast 
cancer  screening  by  singleview  mammography 
alone  versus  no  intervention  in  a control  group 
of  20,000  women."  Randomization  was  by  date 
of  birth:  Ist-IOth  and  21st-30th  into  the  study 
group  and  llth-20th  into  the  control  group. 
Women  born  on  the  31st  of  each  month  were 
not  studied.  Two  rounds  of  single-view 
mammbgraphy  were  offered  to  the  study  popu- 
lation at  an  interval  of  about  2.5  years  and  then 
after  five  years  the  control  women  were  invited 
for  one  screening.  If  an  abnormality  was  de- 
tected on  the  single  film,  then  three-view 
mammography  was  undertaken.  Response  rate 
was  about  80%. 

Relative  risks  of  death  from  breast  cancer, 
screened  versus  control,  with  95%  confidence 


intervals  were: 

RB 

95%  Cl 

Total 

0.71 

0.4-1 .2 

40-49 

1.09 

0.4-3 .0 

50-64 

0.57 

0.3-1. 1 

None  of  these  are  significant  but  note  again 
the  slight  increase  in  mortality  seen  in  younger 
women. 

The  Canadian  Trial 

The  Canadian  Trial  has  been  much  talked 
about  but  not  yet  published.  This  is  the  first  trial 
to  look  solely  at  women  under  the  age  of  50. 
The  preliminary  results,  however,  were  leaked 
by  the  Lancet.^®  According  to  the  leaked  report, 
there  was  a 50%  INCREASE  in  death  rates 
related  statistically  (but  not  necessarily  by  cause 
and  effect)  to  mammographic  screening. 

Summary  of  the  Trials 

So  what  do  all  these  trials  tell  us?  A short 
summary  would  be:  mammography  is  a good 
thing  but  not  a very  good  thing,  and  not  for 
everybody.  All  of  the  trials  that  looked  at 
mammography  for  women  over  fifty  showed 
either  a trend  towards  benefit  or  a statistically 
significant  benefit  - with  a five  to  ten  year 
survival  advantage  of  about  20-30%  in  women 
offered  screening.  With  the  exception  of  the 
(unpublished)  Canadian  trial,  none  of  the  stud- 
ies was  large  enough  to  show  either  a benefit  or 
harm  in  women  less  than  fifty.  Nevertheless,  the 
trend  in  all  of  these  trials  was  that  mammography 
was  either  useless  or  harmful.  Yusuf  and  others 
have  discussed  the  problems  of  data  pooling, 
meta-analysis,  and  looking  at  the  "trends"  in  the 
data.^’ 
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There  have  been  no  studies  looking  particu- 
larly at  "high  risk"  women,  nor  is  there  any 
substantial  agreement  as  to  how  risk  should  be 
assessed  (except  that  "young  women"  are  at  low 
risk). 

SUMMARY 

There  is  currently  insufficient  scientific  data 
to  support  the  recommendation  to  begin 
mammographic  screening  before  the  age  of  50. 
The  balance  of  the  evidence  that  does  exist 
suggests  that  screening  before  the  age  of  50  is 
useless  and  possibly  harmful.  If  we  accept  that 
it  is  unethical  to  screen  in  the  absence  of  good 
data  suggesting  benefit,  then  screening  under 
the  age  of  50  is  unethical. 

it  "k  it 
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★ ★ ♦ 

Since  the  acceptance  of  this  article  for  publi- 
cation, the  Canadian  study  on  mammographic 
screening  in  young  women  has  been  published. 
The  results  of  this  trial  do  not  change  the  conclu- 
sions meade  in  this  article 
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ORIGINAL  ARTICLE 


Medicine  and  Media:  Mammography 

DR.  DAVID  J.  HILCER 


An  area  of  medicine  has  recently 
received  a large  amount  of 
^ publicity  and  notoriety  by  the 
media.  This  is  breast  cancer  detection  and 
mammography.  In  recent  years  this  coverage 
has  been  encouraged  by  several  medical  orga- 
nizations to  increase  public  awareness  about 
mammography  and  early  breast  cancer  detec- 
tion. The  positive  result  of  this  is  that  many 
women  in  the  United  States  are  obtaining  rou- 
tine breast  examination  and  mammography. 
The  flip  side  is  that  the  increased  awareness  by 
the  media  has  resulted  in  some  publicity  which 
is  confusing  and  misleading  for  women.  This  is 
the  case  with  the  newspaper  coverage  of  the 
recently  published  Canadian  study.  It  is  impor- 
tant that  we  put  things  in  perspective  so  that  we 
can  respond  appropriately  to  patients  and  the 
media. 

Breast  cancer  is  the  most  frequent  cancer  in 
women  and  remains  the  second  most  common 
causeofcancerdeath  in  women.  Mammography 
and  breast  cancer  detection  have  made  signifi- 
cant advances  in  the  last  twenty  years.  Modern 
equipment  utilizes  a low  dose  of  X-Ray  to  pro- 
duce detailed  images  of  the  breast.  Well  per- 
formed mammography  requires  dedicated 
equipment,  a trained  radiologic  technologist, 
and  a radiologist  with  trainingin  mammography. 
There  is  currently  an  accreditation  program  by 
the  American  College  of  Radiology  and  many 
mammography  centers  have  received  or  are 
applying  for  accreditation.  When  performed 
well,  screening  mammography  detects  a signifi- 
cant number  of  early  breast  cancers.  Breast 
cancers  measuring  one  centimeter  or  less  have 
a greater  than  ninety  percent  long  term  survival 
rate.’'^  Tabar  states  that  the  goal  of  screening 
mammography  should  be  to  have  at  least  fifty 
percent  of  detected  cancers  at  1.5  centimeters 
or  smaller.  At  this  size,. even  Grade  III  tumors 
have  a favorable  prognosis.^ 

Mammography  is  clearly  the  most  effective 
screening  test  for  breast  cancer  detection.  Im- 
proved survival  is  dependent  on  detecting  a 


cancer  when  it  is  too  small  to  be  clinically 
palpable.  Compared  to  mammography,  physi- 
cal examination  has  a small  detection  rate  for 
minimal  breast  cancer  (about  33  percent).  It  is 
true  that  mammography,  like  any  test,  is  not 
perfect.  Mammography  may  not  detect  fifteen 
to  twenty  percent  of  cancers  that  are  palpable.^ 
(It  is  my  opinion  that  this  number  will  approach 
1 0 percent  with  improved  quality).  These  false 
negative  cases  most  often  occur  in  younger 
women  (under  fifty)  because  of  the  dense  na- 
ture of  parenchymal  tissue  in  this  age  group. 

Screening  mammography,  also,  yields  a 
significant  number  of  false  positives.  The  per- 
centage of  positive  mammograms  that  have 
malignant  histology  is  expressed  by  the  positive 
predictive  value.  There  is  a wide  acceptable 
range  for  this  value,  however;  a center  with  a 
low  value  should  have  a high  percentage  of 
early  breast  cancers  detected. "'Our  experience 
is  a positive  predictive  value  between  twenty- 
five  and  thirty  percent.  The  advent  of  dedicated 
devices  for  fine  needle  aspiration  and  core 
biopsy  will  probably  decrease  the  number  of 
open  biopsies  performed. 

The  recent  debate  discussed  by  the  experts 
and  highlighted  by  the  media  is  the  role  of 
screening  in  the  40-49  year  old  age  group.  A 
recent  national  press  release  led  to  headlines 
such  as  "Mammograms  may  not  be  best  for 
young  women"  and  "Controversial  study  finds  X- 
Rays  do  more  harm  than  good."  The  articles  cite 
a Canadian  study  that  questions  the  use  of 
screening  mammography  in  women  under  fifty. 
This  is  an  area  with  inconclusive  scientific  data. 
However,  the  headlines  tend  to  mislead.  In 
addition,  the  article  cites  a hypothesis  without 
any  scientific  basis,  "machine  squeeze  the  breast, 
they  might  force  cells  from  tiny  tumors  into  the 
bloodstream,  speeding  their  spread." 

What  is  the  evidence  supporting  current 
screening  recommendations?  There  is  wide- 
spread agreement  that  mammography  screen- 
ing reduces  mortality  in  women  over  fifty  years 
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old.  The  Health  Insurance  Plan  of  New  York 
(HIP)  study  showed  improved  survival  in  this 
age  range  at  about  the  fourth  year  in  the  pro- 
gram. After  nine  years,  there  was  a forty  percent 
reduction  in  breast  cancer  mortality  for  women 
over  fifty.*  This  study  also  showed  improved 
survival  for  women  in  the  40-49  year  old  age 
group  at  about  year  thirteen  into  the  study. ^ The 
authors  found  that  screening  reduced  mortality 
for  all  age  groups  screened  by  approximately  30 
percent. 

The  HIP  study  was  a randomized  trial,  and 
women  underwent  four  annual  screening  and 
physical  examinations  between  1 963  and  1 970. 
The  Breast  Cancer  Detection  Demonstration 
Project  (BCDDP)  was  a more  recent  study  but 
was  not  randomized  and  there  was  no  control 
group.  The  data  from  this  study  suggests  an 
overall  mortality  reduction  near  fifty  percent 
with  an  eleven  percent  reduction  in  women 
ages  35-49.  The  Swedish  two-county  screening 
program  also  showed  a forty  percent  mortality 
reduction  in  women  50-74  years  of  age.  This 
study  has  not  shown  a clear  benefit  for  younger 
women.  Screening  in  this  study  was  performed 
every  two  or  three  years  with  single  views 
mammography.  Other  studies  show  clear  ben- 
efit for  women  over  50,  but  are  inconclusive  or 
show  no  benefit  for  younger  women. 

The  Canadian  study  has  received  a large 
amount  of  criticism  because  of  its  poor  method- 
ology and  level  of  exam  quality.  Mammography 
performed  during  the  first  four  years  of  the 
seven  year  study  were  not  technically  satisfac- 
tory.^ Clearly,  a large  number  of  the  centers 
used  for  this  study  would  not  have  met  current 
accreditation  standards.  There  are  reports  in 
the  literature  suggesting  that  a negative 
mammogram  in  some  patients  with  a palpable 
lump  may  delay  treatment.  It's  likely  that 
suboptimal  mammography  will  result  in  more 
false  negative  exams.  This  may  have  had  a 
significant  impact  on  the  study  results. 

What  do  we  know  about  breast  cancer  in 
younger  women?  Breast  cancer  in  the  40-49 
year  group  accounts  for  approximately  twenty 
to  twenty-five  percent  of  the  total  incidence. 
The  pathology  of  breast  cancer  in  younger 
women  is  basically  the  same  as  in  women  over 
50,  but  it  has  a faster  growth  rate  in  the  younger 
group.  In  fact,  the  lead  time  for  detection  in 
younger  women  may  be  close  to  a bi-annual 
interval.  This  has  led  some  investigators  to 
suggest  that  women  aged  40-49  be  screened 


annually  (physical  exam  and  mammography). 
Data  also  indicates  that  if  cancer  is  detected 
early  in  this  age  group,  it  has  a similar  favorable 
prognosis  as  in  women  over  50.  Unfortunately, 
the  equivocal  studies  in  regard  to  this  group 
have  often  been  performed  with  bi-annual  inter- 
vals and  often  with  suboptimal  quality. 

The  studies  to  date  do  not  show  the  exact 
benefit  of  mammography  in  younger  women. 
My  opinion  is  that  optimal  mammography  does 
have  benefit  in  women  aged  40-49.  Most 
prominent  health  organizations  recommend 
annual  physical  exam  and  mammography  at 
one  to  two  year  intervals  for  women  aged  40- 
49.  The  only  alternative  to  these  guidelines  is 
clinical  exam  alone  which  has  a low  sensitivity 
for  early  breast  cancer.  This  would  be  unaccept- 
able considering  the  prevalence  and  aggressive- 
ness of  breast  cancer  in  this  age  group. 

There  are  still  many  questions  to  be  answered 
about  breast  cancerand  screening.  Whatshould 
be  our  response  to  patients  and  the  media  when 
asked  about  these  issues?  We  should  describe 
what  is  known,  and  emphasize  the  positive 
benefits  of  mammography.  Proper  breast  can- 
cer screening  requires  optimal  mammography, 
regular  clinical  examinations,  and  breast  self 
examination.  It  is  important  to  consider  that  a 
negative  mammogram  does  not  exclude  cancer 
in  a patient  with  a palpable  lump,  especially  in 
women  under  50  years  of  age.  I believe  a 
correctly  informed  public,  heightened  clinical 
awarenessand  optimal  mammography  will  have 
a positive  impact  on  breast  cancer  detection  in 
women  40  years  and  older. 
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COMMENTARY 


Concerning  the  Issues  Raised  by  Doctors  Hilger/Ewart 

SCOT  C.  SORENSEN,  M.D. 


1 can  remember  reading  the  first  report  by  the 
American  Cancer  Society  (ACS)  on  cancer 
screening  recommendations  in  1978.  1 recall 
that  breast  cancer  and  cervical  cancer  were  the 
only  malignancies  benefited  by  screening  and 
the  subsequent  controversy  concerning  the  tim- 
ing of  Pap  smears  in  women.  But  despite  the 
controversy  raised  by  these  recommendations 
at  that  time,  screening  for  breast  and  cervical 
cancer  alone  is  projected  to  result  in  a 3% 
reduction  of  the  more  than  half  million  Ameri- 
can cancer  deaths  this  year.’  Adding  screening 
guidelines  for  these  and  other  cancers  for  ordi- 
nary medical  practice  might  reduce  the  number 
of  cancer  deaths  by  one-third.^  Given  that  no 
primary  means  of  prevention  exists  for  breast 
cancer  (a  woman  cannot  change  her  family 
history  for  example)  and  the  role  of  chemo- 
therapy in  early  and  advanced  disease  has  pla- 
teaued  in  recent  years,  secondary  means  of 
preventing  death  from  breast  cancer  assume  a 
more  important  role.  This  involves  the  use  of 
methods  for  early  diagnosis  in  asymptomatic 
patients.  Mammography  is  at  the  center  of  this 
issue. 

The  American  Cancer  Society  has  recog- 
nized the  dynamic  nature  of  screening  methods 
and  has  made  several  timely  revisions  in  their 
initial  recommendation  for  screening 
mammography,  based  on  updated  analysis  of 
clinical  trials.  Perhaps  the  two  most  cited  trials 
are  the  Health  Insurance  Plan  (HIP)  and  the 
Breast  Cancer  Detection  Demonstration  Project 
(BCDDP).  A number  of  other  trials  have  been 
conducted  around  the  world  and  a majority  are 
consistent  in  showing  a decrease  in  breast  can- 
cer mortality.  As  detailed  by  Dr.  Ewart,  they  all 
have  certain  drawbacks  that  make  firm  conclu- 
sions for  women  under  age  50  difficult. 

More  important  now  than  in  the  mid-70's, 
however,  is  the  financial  impact  of  these  recom- 
mendations for  screening.  We  can  and  should 
no  longer  simply  recommend  any  medical  pro- 
cedure without  critically  analyzing  the  risk:  ben- 


efit ratio  of  a screening  procedure  and  the 
projected  cost  of  that  particular  procedure  to 
society  as  a whole.  A dilemma  arises  when  we 
attempt  to  balance  these  two  issues.  The  Ameri- 
can Cancer  Society  is  also  cognizant  of  this 
issue  as  well.  As  it  is  in  any  controversial  area  of 
medicine  (and  screening  women  aged  40-49  for 
breast  cancer  is  controversial),  we  should  also 
look  at  the  facts: 


1 . In  the  US,  breast  cancer  is  the  number  one 
cancer  in  women,  with  an  estimated  180, 
000  new  cases  expected  in  1992.  The 
incidence  has  been  increasing  at  an  annual 
rate  of  1 % over  the  past  50  years  and  a 
women's  lifetime  risk  is  now  1 :9  of  devel- 
oping breast  cancer.^ 

2.  Almost  one-third  of  all  deaths  from  breast 
cancer  occur  in  women  who  had  the  diag- 
nosis made  when  they  were  under  50 
years  of  age.'* 

3.  Over  40%  of  all  years  of  life  lost  from 
breast  cancer  result  from  it  diagnosed  in 
women  35  to  49  years  of  age.^ 

4.  Mammography  has  improved  greatly  be- 
tween the  time  of  the  HIP  study  in  the  mid- 
1 960's  and  the  BCDDP  jointly  sponsored 
by  the  ACS  and  the  National  Cancer  Insti- 
tute in  the  mid-  1 970's.  Breast  cancer  can 
be  detected  nearly  as  well  in  younger  as  in 
older  women.  Mammography  was  better 
in  the  1970's  and  is  even  better  in  the 
1990's. 


Table  of  Improvements  in  Mammographic 
Breast  Cancer  Detection^ 


1960's-  HIP 

Age  40-49  39% 

Age  50-59  60% 

Radiation  Dosage  3.2  cGy 
1990  standards:  0.3  to  0.4  cCy 


1970's-  BCDPP 
91% 

92% 

1 cGy 


Since  1977,  the  American  Cancer  Society 
has  sponsored  several  consensus  meetings  and 
has  issued  modifications  in  its  cancer-related 
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health  check-up.  The  most  pivotal  area  has 
always  been  what  to  do  with  women  under  age 
50,  no  matter  what,  if  any,  risk  factors  may  be 
present.  These  screening  recommendations 
were  further  modified  in  1 983,  base  on  updated 
results  from  the  BCDDP.  Simply  stated,  a 
favorable  benefit:  risk  ratio  was  seen  in  women 
age  40  years  and  older  and  biannual  screening 
was  recommended. 

In  the  last  seven  years,  breast  cancer  screen- 
ing recommendations  have  become  common- 
place by  a variety  of  professional  organizations. 
In  1988,  the  American  College  of  Radiology 
convened  a meeting  of  interested  organizations 
to  develop  uniform  recommendations.  Although 
a consensus  was  reached  by  a majority  of  the 
participants,  several  declined  to  be  identified 
with  the  final  results.  The  primary  point  of 
disagreement  centered  around  the  use  and 
periodicity  of  screening  mammography  in 
women  age  40  to  49.  Some  of  the  twelve 
organizations  supporting  screening  in  this  popu- 
lation include  the  American  Academy  of  Family 
Physicians,  the  American  Cancer  Society,  the 
American  Medical  Association,  the  American 
Society  of  Clinical  Oncology,  and  the  National 
Cancer  Institute.  The  American  College  of  Phy- 
sicians and  the  United  States  Preventive  Ser- 
vices Task  Force  were  of  the  opinion  that  the 
existing  data  did  not  justify  the  screening  of 
women  in  this  age  group.  The  consensus  simply 
stated  that  the  evidence  supplied  by  the  long- 
term follow-up  of  the  initial  two  trials  was  suffi- 
ciently persuasive  to  support  screening  of 
women  in  the  40-  to  49-year-old  age  group. 

Keep  in  mind,  there  are  several  important 
unanswered  issues  even  if  physicians  completely 
accept  this  policy.  No  published  guidelines 
address  the  need  for  and  the  periodicity  of 
mammographic  screening  in  women  older  than 
65  years  of  age.  No  randomized  trial  has  ever 
demonstrated  the  efficacy  of  breast  self-exami- 
nation, although  considerable  resources  are 
spent  every  year  informing  patients  of  such 
benefit.  No  consensus  exists  on  the  need  for  a 
baseline  mammogram  in  women  between  the 
ages  of  35  and  39. 

So  what  are  we  to  do?  For  some  procedures 
(polio  vaccination  for  example),  the  benefits 


clearly  outweigh  the  risks  and  costs.  In  the  case 
of  mammography  screening  in  younger  women, 
the  choice  is  not  clear.  Different  people  and 
organizations  can  come  to  different  conclu- 
sions. Continuing  analysis  of  the  early  screening 
trials  would  indicate  that  the  benefit  of  screen- 
ing increases  with  the  length  of  follow-up,  but 
there  is  still  disagreement  due  to  the  marginal 
cost:  benefit  ratio. Some  physicians  decry  the 
use  of  guidelines  because  of  interference  with 
individual  judgment  and  obvious  legal  hazards. 
Others  need  and  welcome  the  approach  taken 
by  organizations  such  as  the  American  Cancer 
Society.  I can  only  reply  that  neither  approach 
is  wrong  ...  as  long  as  your  patient  fully  under- 
stands your  reasons.  Keep  in  mind,  this  is  her 
body  you  are  dealing  with.  She  may  also  have 
a family  and  financial  interest  in  that  screening 
decision  given  the  growing  number  of  working 
and  single  women  in  this  country. 

As  physicians,  we  should  already  know  that  a 
dogmatic  approach  to  any  medical  issue  can  be 
dangerous.  Keeping  an  open  mind  about  the 
current  medical  data  and  discussing  it  with  her 
openly  is  the  most  appropriate  action.  Simply 
put . . . treat  her  as  you  would  your  wife  or  sister. 
In  doing  so,  you  can't  go  wrong. 
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INTRODUCTION 

Fractures  of  the  lateral  pro- 
cess of  the  talus  were  first 
described  by  Dimon  in  1961/ 
and  since  then  less  than  70  cases  have  been 
reported  in  literature.  In  1974,  Mukherjee  re- 
ported on  13  cases  of  fracture  of  the  lateral 
process  of  the  talus. ^ This  report  was  a retro- 
spective review  of  1 ,500  ankle  sprains  of  which 
13  lateral  process  fractures  were  found.  This 
report  suggested  that  the  incidence  of  lateral 
process  of  the  talus  fracture  was  0.86%  of  all 
ankle  sprains.  Most  authors  agree  that  the  frac- 
ture occurs  more  often  than  is  suspected  and  is 
frequently  overlooked.^''*'^  When  overlooked 
this  fracture  can  lead  to  long  term  complica- 
tions with  persistent  pain  and  loss  of  motion  of 
the  subtalar  joint.  Hawkins  reviewed  fifty  con- 
secutive talar  fractures  and  found  13  cases  of 
the  fracture  of  the  lateral  process  of  the  talus.^ 
He  reports  it  as  being  the  second  most  common 
fracture  of  the  talus.  Nonunion  is  a frequent 
complication  of  displaced  lateral  process  frac- 
tures, and  when  overlooked  may  lead  to 
arthrodesis  of  subtalar  joint  as  a salvage  proce- 
dure to  relieve  pain.  This  fracture  needs  to  be 
considered  during  the  initial  evaluation  of  the 
patient  with  an  ankle  injury. 

CASE  REPORT 

The  patient  is  a healthy  29-year-old  female 
who  sustained  an  injury  to  her  right  ankle  in  a 
motor  vehicle  accident.  She  reported  to  the 
emergency  room  with  pain  and  swelling  about 
the  ankle,  and  tenderness  at  the  inferior  aspect 
of  the  lateral  malleolus.  Roentgenograms  were 
obtained  and  read  as  normal  by  the  emergency 
room  physician.  She  was  discharged  with  the 
diagnosis  of  an  ankle  sprain  and  referred  to  the 
orthopaedic  clinic.  At  her  clinic  visit,  closer 
review  of  the  x-rays  revealed  a fracture  of  the 
lateral  process  of  the  talus  with  approximately  4 
mm.  of  inferior  displacement  (Figs.  1 and  2).  She 
was  scheduled  for  operative  fixation  and  under- 
went an  open  reduction  internal  fixation  of  her 


lateral  process  fracture.  Postoperatively  she 
was  placed  in  a short-leg  cast  and  was  kept 
nonweightbearing.  At  three  weeks  her  cast  was 
removed  to  allow  early  range  of  motion,  and  she 
was  kept  nonweightbearing  for  an  additional 
three  weeks.  At  six  months  follow-up  she  had  a 
full  range  of  motion  in  her  ankle  and  was 
completely  pain  free  (Figs.  3 and  4). 

DISCUSSION 

Fracture  of  the  lateral  process  of  the  talus  has 
been  reported  only  rarely  and  significant  confu- 
sion appears  to  exist  in  the  literature  regarding 
the  mechanism  of  injury  and  the  treatment  and 
long-term  results  of  this  injury.  The  fracture 
occurs  most  commonly  when  there  is  compres- 
sion on  the  lateral  process  when  the  ankle  is 
inverted  in  dorsiflexion.  A sheering  type  stress 
is  transmitted  from  the  calcaneus  to  the  lateral 
process  producing  fractures  of  variable  size. 
The  mechanisms  of  injury  and  the  location  of 
the  symptoms  are  similar  to  the  more  common 
injury  to  the  ankle  ligaments  caused  from  inver- 
sion. Therefore,  a high  index  of  suspicion  has  to 
be  present  when  conducting  the  physical  ex- 
amination. If  there  is  point  tenderness  inferior  to 
the  lateral  malleolus  then  the  x-rays  should  be 
reviewed  carefully.  As  with  all  ankle  sprains 
with  point  tenderness,  swelling  and  pain,  the 
foot  should  be  immobilized  and  the  patient 
placed  on  crutches.  If  the  patient  fails  to  im- 
prove as  would  be  expected  with  ligament 
injury,  then  repeat  x-rays  or  a CT  scan  of  the 
subtalar  joint  should  be  obtained. 

The  treatment  of  fractures  of  the  lateral  pro- 
cess of  the  talus  depend  upon  the  size  of  the 
fracture  fragment  and  the  degree  of  displace- 
ment. As  the  fragment  size  increases  the  likeli- 
hood of  articular  involvement  increases.  Large 

‘Address  correspondence  and  reprint  requests  to:  Lynn  A. 
Crosby,  M.D.,  Division  of  Orthopaedic  Surgery,  Creighton 
University  School  of  Medicine,  601  North  30th  Street,  Omaha, 
NE  68131. 
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FIGURES  1 AND  2. 

AP  and  mortise  view  of  the  right  ankle  revealing  lateral 
process  fracture  with  4 mm.  of  inferior  displacement. 


FIGURES  3 AND  4. 

AP  and  lateral  view  of  the  right  ankle  revealing  reduction 
and  screw  fixation  of  lateral  process  fracture. 
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displaced  fragments  can  go  on  to  nonunion 
with  subsequent  changes  in  the  subtalar  joint 
leading  to  traumatic  arthritis.  The  recommenda- 
tion is  any  displacement  greater  than  2 mm. 
with  an  substantial  size  to  the  fragment  should 
be  treated  with  open  reduction  internal  fixation. 
The  treatment  of  choice  for  a small  or  commi- 
nuted fragment  should  be  early  excision.  Non- 
displaced  fractures  can  be  treated  with  cast 
immobilization. 

Lateral  process  of  the  talus  fractures  are 
frequently  missed  and  a high  index  of  suspicion 
and  good  quality  ankle  roentgenograms  are  the 
key  to  early  diagnosis.  Early  treatment  is  impor- 
tant to  maintain  stability  ofthe  subtalar  joint  and 
to  avoid  post-traumatic  arthritis  from  this  injury. 


When  treated  early  and  aggressively  with  open 
reduction  and  internal  fixation  an  excellent  re- 
sult should  be  expected. 
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Advances  in  medical  care,  both 
for  the  parturient  and  the  high- 
L risk  neonate,  have  allowed  an 
improvement  in  neonatal  mortality  statistics 
over  the  years.  Survival  for  the  infant  with  birth 
weight  of  700-800  grams  is  now  commonplace 
where  20  years  ago  the  death  of  such  an  infant 
would  have  been  a virtual  certainty.  For  infants 
751-1000  grams  for  instance,  Grogaard  et  al’ 
report  an  increase  from  54.5%  to  68.4%  of 
infants  discharged  alive  from  the  1 976-1 980  to 
the  1981-1985  period.  For  1991,  Los  Angeles 
County-USC  Medical  Center  report  approxi- 
mately 80%  survival  of  infants  with  birthweights 
of  800-1000  grams.^ 

While  mortality  is  a simple  concrete  endpoint 
to  track,  it  also  oversimplifies  the  problem  of 
outcome  evaluation  for  the  NICU.  In  addition 
to  death,  medical  sequelae,  such  as 
bronchopulmonary  dysplasia,  retinopathy  of 
prematurity,  and  intraventricular  hemorrhage, 
and  untoward  developmental  outcome  sec- 
ondary to  prematurity  and  NICU  care,  all  factors 
which  increase  as  birth  weight  decreases,  must 
be  followed.  Most  tertiary  centers  have  NICU 
follow-up  clinics  to  evaluate  these  problems  in 
certain  high-risk  graduates. 

There  is  no  unanimity  in  how  to  accomplish 
developmental  follow-up.  Differences  gener- 
ally involve  definition  of  candidates,  schedule  of 
visits,  participants  in  the  clinic,  and  tools  used  in 
evaluation. 

For  most  programs,  certain  high-risk  infants, 
such  as  those  with  hyperbilirubinemia  requiring 
exchange  transfusion,  and  infants  less  than  a 
specific  birth  weight  or  gestational  age  are 
followed.  The  upper  limits  are  variable  and 
generally  can  be  anywhere  from  1 200  grams  to 
1 800  grams  or  from  30  to  34  weeks  gestation. 

In  determining  a schedule  for  developmental 
follow-up,  the  infant's  corrected  age  (that  is 
weeks  past  term)  is  preferred  to  the  chronologic 
age.  Generally,  a first  visit  before  4-6  months 


corrected  age  is  not  very  fruitful.  Significant 
delay  can  usually  be  diagnosed  at  that  time 
while  it  is  often  not  until  an  8-1 2 month  visit  that 
the  presence  of  cerebral  palsy  or  other  neuro- 
logic abnormalities  can  be  noted.  Transient 
abnormalities  often  disappear  by  two  years. 
However,  the  premature  NICU  graduate,  even 
when  those  with  major  impairments  are  ex- 
cluded, is  at  increased  risk  for  cognitive  disabil- 
ity at  school  age.^  Therefore,  some  clinics  at- 
tempt follow-up  well  into  preschool  and  early 
school  age. 

In  general,  NICU  developmental  follow-up 
clinics  have  multidisciplinary  staffing.  In  addi- 
tion to  a pediatrician/neonatologist,  input  also 
often  includes  health  care  professionals  from 
occupational  therapy  and  physical  therapy,  psy- 
chology, developmental  pediatrics,  and  pediat- 
ric neurology.  Local  availability  and  budget  con- 
straints usually  define  the  staff,  as  well  as  the 
follow-up  schedule. 

The  evaluation  done  when  the  patient  is  seen 
also  varies.  The  simple  measuring  and  plotting 
of  weight  and  head  circumference  are  of  utmost 
importance.  The  physical  examination  clearly 
has  emphasis  on  the  neurologic  evaluation  and 
the  basis  of  this  evaluation  is  generally  that  of 
Amiel-Tison,  which  focuses  on  tone  and  primi- 
tive reflexes. 

Probably  the  most  commonly  used  psy- 
chomotor developmental  test  used  is  the  Bayley 
Scale  of  Infant  Development.  This  tool  gives 
both  a mental  and  motor  quotient  and  these 
together  give  a developmental  quotient,  all 
numbers  standardized  with  a mean  of  1 00.  The 
Denver  Developmental  ScreeningTest  has  some 
popularity,  but  has  recently  been  rather  ma- 
ligned for  use  in  this  setting.  Because  it  is  not 
quantitative,  it  cannot  be  used  easily  in  out- 
come evaluation.  While  occupational  therapy 
and  physical  therapy  may  help  develop  home 
and  community  or  school  based  programs,  they 
may  also  use  tools  such  as  the  Milani-Comparetti 
and  attempt  to  standardize  evaluations. 
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The  AAP/ACOG  recommend  ophthalmo- 
logic evaluation  and  follow-up  if  needed  for 
infants  <35  weeks  or  <1800  grams  who  re- 
ceived oxygen  and  for  all  infants  <1300  grams 
birth  weight.  There  are  also  guidelines  for  who 
should  receive  hearing  screening,  including  all 
infants  with  birth  weight  <1000  grams.  While 
these  evaluations  generally  begin  prior  to  dis- 
charge, follow-up  is  often  needed. 

It  is  not  surprising  that  developmental  out- 
come data  has  some  variability  from  center  to 
center.  In  addition  to  the  above  factors,  the 
variability  of  patient  mix,  such  as  by  socioeco- 
nomic status  or  place  of  birth  (inborn/outborn), 
impacts  upon  outcome.  Nevertheless,  in  an 
evaluation  of  the  difficulty  comparing  outcome 
data  from  study  to  study,  Aylward  et  aP  report 
1 4%  of  infants  <1 500  grams  as  being  abnormal 
and  only  1 9%  of  infants  <1 000  grams  as  being 
abnormal.  If  infants  with  mild  dysfunction  are 
added  to  these  with  major  dysfunction,  approxi- 
mately 60%  of  infants  for  both  weight  group 
comparisons  remain  normal.  More  commonly 
seen  seem  to  be  those  with  soft  neurologic  signs 
such  as  hyperactivity  and  behavior  problems. 


Prematures  with  major  developmental  sequelae, 
although  tragic,  are  clearly  in  the  minority. 

Following  of  prematures  from  the  NICU  is  a 
responsibility  of  the  tertiary  center.  Such  pro- 
grams help  maintain  quality  control  of  the  NICU. 
They  also  help  the  at  risk  infant  locate  appropri- 
ate resources,  and,  in  fact,  follow-up  data  can 
help  local  areas  budget  these  resources.  It  is 
difficult  to  justify  the  NICU  ifwedo  notcontinue 
to  evaluate  its  survivors  and  help  take  responsi- 
bility for  these  graduates. 
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THE  AUXILIARY 


NMF 


MONA  DAMICO 
Presidenl,  NMAA 


The  Nebraska  Medical  Foundation  (NMF) 
was  established  in  1 948  by  the  Nebraska  Medi- 
cal Association  as  a non-profit,  charitable  orga- 
nization. The  Foundation  is  governed  by  a Board 
of  Directors  and  funded  through  gifts  and  con- 
tributions. 

The  purpose  of  the  Foundation  is  to  help 
medical  students,  interns  and  residents  meet 
their  financial  needs  during  training  and  to 
provide  funds  for  approved  research  to  stu- 
dents at  Nebraska  institutions. 

Each  yearThe  Nebraska  Medical  Foundation 
grants  students  at  the  University  of  Nebraska 
College  of  Medicine  and  the  Creighton  Univer- 


sity School  of  Medicine,  the  funds  to  carry  on 
important  research  projects. 

The  Auxiliary  provides  leadership  in  securing 
contributions  and  informing  the  membership 
about  the  Foundation.  The  Foundation  is  pleased 
to  report  thatphysicianscontributed$1 1, 1 12.24 
to  the  NMF  last  year.  In  addition,  a total  of 
$4,443.50  was  raised  through  the  efforts  of  the 
Auxiliary.  Cretchen  Vondrak,  NMF  Auxiliary 
Chairman,  encourages  all  Auxilians  to  help  ex- 
pand medical  care  in  our  home  state  by  contrib- 
uting to  the  NMF.  Contributions  to  the  NMF 
should  be  sent  to  the  Nebraska  Medical  Asso- 
ciation office  in  Lincoln. 


AMA-ERF 

DONNA  STONE 


Making  sure  the  nations'  future  physicians  re- 
ceive the  training  they  need  to  maintain  the  best 
health  care  in  the  world  is  the  first  priority  for  U.S. 
medical  schools.  Running  a close  second  is 
finding  ways  to  finance  that  training  as  spiraling 
costs  and  shrinking  dollars  combine  to  make 
needed  sources  of  funding  scarce. 

Helping  medical  schools  achieve  those  goals  is 
the  purpose  of  the  American  Medical  Education 
and  Research  Foundation  which  has  distributed 
more  than  $57  million  to  the  nation's  medical 
schools  in  the  past  40  years.  A major  factor  in  the 
success  of  AMA-ERF  has  been  the  involvement  of 
American  Medical  Association  Auxiliary  mem- 
bers, who  raise  more  than  $2  million  each  year  by 
urging  physicians  and  spouses  to  choose  AMA- 
ERF  as  their  vehicle  for  supporting  medical  educa- 
tion. 

1 -2-3-4-5-6 


SIX  GOOD  REASONS  WHY  YOU  SHOULD 
SUPPORTTHE  AMERICAN  MEDICAL  ASSOCIA- 
TION EDUCATION  AND  RESEARCH  FOUNDA- 
TION . . . 

1.  Your  gift  of  $25,  $50,  or  $100,  combined 
with  the  $25,  $50,  or  $100  gifts  of  10,  20,  30  or 
more  donors,  means  that  the  medical  schools 
receive  a sizeable  amount  of  money  that  can 
make  a real  difference  to  their  programs. 

2.  You  have  the  option  of  designating  which 
school  will  receive  your  contribution  — your  alma 
mater,  the  local  medical  school,  or  one  whose 
work  you  respect. 

3.  You  have  the  option  of  designating  whether 
your  contribution  will  benefit  the  Medical  School 
Excellence  Fund,  which  allows  schools  to  use  the 
funds  where  they  are  needed  most,  or  the  Medical 
Student  Assistance  Fund,  which  enables  medical 
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schools  to  provide  financial  aid  to  students  through 
scholarships  and  loans. 

4.  You  know  how  your  money  is  used  by  the 
medical  school  — for  visiting  faculty,  library  im- 
provements, laboratory  equipment,  etc.  — since 
auxiliary  leaders  are  in  contact  with  the  deans  and 
can  share  this  information  with  you. 

5.  You  let  the  public  know  that  the  medical 
community  is  committed  to  quality  health  and 
medical  care  — and  that  helps  to  strengthen 
relationships  between  physicians  and  their  pa- 
tients. 

6.  Your  participation  in  medical  community 
fund-raisers  such  as  auctions,  raffles,  and  sports 
events  increases  awareness  of  the  AMA-ERF  , as 
well  as  contributions  to  medical  education. 

Gifts  for  AMA-ERF  are  collected  from  January 
to  December  and  distributed  once  a year.  When 
requested  by  the  donor,  gifts  of  $ 1 00  or  more  can 
be  special  handled  and  sent  to  the  designated 
schools  as  they  are  received.  Each  medical  school 
receives  a list  of  its  AMA-ERF  contributors  every 
month. 


Contributions  that  are  not  designated  for  a 
particular  medical  school  or  fund  are  placed  in  the 
Development  Fund  which  supports  a research, 
experimental  health,  or  medical  program;  spon- 
sors the  National  Student  Research  Forum,  along 
with  three  regional  forums;  responds  to  various 
grant  requests.  Medical  School  Excellence  Fund 
gifts  without  a school  designation  are  divided 
equally  among  all  the  medical  schools;  if  a state  is 
specified,  medical  schools  in  that  state  will  benefit 
equally. 

Contributions  to  AMA-ERF  are  more  than  just 
charitable  donations  — they  are  a legacy  from  one 
generation  of  medical  health  professionals  to  the 
next  and  an  investment  in  the  health  of  genera- 
tions to  come. 


(The  preceding  information  was  taken  from 
two  excellent  brochures  provided  by  the  Founda- 
tion and  reported  to  you  by  Donna  Stone,  imme- 
diate past  president  of  the  NMA  Auxiliary  cur- 
rently serving  on  the  AMA-ERF  committee  of  the 
AMA  Auxiliary.) 
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Chung-Chou  Chu,  M.D. 

2205  So.  Tenth  St. 

Omaha,  NE  68108 
Ira  J.  Fox,  M.D. 

UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-3280 
Roger  R.  Good,  M.D. 

Radiation  Oncology 
4239  Farnam,  #625 
Omaha,  NE  68131 
John  T.  FHaas,  M.D. 

465  Doctors  Bldg.,  N.  Tower 
4242  Farnam  St. 

Omaha,  NE  61831-2880 
Michael  H.  Flart,  M.D. 

600  S.  42nd  St.,  Swanson  FHall, 
Omaha,  NE  68198-5160 
Thomas  G.  Heffron,  M.D. 

Dept,  of  Surgery 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-3280 


Timothy  L.  Patterson,  D.O. 

10710  Fort  St. 

Omaha,  NE  681  34 
Thomas  Porter,  M.D. 

Dept,  of  Cardiology 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-2265 
Robert  J.  Witte,  M.D. 

Dept,  of  Internal  Medicine 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-1045 
Zbigniew  Wszolek,  M.D. 

Dept,  of  Internal  Medicine 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 
Michael  E.  Yablonski,  M.D. 

Dept,  of  Ophthalmology 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-5540 
Clark  W.  Antonson,  M.D. 

1919  S.  40th  St.,  #104 
Lincoln,  NE  68506 
Kaliprasad  N.  Ayala,  M.D. 

1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 
Jeffrey  J.  David,  M.D. 

4701  Normal  Blvd. 

Lincoln,  NE  68506 
Patrick  A.  Keelan,  M.D. 

4000  Duxhall  Drive 
Lincoln,  NE  68516 
Russell  F.  LaBeau,  Jr.,  M.D. 

1 5th  & U Streets 
Lincoln,  NE  68588 
Kathryn  J.  Leeper,  M.D. 

230  Lyncrest  Dr. 

Lincoln,  NE  68510 
Timothy  Locker,  M.D. 

2300  S.  16th  St. 

Lincoln,  NE  68502 
Ellen  G.  Miller,  M.D. 

1919  S.  40th  St.,  #320 
Lincoln,  NE  68506 
Peter  Morin,  M.D. 

770  N.  Cotner,  #205 
Lincoln,  NE  68505 
Debra  C.  Placek,  M.D. 

3440  O Street 
Lincoln,  NE  68510 
Manmohan  P.  Pothuloori,  M.D. 
4910  Concord  Rd. 

Lincoln,  NE  6851 6 


Nancy  Tabor,  M.D. 

770  N.  Cotner,  #205 
Lincoln,  NE  68505 
Miles  Tommeraasen,  M.D. 
5000  Central  Park  Drive 
Lincoln,  NE  68504 
Michael  W.  Trierweiler,  M.D. 
1311  South  Oak 
North  Platte,  NE  69101 
Rebecca  R.  Plath,  M.D. 

8300  Dodge  St.,  #206 
Omaha,  NE  681 14 
Sharon  J.  Hammer,  M.D. 
1516  So.  84th  St. 

Omaha,  NE  681 24 
Debra  J.  Tomek,  M.D. 

Dept,  of  Pediatrics 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-2167 
Janet  Bernard-Stevens,  M.D. 

- (reinstated) 

801  William 

North  Platte,  NE  69101 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
Program  Calendar  - 1993 

TUESDAY,  FEBRUARY  2,  1993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient.  Bloomington 
Marriott  Hotel,  Minneapolis,  Minnesota.  Tar- 
get Audience:  Primary  Care  Physicians,  Pe- 
diatricians, ENT,  Emergency  Medicine  Physi- 
cians. Fee:  $35. 

WEDNESDAY,  FEBRUARY  3, 1 993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient.  Marriott  Pavil- 
ion Downtown  Hotel,  St.  Louis,  Missouri. 
Target  Audience:  Primary  Care  Physicians, 
Pediatricians,  ENT,  Emergency  Medicine  Phy- 
sicians. Fee:  $35. 

SATURDAY,  FEBRUARY  6, 1 993  - 2nd  Annual 
Advances  in  the  Diagnosis  and  Management 
of  Cardiovascular  Disease.  Marriott  Hotel, 
Omaha,  Nebraska.Target  Audience:  Primary 
Care  Physicians,  Cardiologists.  Fee:  No 
Charge. 

SATURDAY-TUESDAY,FEBRUARY27-MARCH 
2,  1993  — 11th  Annual  Park  City  Multi- 
disciplinary Eye  and  Facial  Plastic  Surgery 
Conference. 

FRIDAY-SATURDAY,  MARCH  5-6, 1 993  - State 
of  the  Art  - Medical  Therapeutics.  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Physicians  - All  Specialties. 

THURSDAY,  MARCH  11,  1993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient.  Sheraton  Grand 
Hotel,  Tampa,  Florida.  Target  Audience:  Pri- 
mary Care  Physicians,  Pediatricians,  ENT, 
Emergency  Medicine  Physicians.  Fee:  $35. 

MARCH  22-APRIL  2,  1 993,  1 1 DAYS  - Family 
Practice  Review.  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians.  Fee:  $ 1 00  - two 


week  session;  $750  - one  week  session; 
$1250  - split  sessions. 

THURSDAY-SATURDAY,  APRIL  1 5-1  7, 1 993  - 
Diagnostic  Dilemmas  in  Women's  Health 
Care.  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians.  Fee:  $200. 

APRIL  26-MAY  7,  1993,  11  DAYS  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians.  Fee:  $1 00 -two 
weeksession;  $750-one  weeksession,  $1 250 
- split  sessions. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine".  Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
antherosclerotic  vascular  diseases.  Fee:  No 
charge. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  FOR 
CONTINUING  EDUCATION 

ONGOING  CME  OFFERING 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
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basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor, 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

These  programs  are  offered  by  the  Center  for  continu- 
ing Education  throughout  the  year. 

For  Further  Information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
600 South 42nd Street,  Omaha,  NE68198-565 1.  Call (402) 

ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.  - 12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

JANUARY  9, 1 993  — Advances  In  Neonatology. 
FEBRUARY  1 3,  1 993  — Adolescent  Medicine  & 
Gynecology. 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics 

APRIL  3,  1993  — Pediatric  Emergencies. 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders. 

JUNE  5,  1993  - Renal  Disease  in  Children. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  —House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


CREIGHTON  UNIVERSITY 

JANUARY  21,  1993  — Clark  Lecture  - Research 
in  Clinical  Practice  Utilizing  Sentinel  Practice 
Sites  - Marriott  Hotel,  Omaha,  NE. 

FEBRUARY  27,  1993  — Colon  Rectal  Disease 
Conference  for  Primary  Care  Physicians  - 
Marriott  Hotel,  Omaha,  NE. 

MAY  28-30,  1 993  — Family  Medicine  Update  - 
Okoboji,  lA. 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

1992-93  DISTINGUISHED  LECTURE  SERIES 

JANUARY  1 2,  1 993  — John  Mendelsohn,  M.D. 

- Boys  Town  National  Research  Hospital  Au- 
ditorium, Omaha,  NE. 

FEBRUARY  4,  1 993  - Carl  C.  Peck,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  1 7,  1 993  - Roger  Williams,  M.D.  - 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

APRIL  21,  1993  — Philip  J.  DiSaia,  M.D.  - Boys 
Town  National  • Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68178. 

UNIVERSITY  OF  KANSAS  MEDICAL  CENTER 

APRIL  1 6-1 8, 1 993  — 43rd  Annual  Postgraduate 
Symposium  on  Anesthesiology.  Target  Audi- 
ence: anesthesiologists,  family  physicians, 
nurse  anesthetists,  Ritz-Carlton  Hotel,  401 
Ward  Parkway,  Kansas  City,  MO.  Sponsor: 
Department  of  Anesthesiology,  the  Univer- 
sity of  Kansas  Medical  Center.  Fees:  to  be 
announced.  Credit  AMA  Category  1 of  the 
Physician's  Recognition  Award:  16.5  hours 
American  Academy  of  Family  Physicians:  to 
be  announced,  American  Association  of 
Nurse  Anesthetists:  to  be  announced,  Ameri- 
can Nurses  Association:  to  be  announced. 

Contact:  Office  of  Continuing  Education,  University  of 

Kansas  Medical  Center,  (913)  588-4488. 
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NEBRASKA  ASSOCIATION 
OF  PATHOLOGISTS 
1992-1993  PROGRAM  SCHEDULE 

Caniglia's  Venice  Inn 

3rd  Wednesday  of  each  Month 
Scientific  Session:  5:30  - 6:30  p.m. 

FEBRUARY  17,  1993  - "Selected  Topics  in 
Dermatopathology",  Daniel  Santa-Cruz,  M.D., 
St.  John's  Mercy  Hospital,  St.  Louis,  Missouri. 

APRIL  2 1 , 1 993  — "Biological  and  Clinical  Signifi- 
cance of  Cytogenetic  Abnormalities  in  Mes- 
enchymal Neoplasms",  Julia  Bridge,  M.D., 
Associate  Professor  of  Pathology  and  Micro- 
biology, University  of  Nebraska  Medical  Cen- 
ter. 

MAY  19,  1993  — To  be  announced. 

LINCOLN'S  SPECIALTY  CARE 

JANUARY  8 & 9 1 993  —Third  Annual  Focus  on 
Family  Practice  Seminar.  Ramada  Hotel  and 
Conference  Center,  Lincoln,  Nebraska.  Spon- 
sored by  Lincoln's  Specialty  Care,  Lancaster 
County  Medical  Society  and  Lincoln  Medi- 
cal Education  Foundation.  Fee  $100. 

For  more  informaction  contact  1-800-MED-LINC  and 
ask  for  Wendy  Birdsall  or  Marilyn  Baalhorn. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23, 24,  & 
25,  1 992  August  20,  2 1 & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  5249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  lA  52242  or 
Call:  319/335-B203. 


UNIVERSITY  OF  SOUTH  DAKOTA 

JANUARY  14-15,  1993  — Nephrology  Update 
Conference,  Rapid  City,  SD,  contact  Pat 
Siversind  (605)  339-6790. 


MAYO  FOUNDATION 

JANUARY  28  - FEBRUARY  3,  1993  - 1993 
Update  in  Clinical  Neurophysiology,  Mayo 
Clinic  Campus,  Rochester,  Minnesota. 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

APRIL  1-3,  1993  — Rheumatology:  Diagnostic 
and  Therapeutic  Trends,  Amelia  Island  Plan- 
tation, Amelia  Island,  Florida.  Contact:  Post- 
graduate Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MARCH  3-7, 1 993  — Selected  Topics  in  Internal 
Medicine,  Hotel  del  Coronado,  San  Diego, 
California. 

MARCH  22-26,  1993  — Obstetrical  and  Gyne- 
cologic Review  for  Primary  Care  Physicians, 
Tradewinds,  St.  Petersburg,  Florida. 

For  further  information  contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo  Eoundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS  AND 
COMMITTEES 

FALL  SESSION 
September  11-12,  1992 

(These  reports  appear  as  originally  submitted.  For  the  House 
of  Delegates  deliberations,  possible  changes,  and  final  action, 
refer  to  the  minutes  which  follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Darroll  J.  Loschen,  M.D.,  York  • Chairman;  Robert  F.  Shapiro,  M.D.,  Lincoln, 
Christopher  C.  Caudill,  M.D.,  Lincoln;  Perry  T.  Williams,  M.D.,  Omaha;  Paul  E. 
Collicolt,  M.D.,  Lincoln;  Ronald  W.  Klulman,  M.D.,  Columbus;  Herbert  A. 
Hartman,  Jr,  M.D.,  Omaha;  Robert  C.  Osborne,  M.O.,  Lincoln;  Richard  H. 
Meissner,  M.D.,  Omaha;  Charles  F.  Damico,  M.D.,  Hastings;  David  R.  Little,  M.D., 
Hastings. 

Your  Board  of  Directors  has  met  on  two  occasions  since  the 
1992  Annual  Session  and  presents  this  report  to  the  House  of 
Delegates  for  its  consideration. 

1 . RESOLUTION  #1  (A  92)  LIMITED  X-RAY  SYSTEM 
OPERATOR  COURSE  REQUIREMENTS 

This  resolution  called  on  the  Association  to  enter  into  discus- 
sion with  the  Nebraska  Department  of  Health  and  other 
governmental  agencies  regarding  the  economic  impact  of  the 
required  operator  course  on  rural  physicians'  offices,  and  on 
their  patients,  if  the  process  continues  as  currently  being 
proposed.  The  meeting  with  Department  of  Health  represen- 
tatives was  carried  out  in  July  at  which  time  the  Association's 
concerns  regarding  the  current  process  for  training  and  testing 
were  expressed.  Doctor  Horton  and  Mr.  Borchert  of  the 
Department  of  Health  expressed  a willingness  to  cooperate  in 
addressing  this  matter.  Mr.  Borchert  indicated  a willingness  to 
provide  background  information  on  the  situation  for  publica- 
tion in  the  NMA  Newsletter.  (The  information  was  carried  in 
the  August  19,  1992,  NMA  Newsletter.)  Also,  an  NMA  repre- 
sentative was  appointed  to  a Radiation  Advisory  Council 
Committee  for  Limited  X-Ray  System  Operator  Minimum 
Standards  which  had  been  assigned  the  responsibility  of  ad- 
dressing this  matter  and  subsequently  advising  the  Department 
of  Health.  The  Association  will  remain  involved  in  addressing 
this  very  important  matter. 

2.  RESOLUTION  #2  (A  92)  STUDENT  LOAN 
DEFERMENT  AND  FORBEARANCE 

The  House  adopted  this  resolution,  submitted  by  the  Ad-Hoc 
Committee  on  Young  Physicians,  which  directed  the  Associa- 
tion lobby  Congressmen  and  Senators  to  retain  the  current 
status  of  resident  physician/student  loan  deferment  and  loan 
forbearance.  Inasmuch  as  this  legislation  (HR  3553/S  1150) 
was  in  conference  committee,  the  Association  wrote  Con- 
gressman Bill  Barrett  with  our  opinions  as  he  was  serving  on  the 
conference  committee  considering  the  re-authorization  of  the 
Higher  Education  Act.  Congressman  Barrett  acknowledged 
receipt  of  the  letter  and  indicated  that  it  would  receive  his 
attention. 

3.  RESOLUTION  #3  (A  92)  ELIMINATION  OF  PAYMENT 
DIFFERENTIAL  FOR  ’NEW  PHYSICIANS 

The  House  adopted  an  amended  version  of  this  resolution 
which  directed  that  the  NMA  endorse  legislation  to  eliminate 
the  payment  differential  for  new  physicians  and  lobby  our 
Congressmen  and  Senators  to  support  the  legislation.  It  was 
noted  that  letters  had  been  written  to  Congressmen  Bereuter, 
Hoagland  and  Barrett  supporting  the  original  bill.  It  was  noted 
by  the  Board  that  the  resolution  as  adopted  supported  the 
original  legislation  rather  than  the  current  version  which  con- 
tained specific  restrictions  regarding  budget  neutrality.  The 
Board  also  asked  that  this  matter  be  considered  by  the  NMA 
Ad-Hoc  Committee  Re:  Medicare. 


4.  RESOLUTION  #4  (A  92)  LIABILI1Y  CAP 

The  House  directed  to  the  Board  a resolution  which  pro- 
posed that  the  Nebraska  Medical  Association  oppose  any 
legislation  which  raises  the  liability  cap.  This  resolution  was 
referred  to  the  Ad-Hoc  Committee  on  Professional  Liability. 

5.  RESOLUTION  #5  (A  92)  MEMBERSHIP 

The  House  considered  an  amended  resolution  directing  that 
the  Board  address  the  status  of  physicians  practicing  part-time, 
and  consider  the  feasibility  of  developing  categories  of  mem- 
bership which  would  apply  to  them.  The  Board  has  concern 
about  the  confusion  and  cumbersome  nature  of  determining 
various  levels  of  part-time  activity  when  functioning  in  the 
practice  of  medicine.  It  was  decided  to  request  the  Commis- 
sion on  Association  Affairs  review  the  various  categories  of 
membership  and  the  dues  structure  for  the  categories  and 
report  back  to  the  Board. 

6.  RESOLUTION  #6  (A  92)  LIMITATION  ON 
AMA  DELEGATE/ALTERNATE  TERMS 

The  Board  considered  the  fact  that  the  House  did  not  adopt 
this  resolution  which  would  have  placed  a rigid  limit  on  the 
number  of  terms  that  Nebraska  Medical  Association  delegates 
and  alternate  delegates  to  the  AMA  could  serve.  In  place  of  the 
resolution,  the  House  adopted  a proposal  which  would  send 
an  additional  NMA  member  to  the  AMA  Leadership  Confer- 
ence on  an  annual  basis.  It  was  further  noted  that  the  additional 
attendee  will  be  determined  and  recommended  by  the  Nomi- 
nating Committee  for  approval  by  the  House  of  Delegates  at 
the  1993  Annual  Session.  The  physician  selected  will  then 
attend  the  February,  1994  AMA  Leadership  Conference. 

7.  RESOLUTION  #9  (A  92)  QUALITY 
IMPROVEMENT  ACTIVITIES 

The  House  of  Delegates  considered  a resolution  which 
directed  the  Association  work  to  amend  Nebraska's  statutes  to 
protect  from  malpractice  discovery,  data  collected  in  the 
formal  process  of  physicians  doing  quality  improvement  and 
quality  assurance  in  their  own  office.  As  recommended  by  the 
Flouse  of  Delegates,  the  Board  of  Directors  transmitted  this 
resolution  to  the  Commission  on  Legislation  and  Governmen- 
tal Affairs. 

8.  RESOLUTION  #12  (A  92)  IMMUNIZATIONS  AND 
INSURANCE  COVERAGE 

During  the  1992  Annual  Session,  the  House  of  Delegates 
considered  and  rejected  a resolution  which  would  have  di- 
rected the  Association  support  enactment  of  legislation  man- 
dating that  insurance  companies  cover  routine  childhood 
immunizations  in  order  to  be  licensed  to  operate  within  the 
State  of  Nebraska.  There  was  some  feeling  that  the  Association 
should  encourage  dialogue  between  the  Association,  insur- 
ance companies  and  the  Department  of  Health  to  develop  a 
plan  of  funding.  It  was  felt  that  the  issue  could  be  resolved 
without  the  resolution  and  the  Board  subsequently  referred 
this  matter  to  the  Commission  on  Legislation  and  Governmen- 
tal Affairs. 

9.  RESOLUTION  #1 3 (A  92)  OBRA  REGULATIONS 

This  resolution  asked  that  the  Association  forward  to  the 
Department  of  Health  and  to  the  AMA  our  concern  about 
OBRA  regulations  as  they  are  affecting  nursing  home  patients. 
The  resolution  submitted  to  the  AMA  House  of  Delegates 
regarding  this  matter  was  referred  to  the  AMA  Board  of 
Trustees  for  decision.  Representatives  of  the  Association  met 
with  Doctor  Horton  and  Fred  Wright  of  the  Department  of 
Health  for  purposes  of  discussing  the  situation.  Primary  items 
of  discussion  related  to  physical  restraints,  chemical  restraints 
and  the  need  for  visits  every  30  or  60  days.  Dialogue  with  the 
Department  has  been  firmly  established  and  follow-up  meet- 
ings will  be  held  to  further  discuss  the  issue.  In  addition, 
surrounding  states  are  being  contacted  to  determine  the 
impact  of  implementation  of  the  OBRA  regulations  in  their 
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area.  This  matter  will  continue  to  be  addressed  by  the  Board. 
The  Nebraska  Department  of  Health  has  offered  to  meet  with 
a volunteer  group  of  physicians  to  develop  the  role  and  review 
procedures  of  an  M.D.  advisory  group.  The  Association  has 
provided  a list  of  physicians  to  Mr.  Fred  Wright  of  the  Depart- 
ment of  Health  for  purposes  of  this  meeting. 

10.  RESOLUTION  #14  (A  92)  PRESCRIPTION  POLICY 

During  the  1992  Annual  Session  the  House  referred  to  the 
Board  a resolution  which  directed  that  the  Association  work 
with  PPOs  in  the  State  of  Nebraska  and  the  Department  of 
Insurance  requesting  a reasonable  time  limit  be  placed  on 
prescriptions  that  are  purchased  in  large  amounts  at  the 
direction  of  the  payor.  A meeting  with  the  Medical  Director  of 
Nebraska  Blue  Cross  and  Blue  Shield  has  been  scheduled  and 
it  is  anticipated  that  information  ascertained  during  that  meet- 
ing will  be  available  at  the  time  of  the  Fall  Session. 

11.  RESOLUTION  #15  (A  92)  HIV  TESTING 

This  resolution  dealt  with  the  HIV  testing  of  physicians, 
disclosure  of  the  HIV  status  of  physicians  and  so  forth.  The 
House  recommended  that  this  resolution  be  referred  to  the 
NMA  Task  Force  on  AIDS  for  further  discussion  and  possible 
revision.  The  NMA  Board  referred  this  matter  to  the  Task  Force 
as  directed  by  the  House. 

12.  REPORT  OF  THE  STATE  DEPARTMENT  OF 
SOCIAL  SERVICES  (A  92) 

During  the  1992  Annual  Session,  the  House  of  Delegates 
considered  the  report  of  the  State  Department  of  Social 
Services  and  noted  concern  regarding  patients  becoming 
eligible  for  Medicaid  assistance  and  possibly  disrupting  the 
physician/patient  relationship.  The  Board  referred  this  matter 
to  the  NMA  Ad-Hoc  Committee  on  Medicaid  Services  for 
further  study. 

1 3.  REPORT  OF  BOARD  OF  EXAMINERS  IN 
MEDICINE  AND  SURGERY  (A  92) 

During  the  1992  Annual  Session  the  Reference  Committee 
considering  the  report  of  the  Board  of  Examiners  in  Medicine 
and  Surgery  recommended  that  a verbal  report  be  requested 
and  encouraged  at  either  the  Spring  or  Fall  Session.  Inasmuch 
as  oral  reports  are  not  included  at  the  Fall  Session,  a request 
was  made  that  a representative  of  the  Board  of  Examiners  in 
Medicine  and  Surgery  be  present  at  the  Reference  Committee 
considering  their  report  during  this  Fall  Session.  A representa- 
tive of  the  Board  of  Examiners  will  be  invited  to  present  an  oral 
report  at  the  opening  session  of  the  House  of  Delegates  in  April 
1993. 

14.  RESOLUTION  #13  (F  91 ) AMENDMENT  TO 
ARTICLES  AND  BYLAWS  OF  THE 
NEBRASKA  MEDICAL  ASSOCIATION 

The  Board  considered  further  a resolution  referred  to  it  by  the 
House  of  Delegates  during  the  1991  Fall  Session  which  di- 
rected a study  be  carried  out  as  to  the  appropriateness  of 
limiting  the  elective  positions  and  chairpersons  of  commissions 
to  active  members  who  are  engaged  in  full-time  medical 
practice  or  related  activities.  The  matter  had  been  considered 
by  the  Commission  on  Association  Affairs  and  was  returned  to 
the  Board  for  further  study.  It  is  the  Board's  opinion  that  while 
there  should  not  be  a hard  and  fast  rule,  it  is  in  most  cases 
advisable  that  the  chairpersons  of  commissions  and  commit- 
tees not  be  retired  from  medical  practice.  This  resolution  also 
asked  the  Board  of  Directors  to  determine  the  need  for 
establishing  a Commission  on  Retired  Physicians.  In  this  regard, 
the  Board  felt  that  it  would  be  desirable  to  continue  to  monitor 
this  proposal.  The  Board  did  develop  a definition  of  "retired"  as 
it  pertains  to  a physician.  The  definition  is  as  follows:  The 
Nebraska  Medical  Association  defines  a "retired"  physician  as 
a physician  who  has  discontinued  the  active  practice  of  medi- 
cine. He/She  receives  no  reimbursement  for  medically-related 
services.  As  such,  this  definition  includes  those  individuals  who 


limit  themselves  to  medical  volunteer  activities.  This  definition 
does  not  include  physicians  who  have  limited  their  practices  by 
virtue  of  life  circumstances  (family  rearing,  illness  or  injury,  or 
simply  the  desire  to  "slow  down"  their  practice  activities). 
Similarly,  it  does  not  include  physicians  who  have  gone  from 
patient  care  practices  into  positions  of  medical  administration. 

15.  NMA  SUPPORT  GROUP 

Nebraska  Medical  Association  representatives  met  with  a 
group  of  defense  attorneys  for  purposes  of  discussing  the  role 
an  NMA  support  group  could  play  in  working  with  physicians 
and  their  families  who  are  faced  with  professional  liability 
cases,  sanctions,  and  so  forth.  The  discussion  was  valuable  as 
the  relationships  that  exist  in  these  types  of  cases  were  dis- 
cussed in  considerable  detail.  An  informational  brochure  was 
considered  and  is  currently  being  reviewed  by  representatives 
of  the  legal  profession  present  at  the  meeting.  It  is  the  discus- 
sion group's  intent  that  a workshop  on  this  issue  be  included  in 
the  program  for  the  1 993  Annual  Session  and  this  involvement 
is  being  pursued.  In  addition,  a survey  of  numerous  state 
medical  associations  was  carried  out  for  purposes  of  determin- 
ing similar  programs  that  might  exist,  including  their  develop- 
ment, utilization  and  success.  The  information  received  by  the 
Association  is  currently  being  evaluated  and  follow-up  discus- 
sions will  take  place  with  several  of  the  states. 

1 6.  BUNDLING  OF  FEES  FOR  AUTOLOGOUS  BLOOD 

During  the  1992  Annual  Session,  the  House  of  Delegates 
referred  this  item  back  to  the  Board  of  Directors  for  referral  to 
the  appropriate  commission/committee.  The  Board  subse- 
quently referred  this  item  to  the  Ad-Hoc  Committee  Re: 
Medicare  for  review  and  consideration. 

17.  LB  1 1 84,  CREATION  OF  INVESTIGATION  TEAMS  AND 
TREATMENT  TEAMS  FOR  ABUSE  AND  NEGLECT  IN 
EACH  COUNTY  IN  THE  STATE  OF  NEBRASKA 

The  House  of  Delegates  considered  the  report  of  the  Ad-Hoc 
Committee  on  Violence  and  Neglect  (A  92)  and  noted  the 
importance  of  physician  involvement  in  the  investigative  pro- 
cess as  provided  for  under  LB  1 184.  The  House  directed  that 
this  matter  be  addressed  by  the  Board  of  Directors  and  action 
taken  to  obtain  such  involvement.  The  Board  reviewed  this 
matter  and  referred  the  House  directives  to  the  Ad-Hoc 
Committee  on  Violence  and  Neglect  for  implementation,  with 
the  aid  of  the  Commission  on  Legislation  and  Governmental 
Affairs  if  needed. 

18.  MEDICAID  REIMBURSEMENT  STUDY 

It  was  noted  during  the  1992  Annual  Session  that  the 
Department  of  Social  Services  had  released  a study  which 
indicated  that  Nebraska  was  in  a good  position  regarding 
Medicaid  reimbursement  levels  as  compared  to  other  states. 
The  House  asked  this  matter  be  considered  and  it  was  referred 
by  the  Board  to  the  Ad-Hoc  Committee  on  Medicaid  Services 
for  further  study  and  report  back. 

19.  REMEDIAL  EDUCATION  PROPOSAL 

The  Scientific  Sessions  Committee  met  during  the  1 992  Annual 
Session  and  discussed  the  possibility  of  the  Committee  becom- 
ing involved  with  remedial  CME  programs  to  aid  physicians 
encountering  problems  with  the  PRO.  The  Board  subsequently 
received  an  initial  or  proposed  format  for  an  individualized, 
focused,  remedial  medical  education  program  for  Nebraska 
physicians.  This  proposal  has  been  referred  to  the  NMA 
Commission  on  Medical  Education  for  review  and  response 
back  to  the  Board.  In  addition,  the  NMA  PRO  Overview 
Committee  was  asked  to  obtain  information  from  other  states 
on  how  this  matter  is  approached. 

20.  MEMBERSHIP 

The  Association  has  gained  79  now  members  in  1992.  In 
addition,  ten  former  members  have  been  reinstated.  There  are 
currently  1,537  dues  paying  members  of  the  Association  and 
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270  Life  & Associate  members.  Our  total  membership  is  1809 
which  comprises  64.3%  of  Nebraska's  2,812  physicians.  The 
Association  continues  to  experience  an  increase  in  total  mem- 
bership each  year.  The  Board  continually  monitors  the  member 
and  non-member  lists  and  makes  contacts  to  augment  the 
mailings  which  invite  membership  in  the  Association.  New 
brochures  and  mailing  pieces  have  been  designed  and  devel- 
oped to  encourage  non-members  to  become  active  in  the 
Association  through  membership. 

21.  FINANCES  AND  1993  DUES 

The  Board  spends  considerable  time  monitoring  both  the 
Association's  budget  and  the  various  categories  of  income.  The 
1 992  Budget  of  $656,320  reflects  a 5.5%  increase  over  1991. 
Budget  expenditures  for  the  year  are  on  course,  and  barring 
unforeseen  need  to  expend  additional  financial  resources,  the 
Association  should  complete  the  year  as  planned  in  the  bud- 
get. The  Association's  projected  income  is  being  received  on 
schedule.  However,  it  should  be  noted  that  since  there  was  no 
dues  increase  in  1992  the  Association  Budget  exceeds  pro- 
posed income  by  $48,784.  The  1992  deficit  should  approxi- 
mate $46,000  and  will  be  covered  by  a 1991  year  end  balance 
of  $49,400.  The  deficit  results,  in  part,  from  the  fiscal  process 
under  which  we  function.  Historically,  the  process  established 
by  the  House  of  Delegates  has  directed  that  the  Board  not 
propose  a dues  increase  until  such  time  as  it  is  felt  absolutely 
necessary  to  do  so.  Consequently,  a deficit  occurs  before  the 
House  is  asked  to  consider  a dues  increase.  The  Board  there- 
fore recommends  that  dues  for  1993  be  increased  by  $25  to 
a total  of  $360.  The  Board  feels  this  action  is  necessary  to 
provide  the  needed  funds  for  our  1993  business  year,  to 
address  an  inflation  factor  which,  though  limited,  will  have  an 
impact  on  the  Association's  financial  status,  and  to,  if  possible, 
allow  some  additional  funding  of  Association  projects.  The 
dues  increase  will  basically  cover  the  impact  of  inflation  on  the 
cost  of  operation  experienced  by  the  Association.  The  inflation 
rate  ran  3.1%  for  1 991  and  is  running  at  3.1  % thus  far  in  1 992. 
The  $25  dues  increase  reflects  a 7.5%  increase  in  current 
Association  dues  of  $335  which  has  been  the  dues  level  since 
January  1991.  The  Board  will  continue  its  in  depth  assessment 
of  Association  expenditures,  continue  to  encourage  increasing 
membership  and  continue  to  expand  and  increase  member 
utilization  of  various  sources  of  non-dues  income.  In  addition, 
the  Board  recommends  that  all  members  of  the  Association 
review  the  various  membership  benefits  available  and  take 
advantage  of  these  well-developed  programs  which  in  turn 
provide  additional  funds  for  the  operation  of  the  Association. 
Participation  in  these  programs  has  a direct  influence  on 
keeping  the  dues  level  down  to  the  lowest  level  possible  as  a 
result  of  the  administrative  fee  the  Association  receives.  In- 
creasing utilization  of  the  endorsed  collection  services  from 
Bartling  & Hinkle,  P.C.,  non-dues  income  from  the  administra- 
tive services  provided  specialty  societies,  the  group  health 
insurance  plan,  and  member  utilization  of  the  sponsored  Visa 
card  have  all  helped  with  supplemental  income.  The  additional 
non-dues  income  generated  by  the  agreement  with  Lincoln 
Telecommunications  for  cellular  telephones,  fax  machines, 
and  phone  systems  has  also  been  of  importance.  The  Board 
recommends  that  the  $25  dues  increase,  effective  January  1, 
1 993,  be  approved  by  the  House  of  Delegates. 

22.  BLUE  CROSS/BLUE  SHIELD  INSURANCE  PROGRAM 

The  Association's  group  health  insurance  program  with 
Nebraska  Blue  Cross/Blue  Shield  experienced  a 20.4%  rate 
increase  effective  September  1 . The  Board  accepted  the  rate 
increase  at  its  August  meeting.  It  should  be  noted  that  the 
program  experienced  a 28.8%  premium  increase  effective 
March  1,  1990,  and  a 15.7%  premium  increase  effective 
August  10,  1990.  There  has  been  no  increase  in  rates  for 
ensuing  policy  years.  The  Board  feels  that  this  program  pro- 
vides a desirable  level  of  coverage  for  Association  members, 
their  families,  and  their  employees.  It  should  be  noted  that  total 


administrative  charges  by  the  company  for  this  program  are 
10.3%.  The  Board  recommends  that  Association  members 
currently  not  covered  by  this  program  give  consideration  to 
participating. 

23.  INFORMATIONAL  ITEMS 

A.  The  Board  of  Directors  approved  the  re-appointment 
of  Doctor  Philip  Metz  to  the  Board  of  Examiners  in 
Medicine  and  Surgery  and  the  Department  of  Health 
was  so  informed. 

B.  PROJECT  ON  ALZHEIMER'S  EDUCATION 

The  Board  has  considered  a request  from  Jane  F. 
Potter,  M.D.,  Chief  of  Gerontology  at  UNMC,  which 
asks  the  Association  support  a grant  from  the  National 
Institute  on  Aging  relative  to  "reaching  rural  communi- 
ties with  Alzheimer's  education".  The  Board  noted  that 
the  plan  included  provisions  for  providers  and  would 
identify  sites  where  patients  and  their  families  could 
go  for  diagnosis,  treatment  and  support  of  Alzheimer's 
disease.  The  Board  has  approved  this  program  in 
concept  and  has  asked  that  the  specifics  of  carrying 
out  the  program  be  further  discussed  in  consultation 
with  the  Association,  particularly,  the  concept  of  the 
Councilor  Districts  of  the  NMA  being  the  geographi- 
cal divisions  of  the  proposed  program.  It  is  anticipated 
that  further  communication  regarding  this  project  will 
take  place. 

C.  UNO  CENTER  FOR  PUBLIC  AFFAIRS  RESEARCH 
PROJECT  REGARDING  A PHYSICIAN  RECRUITMENT 
AND  RETENTION  TRAINING  PROGRAM 

The  Board  considered  a request  from  the  UNO  Center 
for  Public  Affairs  Research  for  a contribution  to  aid  in 
the  co-sponsorship  of  the  activity.  The  sponsoring 
group  had  contracted  with  Medical  Search  Institute  of 
Overland  Park,  Kansas  to  present  the  program  by 
providing  faculty  for  two  training  programs  designed 
to  equip  community  recruitment  coordinators  to  carry 
out  effective  recruitment  programs.  The  program  will 
include  a two-day  training  session  for  community 
representatives.  The  Board  asked  that  the  Nebraska 
Medical  Foundation  Board  of  Directors  consider  sup- 
porting this  program  with  a contribution  of  $2,000. 
The  Nebraska  Medical  Foundation  Board  approved 
the  request  and  the  contribution  was  subsequently 
forwarded. 

D.  TASK  FORCE  ON  PODIATRY 

The  Association  has  participated  in  an  interim  legisla- 
tive study  regarding  LB  646  (1989)  which  provided 
that  podiatrists  may  apply  for  staff  privileges  in  Ne- 
braska hospitals.  It  is  felt  that  this  is  a hospital  bylaws 
issue  and  would  best  be  considered  at  the  individual 
hospital  level. 

E.  ROBERT  WOOD  JOHNSON 
FOUNDATION  FUNDING 

The  Association  has  been  represented  on  an  advisory 
group  established  by  the  Office  of  Rural  Health  of  the 
Nebraska  Department  of  Health  to  consider  submit- 
ting an  application  to  the  Robert  Wood  Johnson 
Foundation  in  response  to  their  request  for  proposals 
to  help  alleviate  the  shortage  of  primary  care  physi- 
cians and  other  providers  in  rural  areas  of  the  country. 
This  activity  will  be  reviewed  by  the  NMA  Committee 
on  Rural  Health  and  the  Association's  posture  will  be 
finalized  at  that  time. 

F.  LONG  TERM  CARE  INSURANCE 

The  Board  has  continued  to  study  and  develop  a long 
term  care  insurance  package  for  members  of  the 
Association.  This  study  will  continue  and  the  finalized 
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program  will  be  made  available  to  members  of  the 
Association  in  coming  months. 

The  Board  presents  this  report  to  the  House  of  Delegates  for 
its  consideration. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  AMA  House  of  Delegates  met  in  Chicago  at  the  Chicago 
Hilton  on  June  21-25,  1992. 

There  were  436  delegates  seated  as  a result  of  an  additional 
delegate  seated  from  the  American  Fertility  Society.  One 
organization,  the  American  Society  of  Clinical  Pharmacology, 
failed  to  meet  the  criteria  for  continued  representation,  and 
was  dropped  from  the  roster  of  delegates. 

Of  interest  was  the  fact  that  the  American  College  of 
Surgeons  have  resumed  their  delegate  seat,  vacated  in  1981. 
The  new  delegate  from  the  ACS  is  Dr.  George  E.  Block,  a 
general  surgeon  practicing  in  Chicago. 

Although  there  have  been  many  reasons  given  for  the 
surgeons  declining  their  seat,  the  basic  problem  was  that  the 
general  surgeons  were  upset  because  the  ACS,  with  a member- 
ship of  50,000  members,  had  only  one  representative.  How- 
ever, many  of  the  surgical  specialties  such  as  plastic  surgery, 
cardiovascular  surgery,  thoracic  surgery  and  others  of  much 
smaller  membership  had  multiple  representatives. 

A new  development  which  is  now  in  progress  is  the  Surgical 
Forum,  a group  of  surgeons  who  are  members  of  the  House  of 
Delegates  by  others  affiliations.  This  group,  while  supportive  of 
the  ACS  delegate,  have  some  differences  over  the  representa- 
tion. 

FORUM  ON  HEALTH  REFORM  - PETE  STARK 

One  unusual  presentation  that  many  of  the  delegates  thought 
they  might  never  see  was  a forum  of  the  health  care  planners, 
such  as  Rep.  Pete  Stark  (D-CaliO,  Tom  Scully,  the  administration's 
advisor  on  health  matters.  Dr.  James  Todd  and  other  officers  of 
the  AMA.  Dr.  Richard  Corlin,  Vice  Speaker  of  the  House  of 
Delegates,  gave  a very  effective  rebuttal  to  many  of  the 
Congressman's  proposals.  This  meeting  incidentally  was  not 
before  the  House  of  Delegates,  but  at  a separate  information 
session. 

ELECTIONS 

Dr.  James  Painter,  long  time  Trustee  from  Texas,  was  chosen 
as  President-Elect.  Most  of  the  incumbent  trustees  were  like- 
wise elected  including  Dr.  Bill  Jacott  from  Minnesota,  one  of 
our  good  friends,  and  an  active  member  of  the  North  Central 
Medical  Conference. 

Dr.  John  Lee  Clowe  of  New  York  was  installed  as  the  1 47th 
President  of  the  AMA,  succeeding  Dr.  John  Ring  of  Chicago. 

SMOKING  RALLY 

One  interesting  aside  to  the  convention  was  the  effort  of  the 
AMA  and  Dr.  Antonio  Novello,  Surgeon  General  of  the  USA, 
to  target  smoking. 

Dr.  Novello  joined  500  AMA  membe'^s,  staff,  wives  and 
children  in  marching  from  the  Hilton  Hotel  to  the  AMA 
headquarters  to  publicize  the  anti-smoking  stance  of  the  AMA. 

It  has  taken  some  revision  of  policy  for  the  AMA  to  confront 
the  tobacco  interest.  However,  they  are  steadfast  in  their  effort 
and  it  is  proving  effective. 

NEBRASKA  RESOLUTIONS 

Resolution  1 1 3 - This  requested  the  AMA  to  request  F1CFA  to 
recognize  the  role  of  the  primary  care  physicians  in  the  pre-  and 
post-operative  care  of  the  surgical  patient. 

This  resolution  was  adopted  along  with  four  similar  resolu- 
tions and  amended.  The  amendment  was  involved  and  of 
several  sections  but  essentially  accomplished  what  was  re- 
quested by  the  Nebraska  resolution.  This  amendment  was  then 


adopted  and  a report  was  to  be  submitted  at  the  1 993  Annual 
Meeting. 

Resolution  135  - This  resolution  dealt  with  the  Economic 
Impact  Statement  requirement  of  state  and  federal  regulations 
for  health  care  providers. 

It  was  amended  that  the  AMA  seek,  through  appropriate 
legislative  channels,  support  for  the  Economic  Impact  State- 
ment requirement  for  all  legislation  and  regulations  affecting 
the  delivery  of  medical  care,  and  that  the  increased  cost  be 
reflected  in  the  RBRVS  schedules.  Then  to  identify  the  cost  of 
health  programs  and  make  them  available  to  interested  parties. 

Resolution  208  - This  requested  that  the  AMA  work  toward 
legislation  that  would  require  the  use  of  the  same  criteria  for 
access  to  all  federally  funded  and  federally  reimbursed  hospi- 
tals. This  was  not  adopted. 

Resolution  207  - This  resolution  pointed  out  that  many  of  the 
Omnibus  Budget  Reconciliation  Act  (OBRA)  regulations  are 
harming  our  nursing  home  patients  and  the  nursing  home 
industry. 

This  resolution  was  referred  to  the  Board  of  Trustees  for 
decision. 

PLAY  OR  PAY  - PAY  OR  ELSE  - HEALTH  CARE  COST 

The  AMA  adopted  a resolution  which  criticized  the  concept 
that  employers  buy  worker's  health  insurance  or  pay  a tax.  This 
concept  was  contained  in  a bill  sponsored  by  Sen.  George 
Mitchell  (D-Maine)  in  the  Senate.  However,  opposition  to  this 
concept  did  not  mean  that  the  AMA  is  opposed  to  mandated 
employer  health  coverage.  Instead,  as  pointed  out  by  Trustee 
Lonnie  Bristow,  it  would  require  employers  to  pay  the  medical 
bills  of  uninsured  workers  plus  a penalty. 

There  were  also  many  suggestions  for  changes  and  additions 
to  the  Health  Access  America  including  one  proposal  to  post 
prices  for  medical  services.  This  was  referred  to  the  Board. 

Associated  with  this  was  a discussion  of  the  Hospital 
Association's  plans  for  health  care  reform.  They  suggested 
community  care  networks  which  the  House  feared  would 
freeze  our  doctors  from  the  health  care  system.  There  was 
great  fear  that  the  AHA  resolution  would  promote  all-inclusive 
payments  for  services  directly  to  hospitals  which  in  turn  would 
then  pay  the  physicians. 

RBRVS 

A major  issue  was  whether  this  concept  can  be  adequately 
repaired  or  scrapped.  The  House  of  Delegates  finally  adopted 
a Board  of  Trustees  report  which  called  for  the  AMA  to 
continue  to  redress  inequities  in  Medicare  implementation  of 
RBRVS. 

It  was  pointed  out  that  it  is  the  governmental  interpretation 
rather  than  the  concept  of  RBRVS  which  makes  it  objection- 
able. The  implementation  problems  are  so  severe  they  threaten 
to  divide  the  medical  profession.  These  problems  include 
larger  than  anticipated  cuts  for  surgeons,  and  even  cuts  for 
family  physicians,  who  had  anticipated  an  increase. 

The  RBRVS  resolution  called  on  the  AMA  to  change  the 
concept  considerably  with  several  measures  addressed  to 
specific  complaints  and  above  all  to  keep  physicians  informed 
of  developments  in  Medicare  payment  reform. 

REFERRAL  TO  SELF-OWNED  FACILITIES 

This  persistent  problem  again  surfaced  when  the  specter  of 
personal  profits  arose  in  the  matter  of  using  diagnostic  facilities 
owned  by  the  physician  referring  the  patient. 

After  long  discussion,  it  was  concluded  that  medically  neces- 
sary referrals  by  a physician  to  an  off-site  facility  in  which  the 
physician  has  a financial  interest  is  ethical  if  the  patient  is  fully 
informed  of  the  ownership  interest  and  the  availability  of  any 
alternative  facility. 


354  Nebraska  Medical  Journal  December  1992 


PRO 

The  AMA  was  only  mildly  supportive  of  the  new  government 
Medicare  review  process.  There  was  strong  opposition  to  this 
by  several  of  the  AMA  component  state  societies  and  the 
American  College  of  Physicians  and  the  PRO  organizations 
themselves.  The  basic  conflict  is  changing  it  from  a utilization- 
based  chart  review  to  a quality-based  pattern  of  care  review. 

HCFA  has  tested  a nationwide  uniform  clinical  data  set 
(UCDS)  gathered  from  hospital  charts  which  would  serve  as 
the  foundation  for  the  quality  review. 

To  do  this,  HCFA  wants  to  establish  five  regional  centers 
which  they  feel  can  work  more  efficiently,  cheaply  and  promptly. 
This  is  very  much  against  the  wishes  of  the  53  separate  PROs. 
Of  course,  the  bottom  line  here  is  that  the  PROs  stand  to  lose 
100  million  dollars  annually. 

The  final  point  is  that  with  weak  support  by  the  AMA  and 
vigorous  opposition  by  the  AHA  they  backed  off  from  estab- 
lishing this  new  review  concept.  They  did  settle  for  a regional 
review  concept  for  the  cardiovascular  project. 

The  AMA  also  commended  PRO  oversight  committees  such 
as  we  have  in  Nebraska. 

AIDS  HIV  TESTING 

The  AMA  came  to  the  same  conclusion  as  the  Center  for 
Disease  Control  that  physicians  should  be  monitored  by  state 
and  local  review  panels  for  HIV  infection.  Since  the  definition 
of  where  these  physicians  should  be  restricted,  the  AMA  has 
adopted  the  term  "significant  risk"  to  describe  these  proce- 
dures. This  can  be  defined  as  a transmission  risk  if  it  is  real  and 
would  change  the  action  of  a reasonable  person. 

The  AMA  now  calls  upon  HIV  infected  physicians  to  report 
their  status  to  a state  or  local  review  panel.  This  panel  should 
include  the  physician's  physician,  an  infectious  disease  special- 
ist not  involved  in  the  physician's  care,  an  epidemiologist,  and 
others  deemed  appropriate. 

This  was  objected  to  by  a representative  of  the  largest  gay  and 
lesbian  doctor  group,  saying  they  have  been  abandoned  by  the 
AMA  and  that  they  will  fail  to  speak  out  and  come  forward  in 
fear  of  losing  their  jobs. 

DATA  BANK 

Although  a good  many  delegates  wanted  to  do  away  with  the 
National  Practitioner  Data  Bank,  the  AMA  is  suggesting  re- 
forms which  include  increased  confidentiality  protection.  It  will 
also  ask  exemption  of  reporting  requirements  for  cases  of  less 
than  $30,000. 

It  was  pointed  out  that  the  AMA  opposed  this  HCFA  require- 
ment when  it  was  included  in  the  HCFA  Improvement  Act  of 
1 986.  However,  the  government  prevailed  and  this  was  what 
we  were  left  with. 

It  was  pointed  out  by  one  disenchanted  physician  that  their 
credentialling  board  had  never  received  any  information  from 
the  Data  Bank  that  they  didn't  already  know.  However,  the 
conclusion  was  that  in  spite  of  the  opposition  of  many  of  the 
AMA  members,  it  is  not  likely  to  be  repealed  and  done  away 
with. 

CONFIDENTIAL  CARE  FOR  MINORS 

This  subject  has  received  considerable  press  coverage  na- 
tionwide, and  prompted  the  Council  on  Ethical  and  judicial 
Affairs  to  make  several  recommendations. 

Physicians  should  make  minors  participants  in  medical  deci- 
sions as  far  as  their  ability  allows.  Whenever  a minor  patient 
requests  some  type  of  confidential  service,  they  should  be 
encouraged  to  involve  their  parents  in  the  decision. 

It  is  conceivable  that  in  providing  contraceptive  services  and 
pregnancy  related  care  it  might  be  counter-productive  to 
inform  the  parents.  Physicians  should  encourage  parental 


involvement  in  these  areas.  If  that  cannot  be  done,  the  patient 
may  be  referred  to  some  other  alternative  type  of  service  which 
is  confidential. 

This  report  by  no  means  includes  every  issue  discussed. 
Outlined  above  are  some  of  the  more  controversial  and 
important  issues. 

This  concludes  my  reporting  of  AMA  activities.  I have  en- 
joyed my  years  of  service  as  a NMA  representative  to  the  AMA. 
I particularly  want  to  thank  Bill  Schellpeper  and  his  staff  for  all 
their  favors  and  support  over  these  many  years. 

Respectfully  submitted, 
John  D.  Coe,  M.D. 

REPORT  OF  THE  DELEGATE 
TO  AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  American  Medical 
Association  met  June  19-20,  1992,  at  the  Chicago  Hilton  and 
Towers  for  its  Annual  Assembly  Meeting.  Representing  the 
NMA-YPS  were  Kevin  D.  Nohner,  M.D.,  Alternate  Delegate 
and  Tamara  R.  Johnson,  M.D.,  Delegate. 

The  Assembly  heard  from  AMA  President  John  J.  Ring,  M.D., 
shortly  after  the  Call  to  Order  on  opening  day.  His  remarks  set 
the  tone  for  the  positive  direction  the  Assembly  took  during  its 
two  days  of  deliberations.  Dr.  Ring  spoke  of  his  intention  to 
make  the  theme  of  his  term  a return  to  professionalism  for  all 
physicians.  He  emphasized  this  commitment  to  professional- 
ism includes  the  individual  physician's  dedication  to  medical 
competence,  meeting  high  ethical  standards  in  both  personal 
and  professional  life,  and  providing  compassionate  care  for  all 
patients.  Joy  A.  Maxey,  M.D.,  YPS  Chairman-Elect,  echoed 
these  sentiments  in  her  opening  remarks  by  sharing  her  vision 
of  Young  Physicians  Sections  nationwide  acting  as  leaders  in 
the  movement  for  physicians  to  become,  first  and  foremost, 
patient  advocates. 

The  Assembly  considered  thirty  resolutions.  The  resolutions 
of  most  significance  for  Nebraska  young  physicians  will  be 
summarized  here; 

Resolution  No.  4 addressed  gifts  to  physicians  from 
pharmaceutical  companies.  The  Assembly  resolved  to 
encourage  YPS  members,  and  all  AMA  members,  to 
request  pharmaceutical  representatives  to  provide  medi- 
cation samples  for  indigent  patients  or  free  clinics  rather 
than  distribute  "gimmick"  gifts  to  physicians. 

Resolution  No.  10  addressed  Medicaid  sterilization  con- 
sent requirements.  It  was  adopted  that  the  AMA  should 
be  asked  to  work  with  HCFA  and  other  government 
agencies  to  simplify  and  make  more  equitable  the  federal 
Medicaid  regulations  concerning  informed  consent  for 
sterilization  procedures,  including  the  removal  of  the 
waiting  period  prior  to  performance  of  the  sterilization 
procedure,  and  to  simplify  the  informed  consent  form  for 
patients. 

Resolution  No.  1 1 asked  that  the  AMA  reaffirm  the 
importance  of  confidentiality  of  patient  records  regard- 
less of  the  form  in  which  they  are  stored.  Further,  it  asks 
the  AMA  to  study  the  issue  of  computerized  patient 
records  and  draft  model  legislation  regulating  third  par- 
ties' use  of  computerized  records.  Finally,  the  AMA  is 
asked  to  develop  guidelines  for  physicians  using  comput- 
erized medical  record  systems  to  protect  the  confidenti- 
ality, integrity,  and  security  of  patient  records. 

Inequitable  Medicare  reimbursement  for  new  physicians 
was,  again,  a much  discussed  issue  before  the  Assembly. 
Adopted  Resolution  No.  10  resolved  that  the  AMA 
increase  lobbying  efforts  to  secure  passage  of  H.R.  4507 
and  S.  2362  (bills  before  Congress  to  do  away  with  lower 
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Medicare  reimbursement  for  physicians  in  their  first  five 
years  of  practice).  Further,  it  was  resolved  that  the  AMA 
Office  of  the  General  Counsel  prepare  a legal  strategy  to 
overturn  current  Medicare  reimbursement  policy  that 
discriminates  against  new  physicians.  The  AMA-YPS  Gov- 
erning Council  will  report  on  this  legal  strategy  of  the 
AMA-YPS  Assembly  at  the  1992  Interim  Meeting. 

Resolution  No.  20  asks  the  AMA,  in  conjunction  with 
specialty  and  component  medical  societies,  to  develop  a 
core  curriculum  and  teaching  materials  for  residents  on 
different  practice  options  and  management  skills  needed 
to  operate  a successful  practice  (to  include  CPT  and  ICD 
coding). 

Dr.  Kevin  Nohner,  Alternate  Delegate  from  the  NMA- 
YPS,  spoke  eloquently  on  Resolution  No.  25.  His  intelli- 
gent and  pertinent  remarks  persuaded  the  Assembly  to 
adopt  this  resolution  which  directs  the  AMA  and  the  U.S. 
Congress  to  seek  immediate  change  by  HCFA  of  the 
regulations  which  require  on-site  physician  supervision 
for  diagnostic  tests;  and  to  allow  reimbursable  testing 
which  can  safely  and  properly  be  performed  in  a physician's 
office  by  appropriately  trained  office  personnel  without 
on-site  physician  supervision.  (Did  you  know  you  cannot 
legally  charge  Medicare  for  a blood  glucometer  reading 
done  by  your  office  nurse  if  you  are  not  physically  present 
in  your  office  at  the  time  this  test  is  being  done?  I didn't, 
either,  until  Dr.  Nohner  brought  this  issue  to  the  attention 
of  the  YPS  Assembly.) 

Resolution  No.  26  was  adopted  and  asks  the  AMA  to 
disseminate  information  concerning  the  impact  of 
Medicare's  discrimination  against  new  physicians  and 
communicate  the  AMA's  efforts  to  eliminate  the  Medi- 
care payment  disparity  against  new  physicians  to  all 
physicians  in  training  and  other  physicians  who  would  be 
considered  new  physicians  under  the  Medicare  definition 
in  the  future.  It  also  asks  the  AMA  to  encourage  all 
physicians,  at  the  earliest  possible  point  in  their  training, 
to  apply  for  Medicare  provider  numbers  and  establish 
themselves  as  Medicare  providers. 

Many  other  resolutions  were  brought  before  the  Assembly, 
and  obviously,  cannot  be  adequately  addressed  in  this  report. 
If  anyone  desires  a complete  listing  of  issues  considered  at  this 
meeting,  please  contact  Dr.  Kevin  Nohner  of  Omaha  or  Dr. 
Tamara  Johnson  of  Cambridge. 

Finally,  on  a personal  note,  I want  to  encourage  anyone 
reading  this  report  - if  you  are  not  currently  involved  in  the 
political  side  of  medicine,  please  become  so.  Involvement  in 
organized  medicine  is  no  longer  a luxury,  but  is  fast  becoming 
a necessity.  The  AMA  is  the  best  vehicle  for  ensuring  our 
continued  ability  to  be  physicians  and,  likewise,  to  be  advo- 
cates for  our  patients. 

Respectfully  submitted, 
Tamara  R.  Johnson,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

As  noted  in  his  last  report.  Dr.  Richard  L.  O'Brien  has  resigned 
as  the  Dean  of  the  School  of  Medicine.  I am  writing  this  report 
after  being  Dean  for  two  weeks.  My  charge  coming  is  to  lead 
the  school  as  it  begins  its  second  one-hundred  years.  A brief 
word  about  me.  I am  an  internist  and  nephrologist.  My  last 
position  was  as  Associate  Dean  of  the  University  of  Nevada, 
School  of  Medicine.  I was  active  in  the  medical  society  - county 
and  state  - being  past  president  elect  of  the  county  when  I was 
chosen  to  assume  the  deanship  of  Creighton  University  School 
of  Medicine. 


One  of  my  first  experiences  in  Omaha  was  to  meet  the  class 
of  1996.  They  are  the  best  and  brightest  of  nearly  6,000 
applicants.  The  class  has  1 12  students,  80  men  and  32  women, 
which  reflects  the  national  scene.  They  come  from  26  different 
states  which  brings  diversity  and  enrichment.  The  average  age 
is  24  years  which  indicates  many  have  done  other  things  before 
entering  medicine.  Their  GPA  and  MCATs  are  high  which 
indicates  a career  in  medicine  continues  to  be  desirable. 

In  order  to  create  an  atmosphere  conducive  to  education, 
we  must  have  dedicated  people  and  up-to-date  facilities.  To 
that  end.  Just  prior  to  my  arrival.  Dr.  Michael  McGuire,  Chief  of 
Orthopaedic  Surgery,  was  appointed  Chairman  of  the  Depart- 
ment of  Surgery.  The  Chairperson  of  the  Department  of 
Pathology  choice  has  been  narrowed  down  to  one  and  nego- 
tiations are  underway.  In  the  facilities  area,  the  Beirne  Tower  - 
the  expansion  of  Criss  I Basic  Science  building  is  moving  ahead 
with  completion  expected  in  1 994;  the  Cardiac  Center  is  to  be 
open  in  September  of  1992  and  an  outpatient  facility,  the 
Florence  Home,  opened  in  August. 

This  spring  was  also  marked  by  an  unfortunate  event,  the 
death  of  Dr.  Frank  Menolascino,  who  was  chairman  of  the  Joint 
Department  of  Psychiatry  of  Creighton  and  Nebraska.  Though 
we  never  met,  I can  only  say  that  he  must  have  been  an 
outstanding  man  to  have  been  given  the  universal  high  praise 
from  everyone  who  has  spoken  to  me  regarding  psychiatry.  A 
search  committee  has  been  picked  to  choose  his  replacement 
- a difficult  task  at  best. 

In  these  times  of  tight  money  we  continue  to  attract  extra- 
mural funding  for  many  of  our  research  projects.  Over  the  past 
six  months,  our  research  monies  have  been  in  the  area  of  3 
million  dollars.  Our  faculty  is  making  every  effort  to  remain 
competitive  and  continue  to  push  back  the  frontiers  of  knowl- 
edge. 

It  would  be  an  unforgivable  oversight  of  mine  if  I did  not  give 
praise  to  Dr.  Richard  L.  O'Brien  for  the  accomplishments  of  the 
last  ten  years  under  his  leadership.  My  efforts  will  be  to 
continue  to  make  the  School  of  Medicine  excel  so  that  the 
community,  the  state  and  the  country  will  think  of  Creighton  in 
education,  research  and  patient  care. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 

REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

On  August  1,  1992,  we  welcomed  Dr.  Carol  Aschenbrener 
as  the  new  Chancellor  of  the  University  of  Nebraska  Medical 
Center.  Dr.  Aschenbrener  was  most  recently  the  Executive 
Dean  of  the  University  of  Iowa  College  of  Medicine  and  for 
several  years  has  been  a nationally  recognized  leader  in 
medical  education  and  academic  medical  administration.  We 
look  forward  to  her  leadership  as  we  attempt  to  carry  out  our 
missions  of  teaching,  research  and  service. 

In  one  week,  the  College  of  Medicine  will  be  initiating  a new 
curriculum  for  entering  freshmen  students.  This  new  curricu- 
lum, which  was  formulated  under  the  leadership  of  former 
Dean  Robert  Waldman  and  Assistant  Dean  Jay  Moore,  should 
be  both  more  effective  and  more  enjoyable  for  the  students. 
The  basic  medical  sciences  will  be  integrated  into  an  approach 
which  is  based  on  organ-systems  rather  than  a subject-oriented 
approach.  The  students  will  be  introduced  to  a primary  medical 
care  clinic  during  the  first  week  of  school  and  attend  it  all  four 
years.  Integrated  Clinical  Experience,  in  addition  to  teaching 
history-taking  and  physical  diagnosis,  will  emphasize  the  socio- 
economic, ethical,  legal  and  humanistic  aspects  of  medicine. 
Representatives  of  the  Metropolitan  Omaha  Medical  Society 
will  contribute  to  this  important  component  of  the  curriculum. 
The  students  will  take  responsibility  for  their  own  education 
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during  problem-based  learning  sessions,  which  we  hope  will 
direct  them  towards  a lifelong  desire  and  capacity  for  self 
education.  Many  of  our  faculty  have  put  considerable  effort 
into  development  of  this  unique  curriculum.  The  enthusiasm 
and  creativity  they  have  displayed  should  ensure  its  success. 

The  efforts  of  the  College  of  Medicine  in  rural  health  continue 
to  move  forward.  The  first  two  residents  have  now  entered  the 
Rural  Training  Track  in  Grand  Island,  effective  )uly  1992.  This 
program  will  grow  to  include  four  residents  in  Grand  Island  and 
surrounding  area  in  1993,  and  two  in  Kearney  initiating  that 
program  site  in  July  1993.  In  addition  to  the  longitudinal 
ambulatory  care  experience  with  primary  care  physicians,  the 
new  curriculum  will  include  a required  rural  primary  care 
month  in  the  first  year  of  medical  school,  and  continued 
emphasis  on  the  highly-rated  rural  family  practice  rotation  in 
the  third  year  of  medical  school.  July  1 992  introduced  interdis- 
ciplinary rural  health  case  conferences  for  students.  These  pilot 
groups  of  students  participate  in  interactive  case  conference 
discussions  during  their  rural  family  practice  rotation  using 
UNMC  faculty  and  clinical  preceptors  as  facilitators.  The 
combined  outstate  residency  (C.O.R.E.)  experience  for  family 
practice  residents,  including  residents  from  the  Omaha  cam- 
pus and  our  affiliated  family  practice  program  in  Lincoln, 
continues  to  be  well  received  with  the  addition  of  training  sites 
in  Albion  and  Superior.  New  sites  joining  this  program  include 
McCook  in  July  1992,  and  Chadron  in  January  1993.  Recruit- 
ment of  students  with  rural  backgrounds  into  medical  school 
continues  to  receive  emphasis  as  does  the  Rural  Health 
Opportunities  (RHOP)  with  Chadron  State  College  and  Wayne 
State  College. 

We  believe  all  of  these  programs  will  have  a beneficial 
influence  on  medical  education  and  medical  care  in  Nebraska. 
Again,  I would  like  to  express  my  sincere  gratitude  to  the  many 
members  of  the  Nebraska  Medical  Association  who  partici- 
pate in  and  support  these  efforts. 

Respectfully  submitted, 

Layton  F.  Rikkers,  M.D. 

Interim  Dean 

College  of  Medicine 

University  of  Nebraska  Medical  Center 


REPORT  OF  THE  BOARD  OF  EXAMINERS 
IN  MEDICINE  & SURGERY 

The  legislative  bill  (LB  456)  which  revised  the  disciplinary 
process  for  all  licensees  has  been  in  effect  for  almost  twelve 
months.  A large  portion  of  the  Board's  time  is  spent  reviewing 
complaints  (over  one  hundred  since  the  bill  was  implemented). 
The  Board  must  carefully  review  the  complaints  and  make  a 
recommendation  either  to  investigate  the  complaint  or  to 
dismiss  it.  After  the  investigation  is  complete  the  Board  reviews 
the  file  and  makes  a recommendation  to  the  Attorney  General 
as  to  the  action  to  be  taken.  The  recommendation  may  be  one 
of  the  following:  file  a petition;  issue  an  assurance  of  compli- 
ance (which  is  not  a disciplinary  action  and  states  the  needed 
corrective  action  the  physician  must  take  in  order  to  be  in 
compliance  with  the  statues  and  if  he  or  she  does  not  comply 
a disciplinary  action  could  be  taken  against  their  license);  issue 
a letter  of  concern  (which  is  not  a disciplinary  action  and 
specifies  the  nature  of  the  complaint  and  expresses  the  Board's 
concern  and  requests  that  the  physician  cease  the  inappropri- 
ate conduct.)  The  Board  sends  this  letter  on  its  own  letterhead 
stationery;  or  dismiss  the  complaint.  If  a petition  is  filed  and  the 
physician  chooses  to  enter  into  an  Agreed  Settlement  with  the 
Attorney  General  rather  than  have  a hearing,  the  Attorney 
General  must  consult  with  the  Board  before  an  agreed  settle- 
ment is  finalized. 

In  each  of  the  fiscal  years,  1 99 1 and  1 992,  there  were  eleven 
petitions  for  action  filed.  Of  those  twenty-two  petitions,  eigh- 


teen resulted  in  reprimands,  suspension,  revocation,  proba- 
tion, civil  penalty  and  limitations  being  placed  on  the  physician's 
license.  There  are  four  petitions  pending  at  this  time. 

The  Board  met  with  the  Physician  Assistant  Committee,  after 
the  passage  of  L.B.  1019  which  authorized  physician  assistants 
to  prescribe  Schedule  II  controlled  substances  under  certain 
conditions.  All  supervising  physicians  were  given  the  opportu- 
nity to  add  this  prescribing  authority  to  the  role  delineation  for 
their  physician  assistant  if  they  so  desired.  To  date  1 10  physi- 
cian assistants  have  been  authorized  by  their  supervising 
physicians  to  prescribe  a seventy-two  hour  maximum  supply  of 
Schedule  II  controlled  substances  for  pain  control  in  the  name 
of  the  supervising  physician.  The  supervising  physician  shall 
renew  any  subsequent  prescription. 

The  Board  is  working  with  the  Nebraska  Academy  of  Physi- 
cian Assistants  on  issues  to  assure  that  quality  as  well  as  more 
accessible  health  care  continues  to  be  provided  to  the  citizens 
of  Nebraska. 

Respectfully  submitted 

Michael  J.  Haller,  M.D. 

Chairman 

REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

Thank  you  for  this  opportunity  to  report  on  the  Nebraska 
Department  of  Health's  current  activities. 

MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT  AWARDS 

The  Nebraska  Department  of  Health  has  notified  44  recipi- 
ents around  the  state  of  their  awards  of  monies  from  the  federal 
Maternal  and  Child  Health  Block  Grant  for  fiscal  year  1993. 
Over  $4.4  million  in  federal  money  will  be  matched  by  state 
and  local  dollars  to  provide  over  $8  million  in  projects  that 
promote  the  health  of  Nebraska's  children,  mothers,  and 
pregnant  women.  These  projects  include  over  $1.2  million 
directed  at  programs  for  pregnant  women  and  infants,  $1.7 
million  for  programs  for  children  and  adolescents,  and  nearly 
$1.5  million  directed  at  programs  for  children  with  special 
health  care  needs.  The  average  award  amount  is  approximately 
$100,00  in  federal  dollars. 

PREVENTIVE  HEALTH  BLOCK  GRANT  AWARDS 

The  Department  of  Health  has  also  received  $2.3  million 
from  the  U.S.  Department  of  Health  and  Human  Services  as  the 
Preventive  Health  and  Health  Services  Block  Grant  for  fiscal 
year  1993.  Part  of  these  funds  are  allocated  to  support  pro- 
grams in  the  Department,  such  as  cancer  control,  diabetes 
control,  a dental  fluoride  program,  emergency  medical  ser- 
vices training  and  coordination,  the  state  employee  wellness 
program,  cardiovascular  risk  reduction,  and  other  activities. 

This  grant  also  provides  continuation  funding  for  13  local 
health  departments  and  makes  available  special  initiative  funds 
to  them  and  to  other  agencies.  It  also  provides  funds  for 
technical  assistance  to  local  health  departments  and  other 
community  organizations. 

IMMUNIZATION  ACTION  PLAN 

The  Department  of  Health  has  developed  a statewide  immu- 
nization action  plan  designed  to  raise  protection  levels  of 
preschool-aged  children  to  at  least  90  percent  by  24  months  of 
age,  consistent  with  the  Healthy  People  2000  objectives.  The 
Department  is  working  with  a broad  group  of  agencies  and 
service  providers  in  both  the  public  and  private  sectors.  The 
plan  emphasizes  better  utilization  of  resources  currently  avail- 
able and  interagency  collaboraton  to  identify  barriers  to  immu- 
nizations and  to  outline  methods  to  remove  them.  The  Depart- 
ment has  submitted  the  plan  to  the  Centers  for  Disease  Control 
for  funding  consideration.  Assistance  for  implementing  the 
plan  is  also  being  sought  from  the  Peter  Kiewit  Foundation. 
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RURAL  HEALTH 

The  Rural  Health  Advisory  Commission  has  approved  loans 
to  1 3 medical  students  and  two  physician-assistant  students. 
This  is  the  first  time  the  program  has  been  extended  to  include 
future  physician  assistants.  As  a condition  for  receiving  loans 
from  the  Department,  the  students  have  agreed  to  practice  in 
designated  shortage  areas  after  completing  their  studies. 

A total  of  37  physicians  who  received  student  loans  are 
currently  practicing  in  shortage  areas. 

The  Office  of  Rural  Health  co-sponsored  a conference  Sept. 
9-10  in  Kearney  called  "Challenging  the  Frontiers  of  Rural 
Health:  Sharing  Our  Success."  Nebraskans  interested  in  rural 
health  issues,  including  physicians,  hospital  and  nursing  home 
administrators,  university  representatives  and  community  lead- 
ers, attended  this  very  important  networking  event  which 
focused  on  cooperative  ventures  to  deliver  medical  services  to 
rural  Nebraskans.  Other  sponsors  of  this  conference  were  the 
Nebraska  Medical  Association,  the  Nebraska  Hospital  Associa- 
tion, and  the  University  of  Nebraska  Medical  Center. 

EMERGENCY  MEDICAL  SERVICES 

LB  1 1 38,  passed  in  the  last  Legislative  Session,  provides  for 
licensure  of  first  responder  services  and  certification  of  first 
responders.  A first  responder  service  can  operate  automatic 
and  semi-automatic  defibrillators  with  additional  training.  To 
become  certified,  the  applicant  must  have  completed  an 
approved  40-hour  first  responder  course  or  an  EMT-A  course. 
A certificate  must  be  renewed  every  three  years  and  the 
completion  of  thirty  hours  of  continuing  education  is  required. 
In  many  small  communities,  first  responders  provide  the  only 
emergency  medical  services  available  in  the  vicinity.  The 
establishment  of  this  category  of  pre-hospital  emergency  care 
provider  is  an  important  step  to  ensure  that  essential  emer- 
gency medical  services  are  available  to  Nebraska's  rural  citi- 
zens. 

LB  1138  also  established  two  new  levels  of  emergency 
medical  technician  training:  EMT-AM  (airway  management) 
and  EMT-IV.  An  ambulance  service  with  these  levels  of  licensure 
must  have  a physician  medical  director  and  additional  equip- 
ment and  training.  Airway  management  is  important  in  rural 
areas  where  ambulance  transport  times  are  increased. 

WOMEN  INFANTS  AND  CHILDREN  PROGRAM  (WIC) 

The  Nebraska  WIC  Program  observed  National  Breastfeeding 
Week  in  August.  The  most  recent  national  data  show  that  only 
about  52  percent  of  women  in  the  United  States  are 
breastfeeding  their  infants  when  they  are  discharged  from  the 
hospital  after  birth.  Only  18  percent  are  still  breastfeeding  six 
months  later.  Breastfeeding  coordinators  at  local  WIC  agencies 
offer  information  and  support  to  encourage  new  mothers  to 
breastfeed  their  infants.  There  are  1 4 agencies  in  Nebraska  that 
provide  WIC  services  to  pregnant  women,  breastfeeding 
women,  and  to  children  up  to  age  5.  WIC  services  include 
nutrition  education  and  counseling,  referral  to  medical  ser- 
vices, and  the  distribution  of  checks  that  can  be  redeemed  at 
stores  for  nutritious  foods.  The  Nebraska  WIC  Program  serves 
29,028  clients. 

PREGNANCY  NUTRITION  SURVEILLANCE  GRANT 

The  Department  of  Health  has  received  a four-year  grant 
from  the  Centers  for  Disease  Control  to  improve  pregnancy 
nutrition  surveillance  activities.  Through  this  new  grant,  the 
Department  hopes  to  achieve  a strengthened  quality-assur- 
ance program  at  the  local  WIC  agency  level  by  training 
professionals  and  monitoring  data  accuracy.  It  will  also  assist 
the  state  program  to  interpret,  utilize  and  disseminate  useful 
program  data  to  appropriate  users  in  other  agencies  and  the 
medical  community.  The  grant  will  help  the  Department  create 
linkages  with  other  data  systems  both  within  the  department 
and  in  other  state  agencies. 


HELPLINE  FOR  NEBRASKA  HEALTHY  MOTHERS, 
HEALTHY  BABIES  COALITION 

A toll-free  phone  number  to  provide  information  about 
available  Medicaid  providers  and  other  resources  has  been 
initiated  by  the  Nebraska  Healthy  Mothers/Healthy  Babies 
Coalition  with  funding  from  the  federal  Maternal  and  Child 
Health  Block  Grant.  The  toll-free  line  meets  a requirement 
imposed  on  the  state  for  receiving  funds  under  Title  V.  The 
purpose  of  the  line  is  to  connect  pregnant  women  with  early 
prenatal  care  and  to  assist  mothers  in  getting  medical  care  for 
their  children.  Physicians  were  surveyed  by  the  March  of 
Dimes  regarding  their  availability  for  referral  of  Medicaid 
participants.  The  helpline  is  also  supported  by  the  American 
Academy  of  Family  Physicians-Nebraska  Chapter,  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists,  the  March  of 
Dimes  Birth  Defects  Foundation,  the  Nebraska  Chapter  of  the 
American  Academy  of  Pediatrics,  the  Department  of  Educa- 
tion, the  Department  of  Social  Services,  the  Nebraska  Perinatal 
Organization,  and  the  Nurses  Association  of  the  American 
College  of  Obstetricians  and  Gynecologists-Nebraska  Section. 

CANCER  REGISTRY  REPORT 

The  Nebraska  Cancer  Registry  recorded  7,221  cases  of 
cancer  diagnosed  among  Nebraskans  in  1990.  This  is  an 
increase  from  the  6,869  cases  reported  in  1989;  however, 
much  of  the  increase  can  be  attributed  to  the  inclusion  of  data 
from  Nebraska's  veteran  hospitals,  which  began  reporting  to 
the  registry  in  1990.  This  report  contains  a special  chapter  on 
breast  cancer,  which  is  the  most  common  site  of  new  cancer 
cases  and  accounts  for  nearly  one-third  of  all  cases  diagnosed 
among  Nebraska  women. 

CANCER  CONTROL  PROGRAM 

The  Department  has  initiated  the  second  phase  of  its  cancer 
control  program  for  farm  families.  "Harvest  for  a Lifetime"  is  a 
three-year  project  designed  to  identify  and  help  reduce  cancer 
risks  in  the  farm  population.  The  program  addresses  the 
following  three  risk  behaviors:  unprotected  exposure  to  the 
sun,  unprotected  exposure  to  pesticides,  and  tobacco  use.  The 
Department  has  been  working  with  various  farm  organizations 
and  the  County  Extension  Service  on  this  awareness  effort, 
which  is  funded  by  a grant  from  the  National  Institute  for 
Occupational  Safety  and  Health. 

MINORITY  HEALTH 

Romeo  Guerra  has  joined  the  Department  as  the  first  admin- 
istrator of  the  new  Office  of  Minority  Health.  Romeo  has 
extensive  experience  working  with  minority  groups  and  will 
play  an  important  role  in  planning  and  implementing  outreach 
efforts  to  address  health  problems  in  minority  populations.  The 
health  problems  of  ethnic  and  racial  minorities,  such  as  access 
to  care,  the  prevention  of  diseases  and  disabilities,  and  drug 
abuse,  will  be  the  target  for  new  initiatives  by  the  Department 
of  Health.  Minorities  comprise  about  7.5  percent  of  Nebraska's 
population. 

SCHOOL  HEALTH 

Carol  Iverson  has  joined  the  Department  as  the  first  School 
Nurse  Program  coordinator.  Carol  is  a certified  nurse  practitio- 
ner with  a Master  of  Arts  degree  in  human  behavior  and 
experience  in  both  hospital  and  school  settings.  She  is  available 
to  provide  consultation  and  guidance  to  school  nurses  in  the 
slate  and  communicate  with  administrators,  state  agencies  and 
policymakers  regarding  the  health  needs  of  school  children 
and  youth. 

HIV/AIDS 

There  have  been  31  cases  of  AIDS  reported  during  the  first 
six  months  of  1 992,  bringing  to  282  the  total  number  of  cases 
reported  since  the  first  case  of  1 983.  This  compares  to  33  cases 
reported  during  the  first  six  months  of  last  year.  Four  percent  of 
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the  total  cases  have  been  attributed  to  heterosexual  contact; 
67  percent  of  the  cases  have  been  among  homosexual  or 
bisexual  men;  eight  percent  were  injectable  drug  users;  eight 
percent  were  both  injectable  drug  users  and  men  who  have  sex 
with  men.  Nebraska  has  had  two  pediatric  cases,  but  so  far  has 
not  recorded  any  cases  among  patients  between  the  ages  of  5- 
1 9.  The  federal  Centers  of  Disease  Control  has  postponed  the 
implementation  of  the  expanded  definition  of  AIDS  pending 
the  processing  of  public  comments.  No  new  date  has  been  set 
for  its  implementation. 

HIV/AIDS  TECHNICAL  ADVISORY  COMMITTEE 

The  Department's  HIV/AIDS  Technical  Advisory  Committee 
has  formed  a subcommittee  on  health  care  workers  and 
invasive  procedures  to  address  issues  raised  by  Public  Law 
1 02-1 4 1 . That  federal  law  requires  Nebraska  to  certify  compli- 
ance with  the  Centers  for  Disease  Control's  recommendations 
for  preventing  the  transmission  of  HIV  and  the  Hepatitis  B virus 
during  exposure-prone  invasive  procedures  or  lose  approxi- 
mately $30  million  in  Public  Health  Service  Act  funds  for 
research  and  programs.  This  subcommittee,  which  is  chaired 
by  Dr.  Richard  Morin,  will  develop  a policy  for  health  care 
workers  who  are  infected  with  blood-borne  pathogens  and 
who  perform  invasive  procedures.  This  policy  will  be  submitted 
to  the  Technical  Advisory  Committee  and  the  Department  for 
consideration. 

Because  HIV  reporting  by  name  would  enable  the  Depart- 
ment to  provide  more  timely  intervention  and  partner  notifica- 
tion, another  subcommittee  of  the  Technical  Advisory  Commit- 
tee is  reassessing  the  report  of  HIV-infected  individuals  to  the 
Department  of  Health.  Currently,  only  a diagnosis  of  AIDS  is 
reportable.  Laboratories  report  positive  HIV  results  in  an 
anonymous  format.  This  committee  is  considering  recommen- 
dations that  would  require  the  reporting  of  all  individuals  with 
a positive  confirmatory  test  of  HIV.  The  recommendations  of 
the  subcommittee  will  be  presented  at  the  next  meeting  of  the 
Advisory  Committee. 

FISH  CONSUMPTION  ADVISORY 

The  Department  of  Health  has  issued  a fish  consumption 
advisory  for  part  of  the  Missouri  River  near  Omaha  and  part  of 
the  Papillion  Creek.  People  are  cautioned  not  to  eat  more  than 
five  ounces  of  fish  caught  from  these  areas  per  week  because 
of  contaminants  found  in  tests  of  fish  tissue  conducted  by  the 
Department  of  Environmental  Quality.  Elevated  levels  of  diel- 
drin  and  minor  concentrations  of  other  pesticides,  such  as 
chlordane,  DDT,  DDD,  DDE,  and  heptachlor  epoxide,  and 
PCBs  (polychlorinated  biphenyls)  have  been  found  in  samples 
of  channel  catfish  from  the  Missouri  River,  and  in  carp  taken 
from  Papillion  Creek.  The  U.S.  Environmental  Protection  Agency 
has  classified  these  chemicals  as  probable  human  carcinogens. 

CREDENTIALING  OF  MENTAL  HEALTH  PROFESSIONALS 

The  Department  of  Health  held  a public  hearing  on  June  29 
on  the  issue  of  licensure  of  mental  health  counseling.  There  is 
a great  deal  of  support  from  the  professions  and  the  public  for 
preventing  unlicensed  individuals  from  offering  counseling 
services.  The  407  Mental  Health  Services  Technical  Review 
Committee  has  proposed  that  anyone  who  seeks  to  provide 
mental  health  services  must  meet  certain  standards  before 
being  allowed  to  offer  counseling  services.  The  committee's 
proposal  would  create  a common  license  and  scope  of  prac- 
tice for  social  workers  and  professional  counselors.  Reports  on 
this  issue  from  the  technical  committee,  the  State  Board  of 
Health  and  the  Director  of  Health  will  be  forwarded  to  the 
Legislature  for  consideration  in  accordance  with  the  407 
Review  Process. 

LYME  DISEASE  STUDY 

The  Department  has  initiated  a study  of  ticks  to  determine 


the  incidence  of  Lyme  disease-carrying  ticks  and  to  build  a 
database  on  the  types  and  geographic  distribution  of  ticks  in 
Nebraska.  The  only  tick  found  in  Nebraska  that  is  felt  to  be 
capable  of  transmitting  Lyme  disease  is  the  Lone  Star  tick, 
which  has  been  identified  in  the  southeast  quarter  of  the  state, 
in  an  area  mostly  south  of  the  Platte  River  and  east  of  Franklin 
County.  The  percentage  of  Lone  Star  ticks  that  are  infected  with 
the  agent  that  causes  Lyme  disease  is  unknown,  as  is  the 
relative  efficiency  of  transmission  of  these  pathogens  to  hu- 
mans. As  of  July  1 of  this  year,  the  Department  of  Health  has 
reported  28  cases  to  the  Centers  for  Disease  Control  among 
Nebraska  residents  who  are  believed  to  have  acquired  the 
disease  from  an  exposure  in  the  state. 

RABIES 

The  Department  of  Health  sent  letters  this  summer  to 
physicians  and  veterinarians  in  the  state,  informing  them  that  so 
far  this  year  seven  rabies-infected  animals  have  been  identified 
in  samples  of  animals  sent  by  veterinarians  to  the  State  Health 
Laboratory.  The  infected  specimens  came  from  Franklin, 
Cuming,  Cherry,  Adams,  Dakota,  Brown  and  Nemaha  coun- 
ties. Two  cows,  one  cat,  two  bats  and  two  skunks  were  found 
to  be  infected.  Two  people  believed  to  have  been  exposed  to 
infected  animals  received  vaccine. 

STRENGTHENING  PUBLIC  HEALTH 

In  August,  Department  of  Health  staff  met  with  local  health 
department  representatives  and  county  officials  from  several 
counties  to  discuss  APEX/PH  (Assessment  Protocol  for  Excel- 
lence in  Public  Health).  This  is  a program  which  has  been 
successfully  initiated  in  other  parts  of  the  country.  The  Ne- 
braska Department  of  Health  is  encouraging  local  health 
departments  to  use  it  as  a means  of  enhancing  their  organiza- 
tional capacity  and  strengthening  their  leadership  role  in  their 
communities. 

CLIA  UPDATE 

The  federal  Clinical  Laboratory  Improvement  Amendments 
of  1988  went  into  effect  September  1 of  this  year.  After  this 
date,  laboratories  that  have  not  applied  for  certification  are  not 
eligible  for  reimbursement  from  Medicare  or  Medicaid.  Those 
laboratories  that  have  completed  the  questionnaire  from  the 
Health  Care  Financing  Administration  (HCFA)  and/or  that  have 
already  paid  the  registration  certificate  fee  and  have  not 
received  notification  from  HCFA  can  expect  to  receive  notice 
at  a later  date  and  can  continue  to  apply  for  reimbursement 
during  the  period  that  certification  is  pending.  The  implemen- 
tation of  Nebraska's  Laboratory  Certification  Act  is  delayed 
until  at  least  January,  1 994.  Sue  Semerena,  from  the  department's 
Laboratory  Certification  Division,  is  available  to  assist  with  any 
questions. 

OBRA  AND  RESTRAINTS 

A group  composed  of  volunteer  members  of  the  Nebraska 
Medical  Association  and  staff  from  the  department's  Bureau  of 
Health  Facilities  Standards  has  been  formed  to  address  issues 
related  to  the  use  of  restraints  in  nursing  homes  and  the 
implementation  of  the  requirements  of  the  Omnibus  Budget 
Reconciliation  Act  (OBRA).  The  purpose  of  this  group  is  to 
examine  areas  of  concern  to  practitioners  and  to  discuss  the 
appropriate  use  of  restraints  consistent  with  OBRA  require- 
ments. 

AMBULATORY  SURGICAL  PROCEDURES 

A group  composed  of  members  of  the  Nebraska  Medical 
Association  and  staff  from  the  department's  Bureau  of  Health 
Facilities  Standards  and  Section  of  Hospitals  has  been  initiated 
to  study  the  issue  of  ambulatory  surgery.  This  group  will 
examine  aspects  of  quality  assurance  in  the  delivery  of  certain 
surgical  procedures  in  a physician's  office. 
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X-RAY  SYSTEM  OPERATORS 

Enforcement  of  the  limited  X-ray  system  operator  certifica- 
tion requirements  will  not  begin  until  mid  or  late  1993.  This 
should  allow  sufficient  time  to  complete  required  course  work 
and  testing.  The  Department's  Division  of  Radiological  Health 
has  mailed  application  packets  to  individuals  who  wish  to 
register  to  be  X-ray  system  operators  or  limited  X-ray  system 
operators.  X-ray  system  operators,  who  must  currently  be 
certified,  are  individuals  who  spend  the  majority  of  their  work 
time  on  radiology  activities.  This  type  of  operator  must  have 
taken  an  approved  24-month  course.  Limited  X-ray  system 
operators  are  individuals  who  have  to  operate  some  X-ray 
equipment  as  part  of  their  job  but  who  do  not  spend  the 
majority  of  time  on  radiology  activities.  Applicants  to  be  limited 
X-ray  system  operators  have  three  options;  1 ) take  a correspon- 
dence course  through  Regional  West  Medical  Center;  2)  wait 
for  additional  courses  to  be  approved  - applicants  will  be 
informed  of  them  as  they  are  approved;  or  3)  individuals  who 
have  taken  a course  that  they  feel  meets  state  requirements  can 
submit  proof  or  completion  of  the  course  and  the  application 
fee  for  consideration  for  certification. 

In  closing,  I welcome  your  comments  arid  suggestions  and  I 
appreciate  this  opportunity  to  report  on  the  department's 
activities  to  the  members  of  the  Nebraska  Medical  Association. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


REPORT  OF  THE  STATE 
DEPARTMENT  OF  SOCIAL  SERVICES 

The  Department  of  Social  Services  is  pleased  to  submit  this 
report  to  the  Nebraska  Medical  Association  for  the  September, 
1 992  meeting  of  the  House  of  Delegates.  The  primary  focus  of 
this  report  will  be  on  recent  activities  related  to  the  Nebraska 
Medical  Assistance  Program  (MEDICAID).  In  addition,  the 
Department  would  also  like  to  share  information  on  other 
current  special  issues  and  activities  within  Social  Services.  The 
Department  appreciates  this  opportunity  to  continue  the  posi- 
tive working  relationship  with  the  Nebraska  Medical  Associa- 
tion, particularly  as  difficult  issues  in  the  health  care  field  must 
be  addressed. 


MEDICAID 

MEDICAID  BUDGET 

The  total  dollars  expended  in  Fiscal  Year  1992  was  about 
$454  million  (compared  to  expenditures  in  Fiscal  Year  1987 
which  were  $206  million).  As  reported  in  the  April,  1992, 
report  to  the  NMA,  the  Nebraska  Medicaid  budget  faces  a 
severe  financial  crisis.  Factors  that  have  affected  this  include  1 ) 
the  continuing  rise  in  health  care  costs  in  general;  2)  the 
increasing  number  of  persons  who  are  becoming  eligible  (both 
due  to  the  economic  situation  in  the  state  and  due  to  increased 
federal  requirements  for  covering  certain  new  groups);  3) 
increased  need  for  services  by  those  becoming  eligible  (e.g., 
persons  with  disabilities);  4)  the  recently  lowered  federal  match 
rate;  5)  the  pending  hospital  lawsuit;  and  6)  large  increases  in 
the  cost  of  nursing  home  care.  These  issues  have  already  been 
discussed  in  April,  1 992.  Attached  are  a series  of  graphs  offered 
to  more  fully  demonstrate  the  current  scope  of  the  problem 
(see  Attachments  A and  B).  Several  issues  are  of  note. 

First  the  Department  projected  that  the  number  of  eligible 
persons  would  continue  to  rise  at  about  5%  per  year  as  had 
been  seen  in  1989-90;  however,  the  true  number  of  eligibles 
has  continued  to  rise  at  an  average  monthly  rate  of  some  1 5% 
since  the  beginning  of  1 991 . The  number  of  eligible  persons  in 
)une,  1992,  was  well  over  129,000;  this  compares  with  just 
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under  90,000  five  years  ago.  The  overall  increase  in  categories 
except  for  non-categorical  Refugee  Resettlement  is  9.2%  (see 
Attachment  C).  The  breakdown  of  the  expenditures  ($454)  by 
eligibility  type  is  as  follows: 


CATEGORY  % of  RECIPIENTS 


Aged  Person  20.3% 

Blind/Disabled  17.0% 

ADC/Ribicoff/etc. 

Children  42.0% 

ADC  Adults  20.7% 


% of  DOLLARS  TOTAL  EXPENDITURE 
36.4%  $1 65  million 

33.3%  $151  million 


19.8%  $ 90  million 

10.5%  $47.5  million 


Of  the  total  Budget,  48.8%  went  to  long  term  care  facilities 
(nursing  homes,  and  intermediate  care  facilities  for  the  men- 
tally retarded),  and  23.7%  went  to  hospitals;  practitioners 
(physicians  and  others)  received  10.4%  or  $47.4  million. 
Physicians  received  $20.1  million  in  FY  1 987  and  $42.7  million 
in  FY  1 992,  reflecting  90%  of  the  total  practitioner  expenditure. 
(Attachments  D and  E). 

Fiscal  cost  containment  measures  to  date  have  included  the 
following: 

Under  the  new  long  term  care  regulations  implemented  July 
1,  1992,  certain  incentive  payments  were  eliminated:  outpa- 
tient hospital  payments  were  reduced  by  1 5%;  all  fees  were 
frozen  as  of  July  1,  1992.  Thus,  there  was  no  increase  in  the 
Medicaid  practitioner  fee  schedule  conversion  factor  (as  the 
Department  had  hoped  it  could  do);  this  is  the  first  time  since 
implementation  of  the  fee  schedule  in  1989  that  the  Depart- 
ment has  been  unable  to  increase  practitioner  rates. 

All  possible  means  of  dealing  with  the  projected  budget 
deficit  are  now  being  considered;  cuts  in  program  coverage 
and  in  eligibility  are  being  contemplated.  These  may  come  as 
a result  of  regulatory  changes  by  the  Department  or  there  may 
be  statutory  changes  made  in  the  Legislature.  Changes  at  the 
Federal  level  are  also  being  recommended  (e.g.,  such  as 
eliminating  the  mandatory  requirement  for  every  60-day  phy- 
sician visits  for  nursing  home  residents).  Other  cost  contain- 
ment measures  being  considered  include  reviewing  possible 
"managed  care"  options  for  Medicaid-eligible  persons  and  pre- 
admission screening  for  the  medical  necessity  of  nursing  home 
placement. 

The  Department  welcomes  all  input  from  physicians  when 
considering  options  for  the  projected  budget  deficit. 


NEBRASKA  MEDICAID  PRACTITIONER  FEE  SCHEDULE 
Because  the  Nebraska  Medicaid  program  faces  a severe 
fiscal  crisis,  the  Nebraska  Medicaid  Practitioner  Fee  Schedule 
will  not  be  updated  in  the  usual  manner  with  dates  of  service 
effective  July  1,  1992.  Since  the  fee  schedule  relative  value 
units  are  purchased  from  the  McGraw-Hill  Healthcare  Man- 
agement group  and  they  have  just  issued  an  update  in  relative 
values.  Department  staff  have  begun  analyzing  the  information 
in  terms  of  fiscal  impact.  When  analysis  is  complete,  a fee 
schedule  errata  will  be  issued  which  will  incorporate  relative 
value  unit  changes  from  McGraw-Hill  and  changes  in  state 
established  maximum  allowables.  A complete  reprint  will  not 
be  issued  to  providers  who  were  issued  the  1 991  Fee  Schedule. 
This  is  an  effort  to  reduce  printing  and  mailing  costs.  Cost 
containment  efforts  to  address  the  Medicaid  Budget  deficit 
would  not  allow  an  increase  in  the  conversion  factors  for  the 
Medicaid  Practitioner  Fee  Schedule. 


CLINICAL  LAB  IMPROVEMENT  AMENDMENTS  ACT(CLIA'88) 
On  February  28,  1992,  regulations  were  published  in  the 
Federal  Register  to  implement  the  Clinical  Laboratory  Improve- 
ment Amendments  (CLIA)  of  1988  (Public  Law  100-578). 
Essentially,  this  law  requires  all  providers  performing  laboratory 
testing  to  register  with  the  CLIA  program.  This  includes  many 
providers,  such  as  a physician's  in-office  laboratory,  that  have 
not  previously  been  regulated  and  subject  to  survey  and 
certification.  Nebraska  Medicaid  providers  have  been  notified 
that  clinical  laboratory  procedures  billed  for  services  on  or  after 


September  1,  1992,  will  be  subject  to  post-payment  refund 
requests  if  providers  have  not  registered  for  CLIA  certification. 
This  will  apply  to  all  CLIA  certification  levels  which  have  been 
defined  in  CLIA  '88  as  waivered,  moderate,  or  high  complexity. 

The  Health  Care  Financing  Administration  (HCFA)  has  given 
state  Medicaid  programs  some  discretion  as  to  how  to  process 
claims  against  CLIA  certification  information.  Each  state  will 
receive  CLIA  certification  information  on  all  CLIA  certified 
providers  with  the  effective  dates  of  certification.  Because 
systems  changes  will  not  be  able  to  be  completed  by  Septem- 
ber 1,  1992,  the  Nebraska  Medicaid  program  will  conduct  a 
post-payment  review  after  the  systems  changes  are  in  place  to 
identify  any  payments  made  for  clinical  lab  procedures  to  non- 
CLIA  certified  providers.  Payment  refunds  will  be  requested 
from  those  persons. 

CLIA  Billing  Instructions: 

Nebraska  Medicaid  has  issued  the  following  billing  instruc- 
tions for  both  the  HCFA-1  500  claim  form  and  the  MC-5  (Health 
Check)  claim  form. 

HCFA-1  500  Claim  Form: 

Enter  the  entire  ten-digit  CLIA  number  within  Fields  24  ). 
and  24  K.  for  each  line  Clinical  Laboratory  service  billed. 
MC-5  (HEALTH  CHECK): 

Enter  the  entire  ten-digit  CLIA  number  in  Field  9 (DES- 
CRIPTION OF  SERVICE  column)  for  each  line  of  Clinical 
Laboratory  service  billed.  Revised  claim  forms  with  a spe- 
cific CLIA  number  field  will  be  available  in  the  near  future. 
MEDICARE/MEDICAID  CLAIMS: 

Follow  instructions  provided  to  Medicare  Part  B providers. 
Nebraska  Medicaid  will  pay  co-insurance  and  deductible 
based  on  the  claim  edits  which  have  been  completed  by 
Medicare. 

CLIA  REGISTRATION: 

To  obtain  CLIA  certification  and  a CLIA  number  or  to 
resolve  questions  concerning  CLIA  certification  providers 
may  call  (410)  290-5850  or  write  to:  HCFA  CLIA  Program; 
P.O.  Box  26689;  Baltimore,  MD  21207-0489  or.  . .Ne- 
braska Department  of  Health;  Laboratory  Certification 
Division;  P.O.  Box  95007;  Lincoln,  NE  68509-5007;  Phone 
(402)  471-0927. 

HEALTH  CHECK  TREATMENT 

The  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
(EPSDT)  program,  now  referred  to  as  HEALTH  CHECK,  is  the 
preventive  health  care  program  for  Medicaid  eligible  children 
under  21  years  of  age. 

The  intent  of  HEALTH  CHECK  (EPSDT)  is  to  assure  that  all 
Medicaid  eligible  children  have  access  to  and  obtain  routine 
health  care  screenings  and  interventions  to  keep  them  healthy 
and  lessen  any  potential  impact  of  a physical  or  mental 
impairment. 

With  the  passage  of  the  Omnibus  Budget  Reconciliation  Act 
of  1989,  significant  federal  changes  were  made  to  the  EPSDT 
program.  One  change  was  that  states  must  cover  all  necessary 
diagnostic  and  treatment  services  to  correct  or  improve  defects 
and  physical  and  mental  illness  and  conditions  discovered  as  a 
result  of  the  screening  services,  WHETHER  OR  NOT  SUCH  A 
SERVICE  IS  COVERED  BY  THE  STATE  MEDICAID  PROGRAM. 
The  services  must  be  (1 ) services  eligible  (as  defined  in  Federal 
regulation)  to  receive  Federal  matching  funds;  (2)  determined 
medically  necessary;  (3)  safe,  effective,  and  non-investiga- 
tional;  and  (4)  identified  during  a HEALTH  CHECK  exam  and 
documented;  (5)  within  the  scope  of  applicable  state  and 
Federal  law;  and  (6)  provided  by  a Medicaid-enrolled  provider. 
Examples  are:  Chemical  dependency  services  or  low  vision 
aids. 

Since  the  passage  of  this  regulation  state  Medicaid  programs 
are  being  tested  as  to  what  services  may  be  covered  under  this 
EPSDT  provision.  States  are  receiving  requests  for  coverage  of 


"non-traditional”  Medicaid  services.  Recent  guidance  has  come 
from  the  Health  Care  Financing  Administration  related  to 
coverage  of  "EPSDT  ONLY"  treatment.  They  are: 

"States  have  the  responsibility  to  determine  medical 
necessity.  To  safeguard  against  unnecessary  utilization  of 
services,  states  can  use  a system  of  prior  approval  of 
selected  types  of  costly  health  care  to  manage  the  avail- 
able resources. 

"Modifications  to  a home  or  van  are  not  coverable 
services  (e.g.,  lift  for  a family  van,  wheelchair  ramp  to  the 
backyard,  bathroom  modifications  for  a quadriplegic 
child).  These  do  not  fall  under  the  Federal  definition  of 
coverable  durable  medical  equipment. 

"States  may  require  that  medically  necessary  EPSDT 
services  be  obtained  in  the  most  economic  means  avail- 
able, as  long  as  the  determination  process  does  not  delay 
the  delivery  of  the  needed  services  and  as  long  as  it  does 
not  limit  the  patient's  right  to  a free  choice  of  providers. 

To  open  the  door  to  "EPSDT  only"  treatment,  (1 ) document 
the  condition  or  illness  on  the  HEALTH  CHECK  screening  form 
and  attach  a letter  or  EPSDT-5  form  to  demonstrate  medical 
necessity  , and  forward  to  Sandi  Kahlandt,  Nebraska  Depart- 
ment of  Social  Services,  Medical  Services  Division,  P.O.  Box 
95026,  Lincoln,  NE  68509. 

HEALTH  CHECK  CHEMICAL  DEPENDENCY  SERVICES 

Beginning  in  April,  1990,  the  Nebraska  Medical  Assistance 
Program  began  covering  a wide  variety  of  prevention  and  early 
intervention  services  under  the  HEALTH  CHECK  (EPSDT) 
program.  The  services  also  provide  for  the  follow-up  care  of 
identified  conditions,  continuity  of  care,  and  the  promotion  of 
healthy  lifestyles. 

Prior  to  April,  1 990,  only  services  for  inpatient  detoxification 
were  covered  by  Nebraska  Medicaid.  Now,  under  the  H EALTH 
CHECK  (EPSDT)  program,  Medicaid-eligible  persons  (age  20 
and  under)  with  a substance  abuse  problem,  can  now  receive 
services  ranging  from  outpatient  sessions  to  inpatient  treat- 
ment. Physicians  are  an  important  integral  part  of  this  program 
as  the  need  for  further  assessment  and/or  treatment  must  be 
identified  during  a HEALTH  CHECK  EXAM. 

The  use  and  abuse  of  alcohol  and  other  drugs  can  lead  to 
numerous  health  related  problems  in  addition  to  legal,  social, 
and  emotional  problems.  The  most  effective  way  to  prevent 
both  short  and  long  term  problems  related  to  substance  abuse 
is  to  prevent  the  onset  of  use  and  intervene  early  when  a person 
is  already  using.  Physicians  play  a primary  role  in  both  of  these 
by  following  the  "AMA  Guidelines  for  Physician  Involvement  in 
the  Care  of  Substance  Abusing  Patients"  (AMA  Council  on 
Scientific  Affairs,  10/8-9/79). 

At  the  most  basic  level,  physicians  need  to  ensure  that  any 
complete  health  examination  includes  a history  of  alcohol  and 
other  drug  use.  This  can  be  as  simple  as  using  the  CAGE 
interview  (Cut  Down,  Annoyed,  Guilty,  Eye-Opener). 

THE  FOUR  QUESTIONS  ARE: 

1 . Have  you  ever  felt  that  you  should  Cut  Down  on  your 
drinking? 

2.  Have  people  ever  Annoyed  you  by  criticizing  your 
drinking? 

3.  Have  you  ever  felt  bad  or  Guilty  about  your  drinking 
or  behavior  while  drinking? 

4.  Have  you  ever  had  a drink  the  first  thing  in  the  morning 
(an  Eye-Opener)  to  steady  your  nerves  or  to  ease  a 
hangover? 

These  can  be  adapted  to  an  individual's  style  and  repeated 
throughout  an  interview. 

One  affirmative  response  to  these  four  questions  indicates  a 
need  for  further  assessment  and  two  affirmative  responses 
indicates  the  possibility  of  a significant  problem. 
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Other  interviews  include  the  SMAST  (Short  Michigan  Alco- 
holism Screening  Test),  which  is  a thirteen  item  interview  that 
is  simple  to  interpret.  A review  of  behaviors  and  laboratory 
results  may  help  in  identifying  the  need  for  further  evaluation 
and  treatment. 

Effective  intervention  takes  a team  effort  and  the  physician  is 
a key  player.  We  appreciate  the  involvement  of  physicians  who 
have  referred  clients  for  further  evaluation  and  diagnosis  for 
substance  abuse  treatment.  With  the  increases  in  the  number 
of  Medicaid-eligible  persons,  we  are  seeing  an  increase  in  the 
utilization  of  this  program.  By  intervening  as  early  as  possible 
and  providing  treatment  services  at  the  least  restrictive  and 
most  appropriate  level,  we  can  prevent  long  term  health  and 
emotional  problems. 

Please  see  (Attachment  E)  for  additional  information  and 
data  on  Perinatal  Addiction  Research. 

NEBRASKA  COMMISSION  FOR  THE 
PROTECTION  OF  CHILDREN 

The  Nebraska  Commission  for  the  Protection  of  Children 
was  created  by  Governor  Nelson  in  July,  1 991 . The  purpose  of 
the  Commission  is  to  assess  the  status  of  child  protection 
practices  in  the  State  and  develop  an  implementation  plan  to 
improve  such  practices.  Much  of  the  work  of  the  Commission 
has  been  done  under  the  auspices  of  ten  task  forces  working 
as  subcommittees  of  the  Commission.  These  task  forces  are: 
Definition  and  Screening,  Protocols,  Prevention,  Court  Inter- 
vention, Community  Support  Services,  Fostering  in  Nebraska, 
Permanency  Planning,  Public/Private  Partnerships,  Child  Death 
Review  Teams,  and  Non-Foster  Home  Substitute  Care.  The 
Commission  issued  its  first  status  report  in  April,  1992,  which 
highlighted  the  findings  of  the  task  forces  during  their  first  six 
months.  The  status  report  also  contains  both  short  and  long 
term  strategies  to  address  the  many  issues  regarding  Nebraska's 
service  delivery  system  for  children  and  families.  Among  these 
strategies  is  the  development  of  a State  Child  Protection  Policy, 
a Good  Beginnings  Program  which  includes  a home  visitation 
program  for  all  children  from  birth  through  age  five,  a State 
Child  Death  Review  Team,  and  the  development  of  model 
protocols  for  the  investigation  of  reports  of  child  abuse/ 
neglect. 


CHILD  CARE  AND  DEVELOPMENT  DIVISION 

With  the  formation  of  the  Child  Care  and  Development 
Division  in  May,  1992,  the  role  of  Child  Care  Resource 
Specialists  has  expanded  to  include  consultation  and  technical 
assistance  to  child  care  providers,  parents,  and  other  interested 
community  members.  As  almost  all  families  with  young  chil- 
dren have  regular  contact  with  medical  professionals,  those 
having  concerns  or  questions  regarding  licensing  or  selecting 
quality  child  care  are  encouraged  to  contact  Deborah  Mabry- 
Strong  at  (402)  471-9451 . 

We  are  in  the  process  of  gathering  information  in  order  to 
develop  policy  and  regulations  concerning  care  for  children 
who  are  mildly  ill,  responsibilities  of  child  care  providers  in 
reporting  communicable  disease  outbreaks,  and  age-appropri- 
ate sleeping  surfaces  for  infants.  In  addition,  we  will  be  review- 
ing child  care  regulations  for  home-based  as  well  as  center- 
based  facilities  in  order  to  promote  and  encourage  quality  care 
for  the  children  in  Nebraska.  We  welcome  your  comments 
regarding  these  and  other  topics  related  to  quality  child  care. 

CONCLUSION 

Once  again,  the  Department  would  like  to  thank  Dr.  Chris 
Caudill  and  members  of  the  NMA  Ad-Hoc  Committee  on 
Medicaid  Services  for  their  excellent  work  on  the  challenging 
issues  concerning  the  Medicaid  Program  and  physician  provid- 
ers; the  clients  served  by  Nebraska  Medicaid  will  benefit 
greatly  by  this  continued  effort.  The  Department  looks  forward 
to  continuing  this  process  and  to  working  with  the  Nebraska 
Medical  Association  on  other  issues  of  mutual  concern. 

Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of 
Social  Services 


ATTACHMENT  A 


ADC-5  MEDICAID  ELIGIBLE  PERSONS  ADC-4  MEDICAID  ELIGIBLE  PERSONS 

Dec  1987  - Dec  1991  Dec  1987  - Dec  1991 
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I 


RIBICOFF  AND  SCHOOL  AGE  MEDICAL 
MEDICAID  ELIGIBLE  PERSONS 

Der  1987  - ni»r  1991 


FOSTER  CARE  MEDICAID  ELIGIBLE  PERSONS 
Dec  1987  - Dec  1991 


12/1 937 


12/15:3  12-1939  12, ’95-5 

179X  lncr«os9  over  5 year: 


12/1991 


I i i 1 1 ^ ^ i 

12/153?  12/1533  12/1539  12/‘990  12/1551 

571  Increaie  over  5 years 


DISABLED  MEDICAID  ELIGIBLE  PERSONS 
Dec  1987  - Dec  1991 


MEDICAL  ASSISTANCE  FOR  CHILDREN 
MEDICAID  ELIGIBLE  PERSONS 
Dec  1987-  Dec  1991 


ATTACHMENT  B 
MEDICAID  ELIGIBLE  PERSONS 
Dec  1987  - Dec  1991 
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ATTACHMENT  C 
MEDICAID  ELIGIBLE  PERSONS 

A comparison  of  December  1991  to  June  1 992  Medicaid  eligible  persons  indicates  an  increase  in  all 
categories  except  Non-categorical  Refugee  Resettlement.  A portion  of  the  changes  may  be  due  to 
seasonal  differences. 

Direction  Diff  1 2/91-6/92  Percent 

of  Change  Eligibles  Change 


Aged  + 

Blind  and  Disabled  + 

ADC  Regular  + 

ADC  Unemployed  Parent  + 

Ribicoff  Children  + 

Medical  Assistance  for  Children  + 

(incl.  pregnant  women) 

School  Age  Children  Medical  Program  + 

State  Wards/Sub-Adopt  Children  + 

Refugee  Resettlement ^ 

Overall  Change  in  Medicaid  Eligibles  + 


ATTACHMENT  D 

MEDICAID  VENDOR  EXPENDITURES  BY  SERVICE 
FISCAL  YEAR  1992 

Olklt 


lit. lit, on 
n./i 


|lolol  VtnJor  Poymenls:  tt54 , 1 56 , 71 ?| 

Note:  Flncel  Yeor  1992  iliits  arc  |>relimln.-iry  nnmhors  aii.l  arc  niihject  to  change. 


ATTACHMENT  E 

MEDICAID  AVERAGE  MONTHLY  NUMBER  OF 
RECIPIENTS  AND  TOTAL  VENDOR  EXPENDITURES 
FISCAL  YEARS  1986-1992 

UEOICAID  AVERAGE  UONTHLY  NUMBER  OF  RECIPIENIS 
AND  TOTAL  VENDOR  E APE  NO  I T UR E S 
riSCAL  TEARS  1906  - 1992 


\ZO  AVtIACt  BONIHLr  AUVIIA  Of  KALONi  |e~I  IIA[KnilU«i;  III  »IUI0»S  Of  OOUAIS  | 
Nnt.i  ri.rnl  Vrrtr  I9i;  J.i.  ftfr  pfrll.lnnry  n.imli.T.  «n-l  nr.  mihjert 


555 

3.4% 

1,324 

8.9% 

3,067 

5.5% 

1,095 

13.2% 

333 

5.8% 

2,831 

27.9% 

1,340 

71.0% 

406 

9.1% 

133 

-30.6% 

10,818  9.2% 


ATTACHMENT  F 

PERINATAL  ADDICTION  RESEARCH  AND  EDUCATION 

A 1989  study  by  the  National  Association  of  Perinatal 
Addition  Research  and  Education  (NAPARE),  found  that  there 
was  very  little  difference  in  the  prevalence  rate  and  types  of 
drugs  used  among  women  seeking  health  care  in  the  public 
and  private  sector.  This  study  showed  that  1 3-1 6%  of  women 
tested  positive  for  drugs  and  alcohol,  and  cocaine  and  mari- 
juana were  the  most  frequently  used  drugs.  White  women  had 
a slightly  higher  incidence  of  positive  tests  (1 5.4%)  than  did 
black  women  (14%).  By  tracking  the  reports  of  positive  tests 
for  six  months,  the  researchers  found  that  10.7%  of  all  black 
women  were  reported  for  child  neglect  and  abuse  because  of 
perinatal  substance  abuse,  but  only  one  percent  of  the  white 
women  were  reported. 

While  there  are  significant  benefits  from  treatment  services 
and  early  intervention,  there  are  significant  barriers  to  these 
services  (only  1 0%  of  the  women  needing  treatment  receive 
it).  The  three  major  barriers  include:  (1)  personal  issues  of 
denial,  shame,  and  fear,  (2)  social  issues  of  their  environment 
and  service  providers  and  (3)  treatment  issues  related  to  cost, 
child  care,  and  services  designed  for  women. 

At  the  most  basic  level,  policymakers  and  care  providers  can 
respond  to  the  maternal  substance  abuse  problem  by  becom- 
ing educated  on  the  signs  and  symptoms  of  abuse.  While  the 
prevention  of  substance  abuse  is  the  most  desired  plan, 
information  on  the  effects  of  substance  use  on  fetal  develop- 
ment indicates  that  treatment  at  any  time  can  have  a positive 
effect. 

This  is  a problem  that  Nebraska  cannot  ignore.  Only  by 
supporting  efforts  to  prevent  substance  abuse  by  women 
while  pregnant  and  offering  gender  based  treatment  services 
for  those  who  need  help  and  support  in  their  goal  of  absti- 
nence can  we  effectively  deal  with  this  health  care  issue. 
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REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaifc,  M.O.,  Omaha  - Chairholder;  Robert  C.  Osborne,  M.D., 
Lincoln  • Board  Liaison;  Allen  D.  Dvorak,  M.D.,  Omaha;  Albert  R.  Frank,  M.D., 
Omaha;  Rodrigo  Comez-Cordero,  M.O.,  Spencer;  Martin  R.  Lohff,  M.D.,  Omaha; 
W.E.  Lundak,  M.D.,  Lincoln;  David  C McMasler,  M.D.,  Auburn;  William  H. 
Norlhwall,  M.D.,  Kearney, 

The  committee  continues  to  monitor  the  licensing  process 
for  the  Low  Level  Radioactive  Waste  Disposal  facility  planned 
for  construction  near  Butte,  Nebraska.  In  this  activity  the 
committee  chairholder  has  met  with  State  Health  Department 
and  Central  Interstate  Compact  officials  to  review  the  current 
status  and  to  explore  any  new  issues  which  might  be  related  to 
health. 

The  licensing  process  continues  in  Phase  II  with  a second 
round  of  questions  submitted,  by  the  State  of  Nebraska  to  the 
Compact  Contractor  U.S.  Ecology,  to  further  clarify  portions  of 
the  licensing  submission.  The  response  to  these  questions  is 
anticipated  in  the  early  fall  time  period.  The  committee  has 
requested  this  information  from  the  state  when  available. 

The  committee  has  obtained  information  from  the  Compact's 
Forum  which  reviewed  publicly,  facility  design,  classification  of 
waste,  hydrology  and  geology  of  the  facility  siting  and  financial 
aspects  of  the  facility.  This  information  is  currently  under 
review  by  the  committee. 

We  have  also  requested  the  Societal  Impact  Report  con- 
tracted by  the  Local  Monitoring  Committee  in  Boyd  County. 
The  Local  Monitoring  Committee  has  raised  the  concern  of 
violence  occurring  as  a result  of  the  continuing  process  of 
construction  and  operation  of  the  facility  mandated  by  federal 
and  state  law.  The  committee  notes  that  the  progress  on  the 
facility  continues  to  fall  behind  the  target  timelines  established 
to  ensure  to  as  great  a degree  as  possible  compliance  with  the 
law's  facility  operation  requirement  in  1993. 

The  U.S.  Supreme  Court  ruling  that  the  so  called  "take  title" 
provision  of  the  Low  Level  Radioactive  Waste  Policy  Amend- 
ments Act  of  1986  was  unconstitutional  has  been  studied  by 
the  committee.  Implications  related  to  this  ruling  have  received 
wide  commentary  and  considerable  media  coverage.  The 
majority  of  the  Act  remains  intact  with  its  provisions  for 
establishment  of  regional  disposal  sites  for  low  level  radioac- 
tive waste.  Issues  related  to  this  act  and  particularly  the  "take 
title"  provision  of  the  act  declared  in  violation  of  the  constitu- 
tion may  continue  to  be  the  subject  of  judicial  process  in  the 
courts.  While  existing  waste  disposal  sites  will  be  available  until 
January  1,  1993,  costs  have  progressively  escalated.  These 
sites  will  then  deny  access  to  states  outside  their  compact  or 
close  altogether.  Recently  South  Carolina  amended  its  Act  to 
accept  waste  at  their  Barnell  site  until  1994  with  additional 
charges  on  waste  from  "out  of  the  region".  The  committee 
recommends  the  following  for  a summary  of  the  Supreme 
court's  ruling:  j.  Rojas-Burke:  Gauging  the  Effect  of  Court  Ruling 
on  LLRW.  journal  of  Nuclear  Medicine,  Vol.  33  No.  8 August 
1992. 

The  U.S.  Senate  has  passed  a resolution  calling  for  the 
reexamination  of  the  Low  Level  Radioactive  Waste  Policy  Act 
(LLRWPA)  in  light  of  the  June  decision  by  the  Supreme  Court 
to  strike  the  "take  title"  provision  of  the  Act  and  that  too  many 
sites  are  being  developed.  The  implications  of  this  resolution 
await  further  Congressional  action. 

In  a teleconference  meeting  August  1 4, 1 992,  the  committee 
discussed  the  foregoing  items  and  will  continue  to  follow  the 
progress  of  implementation  of  the  LLRWA  as  amended  1 986. 
The  committee  remains  vitally  interested  in  matters  of  health 
and  safety  related  to  the  construction  and  operation  of  the  low 
level  radioactive  waste  storage  facility.  Our  principal  role 
continues  to  be  that  of  providing  information  and  education 
(on  issues  of  health  and  safety  in  the  disposal  of  low  level 
radioactive  wastes)  to  our  colleagues,  our  patients,  and  the 


public.  The  NMA  and  AM  A policies  have  been  reviewed  in 
prior  reports  of  this  committee  and  remain  our  position  on  low 
level  radioactive  waste  disposal.  To  continue  our  assessment 
and  estimation  of  radiation  risks  and  the  implications  of  The 
National  Research  Council's  (1990)  report  "Health  Effects  of 
Exposure  to  Low  Levels  of  Ionizing  Radiations  (BEIR  V Report), 
the  committee  has  reviewed  and  recommends  the  following 
special  communication:  William  R.  Hendee,  Ph.D.,  "Estimation 
of  Radiation  Risks",  JAMA,  Aug.  5, 1 992  Vol.  268,  No.  5,  pages 
620-624. 

Physicians,  individually  and  collectively,  must  continue  to 
participate  as  key  resources  in  the  educational  process,  in  order 
to  allow  enlightened  understanding  of  the  effects  of  ionizing 
radiations  and  to  assess  risks  and  benefits  attendant  to  their  use 
in  our  society.  Our  Association's  policy  statement  provides  an 
appropriate  basis  for  rational  decision  making  with  attention  to 
relevant  health  and  safety  aspects  of  low  level  radioactive 
waste  disposal.  We  continue  to  invite  your  participation. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Omaha  - Chairholder;  Charles  F.  Damico,  M.D., 
Haslings-  Board  Liaison;  David  L.  Bacon,  M.D.,  Kearney;  Daniel  R.  Cronk,  M.D., 
Grand  Island;  Roger  H.  Meyer,  M.D.,  Utica;  George  W.  Orr,  M.D.,  Omaha; 
Dwaine  J.  PeeU,  M.D.,  Neligh;  Richard  M.  Pitsch,  )r,  M.D.,  Lincoln;  Herbert  E. 
Reese,  M.D.,  Lincoln;  Mike  Thompson,  Omaha. 

The  Ad-Hoc  Committee  on  Professional  Liability  met  on  May 
6, 1 992,  at  the  NMA  Headquarters  in  Lincoln.  At  that  time,  we 
met  with  representatives  of  St.  Paul  Insurance  Company. 

St.  Paul  announced  a rate  increase  of  1 5%  effective  July  1, 
1992,  due  primarily  to  a claim  rate  increase  of  33.6%  in  the 
State  of  Nebraska.  He  noted  that  the  national  average  for 
premium  increases  is  3.3%.  It  was  noted  that  premiums  have 
dropped  since  1 987,  for  the  most  part,  but  the  loss  incurred  by 
St.  Paul  has  increased,  thus  necessitating  the  current  rate 
increase. 

The  major  factor  in  the  rate  increase  was  that  the  loss  factor 
had  been  greater  than  St.  Paul  had  anticipated.  It  was  noted 
that  the  current  rate  increase  of  1 5%  brings  the  premium  level 
back  to  what  it  was  in  1985. 

Discussion  was  held  regarding  the  retrospective  premium 
plan  which  St.  Paul  had  instituted  a few  years  ago.  This  has 
served  as  a safety  net,  wherein,  if  St.  Paul  experiences  more 
profit  than  anticipated,  they  refund  money  back  to  individual 
physicians.  The  calculations  are  not  made  on  an  individual 
basis,  but  for  the  state  as  a whole.  It  was  announced  that  St. 
Paul  will  be  making  a retrospective  return  in  Nebraska  overall 
of  $99,000.00  for  1 988.  There  will  be  no  return  of  premium  for 
1989  or  1990. 

It  was  noted  that  Nebraska  still  ranks  as  the  third  lowest 
premium  state  behind  Arkansas  and  South  Dakota  for  St.  Paul 
premiums. 

REPORT  OF  THE  AD-HOC  COMMITTEE  RE: 
MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairholder;  Robert  F.  Shapiro,  M.D.,  Lincoln 
- Board  Liaison;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Richard  A.  Blatny,  M.D., 
Fairbury;  David  H.  Filipi,  M.D.,  Omaha;  j.A.  Grubbe,  M.D.,  Lincoln;  Herbert  A. 
Hartman,  Jr.,  M.D.,  Omaha;  Loren  H.  Jacobsen,  M.D.,  Broken  Bow;  Alan  W. 
Langvardt,  M.D.,  Beatrice;  Donald  J.  Pavelka,  M.D.,  Omaha;  Dwaine  J.  Peetz, 
M.D.,  Neligh;  Eric  W.  Pierson,  M.D.,  Lincoln;  Richard  M.  Pitsch,  Sr.,  M.D.,  Seward; 
Richard  A.  Raymond,  M.D.,  Omaha;  Steven  R.  Thomas,  M.D.,  York;  Hiram  R. 
Walker,  M.D.,  Kearney. 

Your  Ad-Hoc  Committee  Re:  Medicare  has  met  on  one 
occasion  since  the  annual  meeting  and  discussed  several  items 
of  concern  referred  to  the  Committee  from  the  House  of 
Delegates,  the  Board  of  Directors,  and  concerned  individual 
physicians. 

Fourteen  committee  members/board  members  and  officers 
were  present  along  with  Kim  Justice,  Doug  Klise,  jay  Lohmann, 
Kay  Vondemkamp,  Dr.  Joseph  Leiker,  Dr.  Thomas  Coolidge, 
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John  Hines,  and  Russell  Doty  from  the  Kansas  Blue  Cross  Blue 
Shield. 

Fifteen  items  of  discussion  were  scheduled  with  an  additional 
five  other  items  discussed.  All  items  directed  by  the  House  and 
Board  of  Directors  were  discussed  including  several  from 
individual  physicians. 

The  first  order  of  business  was  to  introduce  Dr.  Thomas 
Coolidge  who  joins  Dr.  Joseph  Leiker  as  an  Assistant  Medical 
Director.  Drs.  Leiker  and  Coolidge  presented  their  report  for 
the  Committee  which  included  the  proposed  medical  policies 
regarding  allergy  testing  and  equipment,  durable  medical 
supplies  and  oxygen  therapy,  echocardiography,  noninvasive 
vascular  studies,  granulocyte  macrophage  colony  stimulating 
factor,  Mohs  micrographic  surgery,  ophthalmologic  services, 
and  psychiatric  services  as  was  published  in  the  May  1 992 
Medicare  Communique. 

The  Committee  strongly  encourages  all  physicians  to  read 
their  Medicare  Communique  when  it  arrives,  particularly  the 
Communiques  from  the  Medical  Directors  since  proposed 
changes  require  a 45  day  comment  period  and  the  Medical 
Directors  act  accordingly  to  the  comments  received  by  indi- 
vidual physicians.  It  is  interesting  in  this  broad  range  of  pro- 
posed rule  changes  that  minimal  response  occurred  from  the 
membership  regarding  these  issues.  In  order  to  impact  the 
Medical  Directors'  decision  sufficiently,  input  must  be  received 
by  the  carrier  as  to  the  physicians'  opinions  regarding  these 
changes.  A singular  response  from  your  committee  does  not 
carry  as  much  weight  as  multiple  individual  responses  from  our 
membership. 

Considerable  discussion  was  held  regarding  the  interpreta- 
tion of  the  E and  M codes  by  the  carrier,  and  the  Visit  Code 
Comparative  Performance  Reports.  Mr.  Jay  Lohmann  gra- 
ciously offered  the  services  of  the  carrier  to  develop  an 
educational  video  cassette  which  could  be  supplied  to  our 
membership  in  order  to  enhance  the  educational  efforts  re- 
garding the  E & M codes  that  were  carried  out  in  1 991  by  your 
Association  and  by  the  carrier.  These  cassettes  could  be 
obtained  from  the  Association  Office  for  a minimal  fee  and 
could  be  viewed  at  a convenient  time  by  the  physician  and/or 
his  office  staff. 

The  six  month  activity  report  of  the  Nebraska  Medicare 
billings  were  reviewed,  which  in  essence  revealed  that  the 
average  payment  per  claim  in  Nebraska  has  diminished  by 
$1.09  while  the  total  number  of  claims  have  increased  by 
approximately  100,000  claims,  and  the  total  payout  has  in- 
creased by  $3,000,000. 

Considerable  discussion  ensued  regarding  claims  review, 
and  the  Committee  specifically  asked  whether  there  was  true 
peer  review  by  the  carrier  regarding  claims  submitted  and 
subsequently  denied.  Mr.  Lohmann  directed  Drs.  Leiker  and 
Coolidge  to  develop  a provider  audit  list  in  order  to  get  a 
consensus  on  a particular  specialty  and  ask  the  NMA  to 
provide  consultants  for  each  specialty  reviewed. 

Currently,  the  Health  Care  Financing  Administration  has 
listed  53  specialties  and  one  unknown  category.  The  NMA  will 
provide  the  carrier  with  a list  of  specialists  in  these  areas  in 
order  for  the  Provider  Audit  List  of  consultants  to  be  developed. 

Beginning  in  October  of  1992,  a Focus  Medical  Review 
Program  will  be  initiated  in  which  at  least  40  physicians  will  be 
reviewed  and  1 5 medical  prepayment  screens  will  be  devel- 
oped. This  program  primarily  focuses  on  one  code  which  has 
a high  utilization  pattern  compared  to  what  is  happening 
nationally.  It  was  stated  that  HCFA  will  probably  utilize  the 
Focus  Medical  Review  Program  and  will  subsequently  discard 
the  Provider  Audit  List  Program. 

The  Committee  discussed  in  detail  the  difficulty  that  indi- 
vidual physicians  have  in  supplying  the  records  for  transmittal 
to  the  carrier  for  review  within  the  short  time  frame  that  is  given 


to  them  by  the  carrier.  The  Committee  asked  that  the  time 
frame  involved  with  physicians  being  asked  to  supply  copies  of 
records  be  extended  with  the  carrier  representatives  concur- 
ring that  the  letters  had  not  been  sent  out  to  the  physicians  in 
a timely  fashion.  They  will  consider  extending  the  time  limit. 

Discussion  with  the  carrier  and  the  Medical  Directors  re- 
vealed that  the  physicians  in  Nebraska  are  trying  to  do  a good 
job  in  coding  and  are  basically  honest,  but  the  main  problem 
with  coding  and  reimbursement  has  been  documentation  by 
the  physicians.  It  was  noted  that  physicians  may  well  have  to 
do  the  coding  themselves  rather  than  having  the  office  staff 
complete  this  task.  Mr.  Justice  stated  that  her  office  staff  is 
willing  to  come  to  any  individual  physician's  office  to  aid  them 
in  their  coding  procedures  and  educate  the  physician  directly 
if  requested  to  do  so. 

The  Committee  complimented  the  Kansas  Blue  Cross  Blue 
Shield  in  their  efforts  to  educate  physicians  in  Nebraska 
regarding  the  new  coding  procedures  as  well  as  the  content  of 
the  Medical  Directors'  pink  sheets"  which  were  quite  informa- 
tive, and  urged  all  of  the  NMA  membership  to  read  closely. 

The  membership  should  be  aware  that  the  Medicare  System 
Reform  Package  was  approved  on  July  1,  1992  by  the  House 
Ways  and  Means  Subcommittee  on  Health  which  included  a 
number  of  changes  in  Medicare  physician  reimbursement 
policies. 

The  following  are  provisions  that  are  of  particular  interest  to 
NMA  membership: 

1 . The  current  policy  of  paying  new  physicians  less  than  the 
full  Medicare  Fee  Schedule  amount  during  their  first  four 
years  of  practice  would  be  discontinued. 

2.  Payment  for  the  interpretation  of  electrocardiograms 
would  be  reinstated.  To  compensate  for  the  resulting 
increase  in  Medicare  program  costs  HCFA  would  be 
directed  to  reduce  payments  slightly  for  all  E and  M 
services,  implement  an  across  the  board  reduction  of 
approximately  0.37%  in  payments  for  all  physician  ser- 
vices, and  reduce  payment  by  approximately  1 .3%  for  all 
services  that  are  still  in  the  process  of  transition  to  the  full 
Medicare  Fee  Schedule  amount. 

3.  The  time  allowed  for  physicians  to  submit  claims  to 
Medicare  would  be  shortened  from  one  year  to  six 
months. 

4.  The  Physician  Payment  Review  Commission  would  be 
directed  to  study  the  appropriateness  of  Medicare  pay- 
ments for  trauma  and  critical  care. 

This  reform  package  is  now  presently  before  the  House 
Ways  and  Means  Committee,  and  I would  encourage  the 
individual  membership  to  write  their  congressmen  in  order  for 
the  package  to  advance  to  the  floor  for  debate. 

Finally,  it  should  be  noted  that  the  "limiting  charge"  process 
will  change  in  October,  which  will  affect  the  balance  billing  by 
the  47%  of  Nebraska  physicians  who  are  non-participating  in 
the  Medicare  program. 

The  Chairman  wishes  to  thank  the  members  of  this  commit- 
tee for  their  time  and  hard  work  involving  this  complex  issue. 

REPORT  OF  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman,  M.D., 
Columbus  - Board  Liaison;  judith  A.  Butler,  M.D.,  Superior;  Paul  E.  Collicott,  M.D., 
Lincoln;  Richard  O.  Forsman,  M.D.,  Omaha;  James  A.  Fosnaugh,  M.D.,  Lincoln; 
Benjamin  R.  Celber,  M.D.,  Lincoln;  Charles  D.  Gregorius,  M.D.,  Lincoln;  Robert 
D.  Harry,  M.D.,  Lexington;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Linda  S.  Head, 
M.D.,  Bellevue;  Tamara  R.  Johnson,  M.D.,  Cambridge;  L.  Jay  McIntyre,  M.D., 
Omaha;  D.  C.  O'Leary,  M.D.,  Omaha;  George  W.  Orr,  M.D.,  Omaha;  Robert  G. 
Osborne,  M.D.,  Lincoln;  Richard  A.  Raymond,  M.D.,  Omaha;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Eileen  C.  Vautravers,  M.D., 
Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D.,  Omaha;  Robert 
Drvol,  Jr.,  Omaha. 
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The  Commission  on  Legislation  and  Governmental  Affairs 
presents  the  following  report  to  the  House  of  Delegates. 

The  Commission  plans  to  meet  in  October  for  purposes  of 
addressing  various  legislative  issues  we  anticipate  will  be 
considered  by  the  1993  Nebraska  Legislature  when  it  con- 
venes in  January. 

The  Commission  utilizes  a physician  contact  list  for  all 
senators  which  will  be  finalized  following  the  November 
election.  In  addition,  a major  role  in  legislative  contact  is  played 
by  the  general  membership  of  the  Association  and  the  Auxil- 
iary. The  contact  of  members  of  the  Legislature  by  Association 
members  and  auxilians  is  extremely  important  and  strongly 
encouraged  by  the  Commission.  The  status  of  current  legisla- 
tion will  once  again  be  carried  in  various  issues  of  the  Associa- 
tion newsletter. 

The  Commission  urges  physicians  and  their  spouses  to  be 
active  in  the  November  election.  It  is  important  that  you 
communicate  with  the  candidate  you  support  and  assist  in  the 
campaign  to  the  extent  possible. 

While  the  Commission  will  inform  all  members  of  the  Asso- 
ciation of  our  recommended  position  on  various  legislative 
issues,  we  certainly  encourage  your  input  at  any  time. 

The  House  of  Delegates  and/or  the  Board  of  Directors  have 
referred  several  issues  to  the  Commission  which  will  be 
considered  at  our  October  meeting.  The  first  item  concerned 
Resolution  #1  7 (A  92)  which  dealt  with  physicians  who  review 
cases  for  insurance  companies.  While  we  feel  that  LB  428  as 
passed  by  the  Legislature  during  the  last  session  will  address 
this  matter  in  part,  we  will  review  the  situation  as  it  now  exists 
in  Nebraska.  LB  428  was  a bill  which  regulated  utilization 
review. 

When  we  meet,  the  Commission  will  also  consider  Resolu- 
tion #9  (A  92)  which  was  referred  to  us  by  the  Board  of 
Directors.  This  resolution  addresses  the  possibility  of  amending 
Nebraska  statutes  to  protect  data  collected  in  the  formal 
process  of  physicians  doing  quality  improvement  and  quality 
assurance  in  their  own  office  from  malpractice  discovery. 

Resolution  #12  (A  92)  which  dealt  with  insurance  policy 
coverage  for  routine  immunizations  will  also  be  considered  by 
the  Commission  when  we  meet.  Legislative  proposals  have 
been  introduced  which,  in  part,  address  this  matter,  and  other 
initiatives  are  also  underway  regarding  this  issue. 

REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.W.  Basier,  M.D.,  Lincoln  •Chairholder;  Herbert  A.  Hartman,  )r.,  M.D., 
Omaha  - Board  Liaison;  David  E.  Borg,  M.D.,  Falls  City;  H.  Jeoffrey  Deelhs,  M.D., 
Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk;  )ohn  ].  Hoesing,  M.D.,  Omaha;  Glen 
F.  Lau.  M.D.,  Lincoln;  Michael  ].  McCahan,  M D.,  Lincoln;  Scotl  Shipman,  Omaha 

The  Commission  on  Public  Affairs  had  a particularly  eventful 
year,  working  through  the  transition  of  public  relations  firms, 
which  provide  the  initial  drafts  of  news  copy  the  Commission 
is  responsible  for  preparing  for  the  NMA,  for  release  to  the 
media.  During  the  year,  the  chair  of  the  Commission  continued 
to  meet  with  the  Executive  Director  and  Assistant  Executive 
Director  as  well  as  correspond  with  our  new  public  relations 
team  to  investigate  potential  areas  to  focus  our  energy  and 
resources  to  enhance  the  public  relations  functions  of  the 
NMA.  The  officers  and  members  of  the  Commission,  remain 
most  impressed  with  the  enthusiasm  and  capabilities  of  their 
new  public  relations  people,  Marie  de  Martinez  and  Carol  Jess. 
An  example  of  their  abilities  to  respond  quickly  and  compe- 
tently to  Commission  requests  was  the  state-wide  press  release 
warning  of  the  potential  dangers  from  epilation  and  "tanning 
beds". 

The  Commission  has  continued  its  regular  responsibilities 
including  providing  the  state-wide  press  with  an  annotated  pre- 
release copy  of  the  Nebraska  Medical  lournal.  and  producing 


"Health  Tips"  for  Nebraska  radio  stations  and  newspapers. 
These  short  press  releases,  discussing  areas  of  general  health 
interest,  are  provided  monthly  and  are  utilized  by  radio  stations 
and  newspapers.  The  Commission  also  distributes  taped  health 
messages  from  the  NMA  president.  The  Auxiliary  has  gra- 
ciously volunteered  to  increase  exposure  to  these  releases  by 
personally  contacting  newspapers  and  radio  stations  in  smaller 
communities,  with  considerable  success. 


REPORT  OF  THE 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  - Chairholder;  Allen  D.  Dvorak,  M.D.,  Omaha 
- Vice-Chairholder;  Darroll  |.  Loschen,  M.D.,  York  - Board  Liaison;  Charles  L. 
Barton,  M.D.,  Lincoln;  Paul  E.  Collicott,  M.D.,  Lincoln;  john  ).  Hoesing,  M.D., 
Omaha;  Mark  B.  Horton,  M.D.,  Lincoln;  Dale  E.  Michels,  M.D.,  Lincoln;  Frederick 
F.  Paustian,  M.D.,  Omaha;  jerald  R.  Schenken,  M.D.,  Omaha;  Wm.  A.  Schlffermiller, 
M.D.,  Omaha;  Mylan  R.  VanNewkirk,  M.D.,  Scottsbiuff;  Gregg  F.  Wright,  M.D., 
Lincoln. 

The  Committee  on  Health  Planning  has  been  very  active  in 
its  deliberations  since  the  last  report  to  the  House  of  Delegates, 
having  held  two  meetings,  a planning  retreat  and  having 
members  selected  to  serve  on  the  Governor's  Blue  Ribbon 
Coalition.  The  national  health  scene  and  health  care  reform 
activities  of  other  states  have  been  monitored. 

It  is  apparent  that  comprehensive  state  reform  activities  find 
many  roadblocks  with  ERISA,  antitrust  laws,  and  Medicaid  and 
Medicare  regulations.  An  even  playing  field  is  difficult  to  obtain 
without  waivers  from  the  federal  government. 

The  NMA's  Health  Care  Reform  paper  has  been  presented  to 
the  Blue  Ribbon  Coalition  to  Study  Health  Care  in  Nebraska 
and  the  paper's  considerations  have  been  an  active  focus  in  the 
deliberations  of  the  Coalition.  The  Coalition,  although  com- 
prised of  appropriate  representation,  has  been  thwarted  through 
lack  of  staff  and  financing.  Progress  has  been  slow  but  the 
Coalition  appears  to  be  the  best  vehicle  through  which  reform 
can  occur  on  a state  level. 

The  Coalition  has  developed  a set  of  principles  for  reform  but 
has  not  made  the  necessary  critical  choices  that  will  need  to  be 
made  to  arrive  at  a health  reform  package.  Some  other  states 
are  ahead  of  us  in  this  planning  process  and  their  results  are 
serving  as  valuable  information  for  the  Coalition. 

The  Coalition's  goal  is  a comprehensive  health  plan,  keeping 
quality,  access  (both  financial  and  geographical),  and  cost  in 
proper  perspective.  Societal  input  after  further  development 
will  be  a very  necessary  component.  A mechanism  for  this 
input  has  not  yet  been  developed.  Considerations  of  utilizing 
public  TV  or  state-wide  satellite  transmission  have  been  dis- 
cussed. The  Health  Planning  Committee  serves  as  a very 
important  resource  of  information  to  the  members  serving  on 
the  Governor's  Blue  Ribbon  Coalition. 

During  the  Committee's  planning  retreat  held  June  3,  an 
intensive  effort  was  made  to  identify  specific  action  steps  the 
Association  could  endorse  and  work  toward  in  support  of 
health  care  reform  in  Nebraska. 

Using  a focused  group  process,  retreat  participants  identified 
twenty-six  potential  action  steps  for  consideration.  These  steps 
were  grouped  in  the  four  categories  of  health  insurance  issues, 
physician  issues,  government  policy  and  patient  issues.  Follow- 
ing substantial  discussion  on  each,  participants  were  asked  to 
vote  for  the  six  items  they  felt  to  be  most  important  for  the 
Association  to  support.  Eight  of  the  twenty-six  were  clearly 
favored. 

The  Committee  asks  House  approval  of  the  eight  most- 
favored  action  steps  shown  below: 

HEALTH  INSURANCE  ISSUES 

1.  Mandate  health  insurance  coverage  for  all  with 
community  rating. 

2.  Decouple  health  insurance  from  employment. 
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PHYSICIAN  ISSUES 

1.  Increase  the  number  of  primary  care  physicians  in  the 
state  and  improve  incentives  for  primary  care  practice. 

GOVERNMENT  POLICY 

1 . Prioritize  available  medical  services  with  resource 
allocation  based  on  those  priorities. 

2.  Regionalize  medical  services. 

PATIENT  ISSUES 

1 . Obtain  a public  definition  of  what  constitutes  basic  health 
care  services. 

2.  Increase  copayments  and  cost  sharing  for  the  public. 

3.  Increase  public  understanding  of  the  problems  associated 
with  health  care  issues. 

The  Committee  spent  considerable  time  discussing  the 
Medicaid  system  in  Nebraska,  and  reviewing  the  elements  of 
access  and  cost  associated  with  the  program.  The  Committee 
worked  closely  in  conjunction  with  the  Ad-Hoc  Committee  on 
Medicaid  on  these  issues  and  believes  the  best  current  informa- 
tion for  the  House  is  found  in  the  Ad-Hoc  Committee's  report 
and  the  report  of  the  Nebraska  Department  of  Social  Services. 
As  indicated  above,  any  comprehensive  health  plan  for  the 
State  of  Nebraska  will  require  waivers  from  the  federal  govern- 
ment with  respect  to  the  Medicaid  program. 

The  Committee's  review  of  published  materials  on  other 
state  and  national  plans  has  continued  and  members  have 
been  favorably  impressed  by  the  managed  care  concept 
espoused  in  the  Iowa  plan,  the  jackson  Hole  Croup  Report, 
and  other  planning  documents.  Clearly,  the  physician's  role  in 
providing  health  care  logically  leads  to  a system  where  physi- 
cians could  manage  health  care  delivery,  based  on  our  interests 
as  professionals  and  society's  best  interest.  The  Committee 
intends  to  further  develop  this  concept  for  subsequent  reports 
to  the  House. 


REPORT  OF  THE 

NMA  PRO  OVERVIEW  COMMIHEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha  • Chairholder;  Robert  F.  Shapiro,  M.D., 
Lincoln  - Board  Liaison;  David  L.  Bacon,  M.D.,  Kearney;  William  F.  Becker,  M.D., 
Norfolk;  A.  H.  Bergman,  M.D.,  Fremont;  Dennis  M.  Connolly,  M.D.,  Lincoln;  Doak 
P.  Doolittle,  M.D.,  Holdrege;  Glen  A.  Forney,  M.D.,  Scottsbiuff;  C.T.  Frerichs, 
M.D.,  Beatrice;  Thomas  F.  Gallagher,  M.D.,  Omaha;  Richard  jackson,  M.D., 
Pawnee  City;  jack  K.  Lewis,  M.D.,  Omaha;  M.  jack  Mathews,  M.D.,  Lincoln; 
Frederick  F.  Paustian,  M.D.,  Omaha;  John  C.  Sage,  M.D.,  Omaha;  Thomas  j. 
Clinch,  Omaha. 

The  PRO  Overview  Committee  met  on  June  10,  1992.  The 
consensus  of  the  House  of  Delegates  from  the  Spring  meeting 
that  there  was  continued  unfair  intensity  of  review  by 
Sunderbruch  in  the  rural  setting  in  Nebraska  was  discussed  in 
detail.  The  Committee  accepted  the  perception  that  there  was 
unfair  intensity  of  review.  Fortunately,  additional  physicians 
have  been  sending  their  Level  II  and  Level  III  concerns  to  the 
Committee  to  evaluate.  The  specific  mechanism  for  handling 
the  Level  II  and  Level  III  concerns  involves  having  all  of  them 
go  to  the  Chairman  of  the  PRO  Grievance  Committee,  Doctor 
John  Sage,  for  review  and  adjudication.  All  letters  reporting 
Levels  II  and  III  will  receive  a response  from  the  Committee  that 
they  have  been  received,  the  types  of  problems  will  be 
catalogued  for  further  discussion  with  Sunderbruch.  Doctor 
Sage  reported  that  he  and  the  Chairman  of  the  PRO  Overview 
Committee  met  with  Sunderbruch  leadership  and  discussed 
some  of  these  detailed  problems. 

The  Committee  voted  that  the  PRO  Grievance  Committee 
should  review  in  detail  all  Level  II  issues  that  have  been  upheld 
by  Sunderbruch  despite  appeals  from  the  physicians. 

Further  discussion  from  the  Ftouse  indicated  that  the  PRO 
Overview  Committee's  charge  should  be  expanded  to  include 
defining  quality  as  it  relates  to  the  delivery  of  health  care.  Mr. 
Charles  Pallesen,  NMA  attorney,  reviewed  the  legal  factors 
regarding  this  role.  Mr.  Pallesen  asked  the  Committee  to  adopt 


the  PRO  Regulation  and  Peer  Review  Statute  language  as  part 
of  its  procedure  and  functioning  capacity  to  better  help  us  work 
in  the  future. 

The  following  motion  was  passed  by  the  Committee  to 
reflect  these  bylaws  changes  which  will  be  forwarded  to  the 
NMA  Board  of  Directors  and  its  bylaws  committee: 

1.  The  PRO  Overview  Committee  may  interact  with  con- 
tracted PRO  organizations  for  Nebraska  in  support  of 
Nebraska  physicians  where  appropriate  and  define  qual- 
ity as  related  to  the  delivery  of  health  care: 

2.  Aid  in  prompt  preparation  for  discussion,  a provider  or 
practitioner,  directly  or  through  counsel,  with  patient 
records  disclosed  to  this  Committee  so  that  members  of 
this  Committee  may  serve  as  expert  witnesses  without 
violating  any  non-disclosure  requirements,  all  in  accor- 
dance with  the  PRO  manual.  Paragraph  6025(c)(1); 

3.  The  PRO  Overview  Committee  shall  serve  as  a peer 
review  committee  in  accordance  with  Nebraska's  statutes 
when  appropriate. 

Mr.  Pallesen  further  discussed  the  Committee  dealing  with 
the  definition  of  quality  medicine  and  noted  his  concern  with 
the  change  from  being  an  advocate  for  the  physician  to  the 
position  of  being  an  expert  witness,  when  the  physician  is 
perhaps  practicing  sub-standard  medicine.  Mr.  Pallesen  stated 
the  Committee  should  utilize  the  Board  of  Councilors  as  they 
have  been  in  the  past  in  quality  issue  problems. 

Subcommittees  were  assigned.  Doctor  John  Sage  will  chair 
the  Omaha  subcommittee;  Doctor  Jack  Mathews  will  chair  the 
Lincoln  subcommittee  along  with  Doctor  Dennis  Connolly  as 
vice<hairman;  and  Doctor  C.T.  Frerichs  will  chair  the  outstate 
committee.  Doctor  Loschen  has  been  asked  to  help  find  a vice- 
chairman  for  the  outstate  committee  and  also  to  appoint  two 
general  surgeons  to  the  PRO  Committee  and  Grievance 
Committee.  Following  the  Fall  Session  of  the  House,  the 
Committee  will  schedule  additional  meetings  to  further  these 
plans. 

REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMIHEE 

David  L.  Bacon,  M.D.,  Kearney  - Chairman;  Richard  H.  Meissner,  M.D.,  Omaha 
- Board  Liaison;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  Charles  D.  Gregorius,  M.D., 
Lincoln;  Sushil  S.  Lacy,  M.D.,  Lincoln;  Royce  A.  Mueller,  M.D.,  Lincoln;  Sally 
O’Neill,  Ph.D.,  Omaha;  Frederick  F.  Pauslian,  M.D.,  Omaha;  Richard  |.  Stilcher, 
M.D.,  Lincoln;  Wesley  C.  Wilhelm,  M.D.,  Omaha. 

Since  the  Nebraska  Medical  Association  met  at  its  annual 
meeting,  the  Scientific  Sessions  Committee  has  met  on  three 
occasions  regarding  the  annual  meeting  of  1 993.  The  plan  for 
the  annual  meeting  will  be  as  follows: 

Friday  will  be  devoted  to  the  business  of  the  Association.  A 
special  evening  is  in  the  process  of  being  planned  on  Friday 
which  hopefully  will  involve  the  use  of  the  Lied  Center  and  the 
Sheldon  Art  Gallery.  The  Scientific  Sessions  Committee  would 
like  to  suggest  to  the  specialty  societies  that  they  meet  for 
breakfast  business  meetings  early  Saturday  morning.  The  Sat- 
urday meeting  will  be  focused  on  medical  ethics,  access  to 
health  care,  health  care  delivery  and  health  care  financing.  The 
general  heading  of  the  day's  meeting  will  be  "Health  Care 
Rationing  - It's  Coming".  The  plan  is  to  get  speakers  of  national 
merit  to  address  the  major  issues  with  break-out  meetings  to 
discuss  more  specific  issues.  It  is  the  hope  of  the  Scientific 
Sessions  Committee  that  we  will  be  able  to  utilize  medical, 
ethical,  religious,  political  and  legal  speakers  to  make  this  a very 
provocative  and  interesting  day.  Saturday  evening  will  be  the 
inauguration  banquet  and  Sunday  morning  will  be  the  remain- 
der of  the  business  of  the  Association. 

Since  the  last  annual  session,  the  Scientific  Sessions  Commit- 
tee has  also  approved  co-sponsorship  of  an  ophthalmologic 
meeting  with  the  Academy  of  Ophthalmology  to  be  held  in 
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Scottsbiuff  this  fall.  At  this  time  we  have  not  addressed  some 
of  the  other  issues  which  the  committee  was  directed  to 
address,  namely  those  regarding  co-sponsorship  of  meetings 
and  remedial  education  programs.  These  will  be  addressed  at 
subsequent  meetings  as  the  annual  meeting  gets  a firmer  basis. 

REPORT  OF  THE  NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Lincoln  - Chairholder;  Ronald  W.  Klutman,  M.D., 
Columbus  - Board  Liaison;  Samuel  E.  Boon,  M.D.,  Lincoln;  Robert  C.  Penn,  M.O., 
Omaha;  jane  S.  Roccaforte,  M.D.,  Omaha;  Philip  W.  Smith,  M.D.,  Omaha;  Scot 
C.  Sorensen,  M.D.,  Lincoln. 

The  Task  Force  on  AIDS  met  to  consider  House  of  Delegates' 
Resolution  #15  (A92)  which  the  House  referred  to  us  "for 
further  discussion  and  possible  revision."  Resolution  #15,  as 
submitted  to  the  Task  Force,  read  as  follows: 

"WHEREAS,  the  AMA  Code  of  Ethics  requires  physi- 
cians to  care  for  patients  regardless  of  HIV  status; 

WHEREAS,  the  risk  of  transmission  of  HIV  from  physi- 
cian to  patient,  even  during  invasive  procedures  is  negli- 
gible; 

WHEREAS,  physicians  are  not  able  to  test  their  patients 
for  HIV  without  consent  of  the  patient; 

RESOLVED,  mandatory  HIV  testingof  physicians  should 
not  be  required; 

Physician  is  not  required  to  disclose  his  HIV  status  to  his 
patient; 

Standard  of  practice  and  hospital  privilege  should  be 
determined  on  the  basis  of  competence  without  regard  to 
HIV  status." 

Following  careful  consideration,  the  Task  Force  submits  the 
following  revised  resolution  for  the  approval  of  the  House: 

"WHEREAS,  the  AMA  Code  of  Ethics  requires  physi- 
cians to  care  for  patients  regardless  of  HIV  status; 

"WHEREAS,  the  risk  of  transmission  of  HIV  from  physi- 
cian to  patient,  even  during  invasive  procedures  appears 
to  be  extremely  low; 

THEREFORE,  BE  IT  RESOLVED,  that  mandatory  HIV 
testing  of  physicians  should  not  be  required,  and 

BE  IT  FURTHER  RESOLVED,  that  standard  of  practice 
and  hospital  privilege  should  not  be  determined  on  the 
basis  of  HIV  status  alone,  but  on  physical  and  mental 
competency." 

Additionally,  the  Task  Force  considered  a memorandum 
from  NMA  legal  counsel  regarding  informed  consent  and  HIV 
testing.  The  Task  Force  submits  the  following  statement  for  the 
approval  of  the  House: 

"Physicians  should  always  obtain  informed  consent 
prior  to  HIV  testing  except  in  emergency  situations  when 
the  patient  may  not  be  able  to  give  the  consent  and  for 
reasons  of  treatment  the  physician  needs  to  know  the  HIV 
status." 

The  Task  Force  stands  ready  to  address  additional  items  and 
concerns  which  the  House  may  direct  us. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  - Chairholder;  Perry  T.  Williams,  M.D., 
Omaha  - Board  Liaison;  Judith  A.  Butler,  M.D.  Superior;  Dale  W.  Ebers,  M.D., 
Lincoln;  Richard  M.  Fruehling,  M.D.,  Grand  Island;  Roger  A.  Jacobs,  M.D., 
Seward;  Luke  P.  Lemke,  M.D.,  Columbus;  Dale  E.  Michels,  M.D.,  Lincoln;  Michael 
R.  Nabity,  M.D.,  Omaha;  Harold  M.  Nordlund,  M.D.,  York;  Samuel  H.  Perry,  M, 
M.D.,  North  Platte;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln;  Eugene  A.  Waltke,  M.D., 
Omaha;  Wayne  K.  Weston,  M.D.,  Lexington. 

The  Ad-Hoc  Committee  on  Medicaid  Services  met  on  July 
29,  1 992.  The  points  of  discussion  included  the  assessment  of 
access  problems  and  how  that  could  best  be  accomplished. 


The  Department  of  Social  Services  will  be  developing  a mecha- 
nism to  identify  better  the  distribution  of  Medicaid  patients 
within  the  medical  practitioner  community.  Three  points  were 
addressed  as  requested  by  the  Ad-Hoc  Committee  on  Health 
Planning.  It  was  the  consensus  that  cutting  Medicaid  optional 
services  as  a mechanism  for  dealing  with  the  current  budgetary 
deficit  was  not  likely  to  be  helpful  since  clients  requiring 
services  would  only  seek  other  practitioners  for  these  services 
and  quite  possibly  would  incur  a greater  financial  burden  than 
if  the  present  mechanisms  were  perpetuated.  Discussion  took 
place  with  respect  to  "hold  harmless"  coverage  of  liability 
claims  for  physicians  seeing  Medicaid  patients  in  the  state  of 
Nebraska.  While  this  is  being  done  to  a limited  degree  in 
Missouri,  it  does  not  appear  to  be  likely  to  occur  in  Nebraska. 
As  mentioned  earlier  the  access  situation  specifically  in  Omaha 
was  addressed  and  is  an  ongoing  point  of  evaluation.  Finally, 
the  provider  tax  was  discussed  as  a possible  avenue  of  redress 
to  the  state's  budgetary  problems.  The  Nebraska  Medical 
Association's  position  is  that  the  Medicaid  financing  problem  is 
a societal  problem  and  should  not  be  solved  by  taxation  of 
providers  and  practitioners,  or  of  the  sick  and  disabled.  The 
Medicaid  Committee  reiterated  our  support  for  the  Depart- 
ment of  Social  Services  and  our  willingness  to  participate  with 
them  as  well  as  with  our  legislative  representatives  in  working 
toward  a solution  to  the  budgetary  issue.  The  impact  of  budget 
cuts  as  well  as  provider  taxes  was  extensively  discussed  in  the 
light  of  access  issues  as  well  as  impact  on  patients  per  se'.  A 
"white  paper",  outlining  the  Nebraska  Medical  Association's 
position  on  this  issue  was  suggested  and  is  being  formulated  by 
the  Board  of  Directors. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  • Chairholder;  Kenton  L.  Shaffer,  M.D., 
Kearney  • Vice  Chairholder;  Ronald  W.  Klutman,  M.D.,  Columbus  - Board  Liaison. 

SECTION  ON  MATERNAL  & FETAL  MORTALITY  REVIEW 

Craig  A.  Bassett,  M.D.,  Omaha;  Daniel  C.  Bohi,  M.D.,  Omaha;  Ernest  K. 
Bussinger,  M.D.,  Scottsbiuff;  James  H.  Elston,  M.D.,  Omaha;  Terence  K.  Foote, 
M.D.,  Hastings;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe,  M.D., 
Omaha;  Cary  D.  Milius,  M.D.,  Lincoln;  George  W.  Orr,  M.D.,  Omaha;  Carl  V. 
Smith,  M.D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Bruce  A.  Buehler,  M.D.,  Omaha;  Clarence  Davis,  Jr.,  M.D.,  Osceola;  Kurt  W. 
Lesh,  M.D,,  YorJ<;  Gerald  W.  Luckey,  M.D.,  David  City;  Howard  W.  Needelman, 
M.D.,  Omaha;  Fred  J.  Pettid,  M.D.,  Bellevue;  David  P.  Schor,  M.D.,  FAAP,  Lincoln; 
Jon  A.  Vanderhoof,  M.D.,  Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln;  Paige 
ChaHeston,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health  met 
at  the  NMA  Headquarters  on  August  2 7, 1 992.  The  Committee's 
Agenda  included  the  following: 

1 . A restructuring  of  the  Committee 

2.  A report  of  the  Director  of  Maternal  & Child  Health 

3.  Status  of  Hepatitis  B 

4.  Academy  and  College  statements  and  policy. 

Restructuring  of  the  Committee  has  resulted  in  four  specific 
components.  Three  of  the  four  components  deal  directly  with 
death  review  and  the  fourth  component  deals  with  child  and 
adolescent  health.  Doctor  Bausch  explained  the  rationale  for 
dividing  the  Committee  based  on  the  types  of  reviews  that  the 
Committee  was  considering.  The  first  subsection  headed  by 
Doctor  Bill  Orr  deals  with  maternal  mortality.  This  subcommit- 
tee will  periodically  publish  case  summaries  relative  to  mater- 
nal deaths  in  the  State  of  Nebraska  in  the  Nebraska  Medical 
lournal.  The  subcommittee  will  also  share  with  the  Board  of 
Directors  of  the  NMA  and  the  Nebraska  Department  of  Health 
areas  of  education  that  are  needed  relative  to  cases  in  which 
preventable  factors  of  death  may  have  existed.  The  subcom- 
mittee will  also  provide  information  to  a regional  registry  in 
Kansas  City  for  collaboration  of  regional  data. 
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The  second  subcommittee  headed  by  Doctor  Carl  Smith 
deals  with  the  review  of  fetal  death,  and  has  limited  its  scope 
to  that  of  birth  asphyxia  and  hypoxia.  The  subcommittee  will 
report  periodically  to  the  Ad-Hoc  Committee  as  a whole  with 
respect  to  educational  needs. 

The  third  subcommittee  headed  by  Doctor  Howard 
Needelman  will  focus  on  neonatal  deaths  occurring  in  hospi- 
tals not  designated  as  having  level  II  and  level  III  neonatal 
intensive  care  units.  Again,  this  subcommittee  will  share  its 
findings  with  the  Committee  as  a whole. 

The  fourth  section  on  child  and  adolescent  health  will  be 
headed  by  Doctor  Gregg  Wright  with  focus  on  the  current 
status  of  immunization  practices,  and  current  concerns  related 
to  child  and  adolescent  health. 

The  following  recommendations  were  made  by  the  Commit- 
tee relative  to  the  new  restructuring: 

1 . That  personal  contact  be  made  with  the  Chancellor  of 
the  University  of  Nebraska  Medical  Center  stressing 
the  importance  of  providing  information  for  this  im- 
portant review. 

2.  That  requests  made  by  the  Committee  to  practicing 
physicians  will  be  duplicated  and  a copy  of  the  request 
sent  to  the  medical  records  department  for  the  respec- 
tive hospital. 

3.  That  the  Committee  develop  a contact  person  in  the 
Bureau  of  Vital  Statistics  in  order  to  provide  death 
certificates  to  the  Committee  in  a more  timely  fashion. 

Doctor  David  Schor,  the  Director  of  Maternal  and  Child 
Health,  presented  his  report  to  the  Committee.  The  first  item 
involved  the  immunization  action  plan  for  the  State  of  Ne- 
braska, the  objective  of  which  is  to  provide  age-appropriate 
immunizations  to  at  least  90%  of  Nebraska's  24-month  old 
children.  The  application  for  federal  assistance  has  a total 
request  of  $2.6  million  with  approximately  $1.4  million  allo- 
cated specifically  to  the  purchase  of  vaccines.  Doctor  Schor 
also  presented  the  report  of  the  Maternal  and  Child  Health 
Block  Grant  Program  for  fiscal  year  1991.  Of  interest  was  the 
fact  that  during  the  year  1991,  the  percentage  of  live  births  to 
women  who  began  prenatal  care  in  the  first  three  months  of  life 
was  81.7%,  with  a national  target  date  for  the  year  2000  of 
90%.  Additionally,  the  fetal  death  rate  in  1991  was  7.2%,  with 
a national  target  rate  for  the  year  2000  of  5%.  The  percentage 
of  low-birth  weight  infants  for  1 99 1 was  5.6%,  with  the  national 
target  for  the  year  2000  of  5%,  and  the  infant  mortality  rate  for 
Nebraska  in  1991  was  7.5%  with  a national  target  for  the  year 
2000  of  7%. 

Doctor  Schor  also  presented  the  maternal  and  child  health 
block  grant  application  for  fiscal  year  1 993  which  requests  a $4 
million  application  to  provide  funding  for  the  maternal  and 
child  health  program  and  the  medically-handicapped  children's 
program.  The  percentage  allocations  of  the  federal  grant  are 
approximately  equally  divided  with  a slight  increase  in  funding 
to  services  for  children  and  adolescents. 

Doctor  Schor  presented  a new  program  to  review  deaths 
among  children,  incorporating  the  concept  of  a child  death 
review  team.  Approximately  half  of  the  states  now  have  such 
teams,  which  are  multi-disciplinary.  Some  feel  as  many  as  50% 
of  the  child  deaths  may  be  related  to  social  as  well  as  medical 
problems. 

The  Committee  thanked  Doctor  Schor  for  his  excellent 
report  and  continuing  effort  to  provide  care  for  pregnant 
mothers,  infants,  and  children. 

The  Committee  discussed  at  length  the  issue  of  Hepatitis  B 
disease  in  the  State  of  Nebraska.  The  consensus  is  that  most 
primary  care  physicians  include  the  Hepatitis  B screen  at  the 
time  the  prenatal  profile  is  drawn  on  the  pregnant  woman. 
Ihere  was  also  a consensus  among  the  obstetricians  that  this 
practice  has  become  routine.  There  was  some  concern  ex- 


pressed that  mothers  without  prenatal  care  who  deliver  in  rural 
hospitals  may  not  always  receive  a screening  for  Hepatitis  at 
the  time  of  delivery.  It  was  also,  however,  the  consensus  of  the 
primary  care  physicians  that  the  incidence  of  Hepatitis  B 
disease  in  rural  Nebraska  is  minuscule. 

The  Committee  addressed  the  issue  of  infant  immunization 
for  Hepatitis  B and  although  the  consensus  is  that  in  the  public 
health  sense,  physicians  are  in  agreement  as  to  the  importance 
of  the  vaccine,  the  mechanics  of  administration  and  the  cost 
and  additional  procedures  from  immunizations  have  not  yet 
been  clarified. 

ACTION: 

The  Committee  recommends  that  a letter  be  addressed  to 
the  Nebraska  Association  of  Pathologists  requesting  a collec- 
tion of  data  over  a period  of  a year  to  determine  how  many 
screens  are  being  done  on  pregnant  women  over  the  course  of 
a year  and  how  many  positive  surface  antigen  tests  are 
reported  during  that  period.  It  is  hoped  that  this  information  will 
provide  a better  basis  for  strategy  planning  for  Hepatitis  with 
the  Committee. 

The  final  issue  involved  Academy  and  College  policy  state- 
ments. The  concerns  expressed  by  the  Committee  centered 
around  the  manner  in  which  the  Hepatitis  B issue  was  intro- 
duced to  physicians.  There  was  a concern  that  on  occasion,  the 
information  was  given  to  the  press  and  public  in  advance  of 
scientific  data  and  information  from  the  respective  academies 
being  provided  to  the  practicing  physicians.  There  is  also  a 
concern  when  an  academy  or  college  makes  a policy  state- 
ment that  becomes  the  acceptable  standard  of  care  at  a time 
when  it  is  impractical  for  the  medical  community  to  be  able  to 
comply  with  such  statements.  In  addition  to  the  issue  of 
Hepatitis  B,  a concern  was  raised  as  to  the  recent  public 
announcement  of  infants  positioning  in  a potential  reduction  of 
Sudden  Infant  Death  Syndrome.  Again,  this  information  was 
made  public  in  advance  of  any  of  the  information  being 
provided  to  pediatricians  and  family  physicians. 

The  Committee  recommends  to  the  House  of  Delegates  it 
direct  the  NMA  to  contact  various  academies,  colleges,  and 
the  Board  of  Trustees  of  the  AMA  when  public  announcement 
of  policy  is  made  prior  to  informing  physicians  of  policy 
statements  and  the  provision  of  necessary  research  supporting 
these  proposals. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  C.  Bosley,  M.D.  Grand  Island  - Chairholder;  Robert  C.  Osborne,  M.D., 
Lincoln  • Board  Liaison;  Joseph  R.  Ellison,  M.D.,  Omaha;  Richard  W.  Hammer, 
M.D.,  Lincoln;  Kurt  W.  Lesh,  M.D.,  York;  Morris  B.  Mellion,  M.D.,  Omaha; 
Marjorie  J.  Mellor,  M.D.,  Central  City;  Wesley  C.  Wilhelm,  M.D.,  Omaha;  Mylan 
R.  VanNewkirk,  M.D.,  Scottsbluff;  Tony  Criess,  Omaha. 

The  Committee  has  had  no  formal  meetings  since  its  last 
report  to  the  House  of  Delegates.  We  had  hoped  to  inform  the 
House  that  the  health  education  curriculum  for  Nebraska 
schools,  on  which  the  Committee  has  provided  consultation, 
has  been  accepted  and  implemented  by  the  Department  of 
Education.  This  has  not  happened.  It  was  scheduled  for  hearing 
in  the  first  part  of  August,  but  for  some  reason,  this  consider- 
ation was  postponed.  The  Committee  will  continue  to  monitor 
and  assist  with  this  effort  and  will  inform  the  House  when  this 
curriculum  has  been  approved  by  the  Department. 

The  Committee  has  continued  to  work  on  holding  discus- 
sions with  representatives  from  teacher's  colleges  about  their 
programs  to  prepare  students  to  teach  health  education.  It  has 
been  difficult  to  arrange  these  discussions  during  the  summer 
months,  when  college  faculties  are  not  easily  available.  The 
Committee  will  try  to  arrange  these  meetings,  now  that  the 
academic  year  has  begun  again,  and  will  have  a report  for  the 
House  at  its  annual  meeting. 
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Minutes,  Board  of  Councilors 

The  Board  of  Councilors  met  on  September  11,1 992,  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Sushil  S.  Lacy,  Paul  M. 
Scott,  Cordon  D.  Adams,  Kenneth  C.  Bagby,  R.A.  Blatny, 
Charles  F.  Damico,  Milton  R.  Johnson,  Darroll  j.  Loschen, 
Robert  F.  Shapiro  and  Richard  H.  Meissner. 

The  meeting  was  called  to  order  by  the  Chairman,  Charles  F. 
Damico,  M.D. 

Dr.  Damico  informed  the  Councilors  that  Richard  B.  Svehia, 
M.D.,  the  Councilor  for  the  First  District,  had  submitted  his 
resignation  due  to  health  reasons.  He  noted  that  the  Board  of 
Directors  would  be  filling  the  vacancy.  Mr.  Schellpeper  was 
asked  to  send  a letter  of  appreciation  to  Doctor  Svehia  on 
behalf  of  the  Board  of  Councilors. 

Dr.  Damico  called  for  approval  of  the  minutes  of  the  Annual 
Session  as  printed  in  the  July  issue  of  the  Nebraska  Medical 
lournal.  The  minutes  were  approved  as  written. 

The  Councilors  discussed  the  reports  and  resolutions  con- 
tained in  the  handbook. 

Doctor  Damico  noted  that  the  issue  of  changing  Life  Mem- 
bership criteria  is  a potentially  serious  issue  when  considering 
the  effect  on  dues  income. 

It  was  noted  that  the  question  of  remedial  education  for 
physicians  who  are  having  PRO  problems  will  be  addressed  by 
the  Commission  on  Medical  Education  at  their  October  7 
meeting.  It  was  also  noted  that  the  medical  schools  have  not 
shown  an  interest  in  addressing  this  issue. 

The  proposed  dues  increase  was  discussed  in  light  of  infla- 
tionary factors  and  historical  precedent. 

There  was  considerable  concern  expressed  regarding  the 
NMA's  Blue  Cross  and  Blue  Shield  group  health  insurance 
program's  premium  increase.  It  was  felt  that  participation  in  the 
program  may  decrease  if  physicians  begin  shopping  around  for 
coverage.  It  was  suggested  that  a marketing  program  may  need 
to  be  undertaken  if  this  does  occur.  Mr.  Schellpeper  was  asked 
to  determine  the  number  of  older  and/or  uninsurable  individu- 
als in  the  present  program  as  concern  was  raised  that  the  plan 
may  be  becoming  top-heavy  with  these  types  of  individuals. 

Question  was  raised  as  to  whether  the  long  term  care 
insurance  plan  being  developed  by  the  NM  A will  be  better  than 
the  AMA's  plan.  Mr.  Schellpeper  stated  that  all  plans  being 
considered  are  being  compared  to  the  AMA's  plan. 

The  Councilors  recognized  that  Dr.  Coe  had  submitted  his 
last  report  as  an  AMA  Delegate. 

The  requests  for  Life  Membership  and  1993  50-Year  Practi- 
tioners were  received  by  the  Councilors.  A motion  was  made, 
seconded  and  carried  to  approve  the  requests. 

Dr.  Damico  informed  the  Councilors  that  Doctor  Thomas 
Cinque,  the  new  Dean  at  the  Creighton  University  School  of 
Medicine,  will  be  attending  the  reference  committee  hearings 
today. 

It  was  pointed  out  that  next  year's  Annual  Session  program 
will  be  a new,  very  public  program  and  will  be  very  worthwhile 
for  not  just  physicians  but  also  their  spouses. 

The  issue  of  professional  courtesy  was  discussed  with  an  eye 
toward  possible  legal  implications. 

The  limited  x-ray  system  course  resolution  was  also  dis- 
cussed. Doctor  Blatny  cautioned  against  re-opening  the  issue 
legislatively.  It  was  suggested  that  discussion  continue  with  the 
Department  of  Health  and  Doctor  Horton  regarding  this  issue. 

The  resolution  concerning  the  oversight  of  physician  assis- 
tants invoked  considerable  discussion.  There  was  concern 
raised  over  the  exclusion  of  Douglas,  Lancaster  and  Sarpy 


counties.  It  was  explained  that  this  resolution  was  a genuine 
effort  to  address  the  issue  that  exists  with  a reasonable  compro- 
mise. The  intent  of  the  resolution  is  to  encourage  more 
physician  assistants  to  locate  in  rural,  underserved  areas  of  the 
stale. 

The  Councilors  reviewed  cases  received. 

Doctor  Damico  called  for  nominations  from  the  Board  for 
the  position  of  Chairman  of  the  Board  of  Councilors.  Doctor 
Damico  was  nominated  and  re-elected  unanimously. 

Doctor  Damico  called  for  nominations  from  the  Board  for 
the  position  of  Secretary  of  the  Board  of  Councilors.  Doctor 
Blatny  was  nominated  and  re-elected  unanimously. 

There  being  no  further  business,  the  meeting  was  adjourned. 


Minutes,  House  of  Delegates 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
September  11,  1992,  at  the  Cornhusker  Hotel,  Lincoln,  Ne- 
braska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr.  Richard 
Meissner.  A call  for  quorum  was  made.  69  delegates  were 
present  and  the  meeting  was  declared  in  session.  Seating  of 
Alternate  Delegates  for  Delegates  took  place. 

Dr.  Allen  Dvorak  gave  the  invocation  and  Doctor  Blaine 
Roffman  was  appointed  parliamentarian. 

The  Speaker  called  for  approval  of  the  minutes  of  the  Annual 
Session,  and  these  were  approved  as  printed  in  the  July  issue 
of  the  Nebraska  Medical  lournal. 

Doctor  Meissner  inforjned  the  House  that  Doctor  Milton 
Johnson  of  Scottsbiuff  would  replace  Doctor  James  Armitage 
of  Omaha  on  Reference  Committee  #2. 

The  following  reference  committee  assignments  were  made: 

REFERENCE  COMMITTEE  #1 

Report  of  the  Board  of  Directors,  Item  #2,  Resolution  #2 
(A  92)  Student  Loan  Deferment  and  Forbearance 
Report  of  the  Board  of  Directors,  Item  #12,  Report  of  the 
State  Department  of  Social  Services  (A  92) 

Report  of  the  Board  of  Directors,  Item  #18,  Medicaid 
Reimbursement  Study 

Report  of  the  Board  of  Directors,  Item  #19,  Remedial 
Education  Proposal 

Report  of  the  State  Department  of  Social  Services 
Report  of  the  Ad-Hoc  Committee  on  Medicaid  Services 
Report  of  the  NMA  PRO  Overview  Committee 
Resolution  #3  - Metro  Omaha  Medical  Society  - Douglas 
County  Hospital 

Resolution  #5  - Metro  Omaha  Medical  Society  - Medicaid 
Patient  Information 

Resolution  #6  - Metro  Omaha  Medical  Society  - Medi- 
care/Medicaid Access 

REFERENCE  COMMITTEE  #2 

Report  of  the  Board  of  Directors,  Item  #10,  Resolution 
#14  (A  92)  Prescription  Policy 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Ad-Hoc  Committee  on  Low  Level  Radioac- 
tive Waste  Disposal 

Report  of  the  Committee  on  Health  Planning 
Resolution  #2  - Metro  Omaha  Medical  Society  - Profes- 
sional Courtesy 
Minutes,  Board  of  Councilors 
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REFERENCE  COMMITTEE  #3 

Report  of  the  Board  of  Directors,  Item  #3,  Resolution  #3 
(A  92)  Elimination  of  Payment  Differential  for  "New" 
Physicians 

Report  of  the  Board  of  Directors,  Item  #6,  Resolution  #6, 
(A  92)  Limitation  on  AMA  Delegate/ Alternate  Terms 
Report  of  the  Board  of  Directors,  Item  #16,  Bundling  of 
Fees  for  Autologous  Blood 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  YPS  Delegate  to  the  AMA 
Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Resolution  #1  - Metro  Omaha  Medical  Society  - Resi- 
dency Medicare  Provider  Numbers 
Resolution  #4  - Metro  Omaha  Medical  Society  - Elimina- 
tion of  Payment  Differential  for  "New  Physicians" 

REFERENCE  COMMITTEE  #4 

Report  of  the  Board  of  Directors,  Item  #5,  Resolution  #5 
(A  92)  Membership 

Report  of  the  Board  of  Directors,  Item  #14,  Resolution 
#1  3 (F  91 ) Amendment  to  the  Articles  and  Bylaws  of 
the  Nebraska  Medical  Association 
Report  of  the  Board  of  Directors,  Item  #17,  LB  1184, 
Creation  of  Investigation  Teams  and  Treatment  Teams 
for  Abuse  and  Neglect  in  Each  County  in  the  State  of 
Nebraska 

Report  of  the  Board  of  Directors,  Item  #20,  Membership 
Report  of  the  Board  of  Directors,  Item  #2 1 , Finances  and 
1 993  Dues 

Report  of  the  Board  of  Directors,  Item  #22,  Blue  Cross/ 
Blue  Shield  Insurance  Program 
Life  Membership  Requests  and  1 993  50-Year  Practitioners 
Report  of  the  Scientific  Sessions  Committee 
Resolution  #8  - Metro  Omaha  Medical  Society  - Life 
Membership 

REFERENCE  COMMITTEE  #5 

Report  of  the  Board  of  Directors,  Item  #1,  Resolution  #1 
(A  92)  Limited  X-Ray  System  Operator  Course  Re- 
quirements 

Report  of  the  Board  of  Directors,  Item  #4,  Resolution  #4 
(A  92)  Liability  Cap 

Report  of  the  Board  of  Directors,  Item  #7,  Resolution  #9 
(A  92)  Quality  Improvement  Activities 
Report  of  the  Board  of  Directors,  Item  #8,  Resolution  #1 2 
(A  92)  Immunizations  and  Insurance  Coverage 
Report  of  the  Board  of  Directors,  Item  #9,  Resolution  #13 
(A  92)  OBRA  Regulations 

Report  of  the  Board  of  Directors,  Item  #13,  Report  of  the 
Board  of  Examiners  in  Medicine  and  Surgery  (A  92) 
Report  of  the  Board  of  Examiners  in  Medicine  and  Surgery 
Report  of  the  State  Department  of  Health 
Report  of  the  Ad-Hoc  Committee  on  Professional  Liability 
Report  of  the  Commission  on  Legislation  and  Govern- 
mental Affairs 

Resolution  #7  - Metro  Omaha  Medical  Society  - OBRA 
Regulations  (Inspections) 

Resolution  #9  - Metro  Omaha  Medical  Society  - OBRA 
Regulations  (Patient  Visits) 

Resolution  #10  - Lancaster  County  Medical  Society  - 
Physician  Visits  Re;  OBRA  Regulations 
Resolution  #1 1 - Cheyenne-Kimball-Deuel  County  Medi- 
cal Society  - Legislative  Solution  for  Limited  X-Ray 
System  Operator  Problem 

Resolution  #1 3 - Committee  on  Rural  Flealth  - Oversight 
of  Physician  Assistants. 

REFERENCE  COMMIHEE  #6 

Report  of  the  Board  of  Directors,  Item  #11,  Resolution 
#15  (A  92)  HIV  Testing 

Report  of  the  Board  of  Directors,  Item  # 1 5,  NMA  Support 
Croup 

Report  of  the  Board  of  Directors,  Item  #23,  Informational 
Items 


Report  of  the  Ad-Hoc  Committee  on  Maternal  and  Child 
Health 

Report  of  the  Commission  on  Public  Affairs 
Report  of  the  NMA  Task  Force  on  AIDS 
Report  of  the  Ad-Hoc  Committee  on  Health  Education 
Resolution  #1 2 - Cheyenne-Kimball-Deuel  County  Medi- 
cal Society  - Americans  with  Disabilities  Act  Compli- 
ance 

It  was  announced  that  Reference  Committees  1 , 5 & 6 would 
go  into  session  at  1 p.m.  and  Reference  Committees  2,  3 & 4 
would  commence  at  2:15  p.m. 

There  being  no  further  business,  the  House  recessed  until 
Saturday  morning. 

House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was  held 
September  1 2,  1 992.  The  meeting  was  called  to  order  by  the 
Vice  Speaker,  Doctor  David  Little.  61  delegates  were  present 
and  the  meeting  was  declared  in  session.  Seating  of  Alternate 
Delegates  for  Delegates  took  place. 

Doctor  Little  called  for  approval  of  the  minutes  of  the  First 
Session,  and  these  were  approved  as  printed. 

The  House  then  went  into  Executive  Session.  Following  the 
Executive  Session,  Dr.  Little  informed  the  House  that  several 
football  tickets  were  available  in  exchange  for  a contribution  to 
non-dues  income. 

Reports  of  the  Reference  Committees  were  presented  as 
follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  7 reports  and  3 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

( 1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2,  RESOLU- 
TION #2  (A92)  STUDENT  LOAN  DEFERMENT  AND 
FORBEARANCE 

Testimony  was  received  indicating  that  a satisfactory  agree- 
ment had  been  obtained  which  allowed  for  student  loan 
deferment  and  forbearance,  under  certain  conditions,  through 
completion  of  graduate  medical  education.  Therefore,  as  of  the 
present  time,  student  loan  deferment  and  forbearance  is  no 
longer  an  issue. 

Recommendation: 

1 . Item  #2  of  the  report  of  the  Board  of  Directors  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #12, 
REPORT  OF  THE  STATE  DEPARTMENT  OF 
SOCIAL  SERVICES  (A92)  AND  REPORT  OF  THE 
STATE  DEPARTMENT  OF  SOCIAL  SERVICES 

These  reports  were  considered  together.  Mr.  Robert  Seiffert, 
Budget  Officer,  Department  of  Social  Services,  Judy  Ewell, 
R.N.,  and  Chris  Wright,  M.D.,  provided  supplementary  com- 
ment to  the  Department  of  Social  Services  report.  Enhanced 
expenditures  as  a consequence  of  the  marked  increase  in 
Medicaid  eligible  patients  and  the  cost  of  medical  and  nursing 
home  services  together  with  cost  control  measures  to  be 
placed  into  effect  in  order  to  meet  the  budget  deficit  were 
discussed  in  depth.  It  was  observed  that  a major  Medicaid 
expenditure,  nursing  homes,  constituted  4 1 .7%  of  the  budget, 
whereas  physician  practitioners  expenditures  constituted  only 
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10.4%  of  Ihe  budget.  There  was  no  additional  significant 
comment. 

Recommendation: 

1 . The  report  of  the  Board  of  Directors,  Item  #1  2 and  report 
of  the  State  Department  of  Social  Services  be  filed. 

Dr.  Paustian  thanked  Dr.  Caudill  for  keeping  the  House 
informed  of  the  recent  developments  regarding  the  Medicaid 
budget  deficit  crisis. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #18,  MED- 
ICAID REIMBURSEMENT  STUDY 

No  commentary  was  received. 

Recommendation: 

1 . Item  #1 8 of  the  Board  of  Directors  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #19, 
REMEDIAL  EDUCATION  PROPOSAL 

No  testimony  was  received  other  than  to  note  the  referral  of 
the  remedial  education  proposal  to  the  Commission  on  Medi- 
cal Education. 

Recommendation: 

1 . Item  #19  of  the  Board  of  Directors  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

No  testimony  was  received. 

Recommendation: 

1.  The  report  of  the  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(6)  REPORT  OF  NMA  PRO  OVERVIEW  COMMITTEE 

The  need  for  volunteers  to  fill  the  positions  on  the  new 
subcommittees  as  designated  in  the  last  paragraph  of  the 
report  was  emphasized  by  the  Chairman,  Doctor  Hartman. 
Those  willing  to  volunteer  their  services  are  to  contact  Doctor 
Hartman  directly. 

Recommendation: 

1.  The  report  of  the  NMA  PRO  Overview  Committee  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Dr.  Hartman  asked  that 
the  report  be  amended  in  the  paragraph  designating  the  types 
of  concerns  that  will  be  addressed  by  the  PRO  Overview 
Committee  to  read  as  follows:  The  Committee  voted  that  the 
PRO  Grievance  Committee  should  review  in  detail  all  Level  II 
issues  that  have  been  upheld  by  Sunderbruch  despite  appeals 
from  the  physicians  and  should  review  all  Level  III  issues  upon 
presentation.’ 

This  amendment  was  accepted.  Dr.  Hartman  also  informed 
the  House  that  the  Committee  has  been  broken  into  subcom- 
mittees and  that  the  Vice-Chairman  position  for  the  Greater 


Nebraska  subcommittee  was  still  vacant.  He  also  invited  any 
surgeons  interested  in  serving  on  the  Committee  to  contact 
him. 

The  House  then  adopted  this  section  of  the  report. 

(7)  RESOLUTION  #3  - METRO  OMAHA  MEDICAL  SOCIETY 

- DOUGLAS  COUNTY  HOSPITAL 

Resolution  #3  read  as  follows: 

WHEREAS,  it  is  critical  to  the  health  of  the  indigent 
citizens  of  Douglas  County  that  the  Douglas  County 
Hospital  remain  open,  and 

WHEREAS,  the  quality  of  health  care  delivered  at  the 
Douglas  County  Hospital  is  unique  and  much  more 
intensive  and  extensive  than  that  received  at  a typical 
"nursing  home"; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  urge  the 
appropriate  state  agencies  to  change  the  health  care 
facility  status  of  the  Douglas  County  FHospital  in  order  for 
the  reimbursement  to  be  commensurate  with  the  level  of 
care  delivered. 

Testimony  was  received  indicating  the  financial  problems  of 
the  hospital  are  in  the  process  of  being  resolved.  No  testimony 
was  received  either  for  or  against  the  resolution. 

Recommendation: 

1 . In  the  absence  of  any  support  for  or  against  the  resolution, 
no  action  is  to  be  taken. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Dr.  Roffman  challenged 
the  appropriateness  of  the  Reference  Committee’s  action  of 
"no  action".  Dr.  Paustian  assured  him  that  question  had  been 
researched,  and  by  taking  "no  action",  the  Reference  Commit- 
tee was,  in  effect,  killing  the  resolution  which  is  permissible. 
This  section  of  the  report  was  then  adopted  by  the  House. 

(8)  RESOLUTION  #5  - METRO  OMAHA  MEDICAL  SOCIETY 

- MEDICAID  PATIENT  INFORMATION 

Resolution  #5  read  as  follows: 

WHEREAS,  the  Nebraska  Department  of  Social  Ser- 
vices has  found  it  prudent  to  "lock  in"  participants  as  a cost 
control  measure  as  well  as  to  help  control  over  utilization, 
and 

WH  EREAS,  the  physicians  of  the  State  of  Nebraska  have 
participated  in  this  willingly,  finding  that  it  also  improves 
patient  care,  and 

WHEREAS,  it  has  now  become  apparent  that  partici- 
pants are  "locked  into"  providers  without  the  provider's 
knowledge  beforehand,  and 

WHEREAS,  the  Department  of  Social  Services  has 
found  if  to  be  a bridge  of  patient  confidentiality  to  provide 
medical  information  on  this  participant  to  the  prospective 
provider; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board  of 
Directors  work  with  the  Department  of  Social  Services  in 
order  that  the  provider  is  given  pertinent  medical  informa- 
tion e.g.  history  of  drug  abuse,  before  seeing  the  patient 
to  enable  the  provider  to  have  the  opportunity  of  accept- 
ing or  rejecting  the  participant  as  a "lock  in”. 

Considerable  testimony  was  received  indicating  that  the 
confidentiality  restraints  preventing  the  submission  of  medical 
information  by  the  Department  of  Social  Services  to  physicinas 
who  have  been  assigned  locked  in  Medicaid  patients  markedly 
impairs  the  ability  of  the  physicians  to  provide  appropriate 
medical  service.  It  was  reported  by  Doctor  Chris  Wright  that 
she  thought  such  information  could  be  obtained  from  the 
Department  of  Social  Services  provided  an  authorization  for 
release  of  medical  information  with  specifics  relative  to  mental 
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health,  alcohol  and  drugs  signed  by  the  patient  was  received  by 
the  Department.  There  was  no  additional  testimony. 

Recommendation: 

1.  Resolution  #5  be  adopted  taking  into  consideration  the 
process  by  which  pertinent  medical  information  concerning 
Medicaid  recipients  locked  in  to  physicians  may  be  transmitted 
by  the  Department  of  Social  Services. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(9)  RESOLUTION  #6-METROOMAHA  MEDICAL  SOCIETY 
- MEDICARE/MEDICAID  ACCESS 

Resolution  #6  read  as  follows: 

WHEREAS,  in  recent  discussions  it  has  been  apparent 
that  nation-wide  and  in  isolated  pockets  in  the  State  of 
Nebraska  there  is  beginning  to  be  access  problems  for 
both  Medicare  and  Medicaid  participants,  and 

WHEREAS,  to  this  time  physicians  have  had  the  free- 
dom of  choice  in  deciding  to  participate  in  either  of  these 
programs,  and 

WHEREAS,  we  feel  it  is  prudent  that  this  be  monitored 
so  that  we  do  not  tarnish  our  professional  image; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board  of 
Directors  establish  a system  by  which  Medicare  and 
Medicaid  access  can  be  monitored  and  reported  back  to 
the  general  membership. 

Testimony  was  received  strongly  supporting  the  conduct  of 
a survey  of  all  Nebraska  physicians  concerning  Medicare  and 
Medicaid  access  to  medical  services.  It  was  pointed  out  that 
there  were  distinctly  different  problems  regarding  access  be- 
tween Medicare  and  Medicaid  which  needed  to  be  taken  into 
consideration. 

Recommendation: 

1 . The  THEREFORE,  BE  IT  RESOLVED"  be  modified  as 
follows:  THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board 
of  Directors  establish  a system  by  which  Medicare  and  Medi- 
caid access  can  be  monitored  so  that  medical  services  can  be 
provided  where  necessary  and  results  of  the  system  be  re- 
ported to  the  House  of  Delegates." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A WHOLE.  This 
was  seconded.  Dr.  Cornelius  sought  clarification  of  the  source 
used  by  Dr.  Paustian  in  determining  the  appropriateness  of  the 
action  "no  action".  Mr.  Schellpeper  stated  that  the  House 
utilizes  the  AMA's  Guidelines  for  the  House  of  Delegates.  The 
report  as  a whole  was  then  adopted  by  the  House. 

I wish  to  express  my  appreciation  for  the  participation  of 
Doctors  Richard  A.  Blatny  and  Benjamin  Celber  in  the  prepa- 
ration of  Reference  Committee  #1  report. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.,  Chairman,  Omaha 
Richard  A.  Blatny,  M.D.,  Fairbury 
Benjamin  Celber,  M.D.,  Lincoln 

Reference  Committee  #2 

Reference  Committee  #2  considered  5 reports,  1 resolution 
and  the  minutes  of  the  Board  of  Councilors,  The  Reference 
Committee  submits  the  following  report  and  recommenda- 
tions. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #10, 
RESOLUFION  #14  (A  92)  PRESCRIPTION  POLICY 
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Testimony  was  received  that  the  current  prescription  pay- 
ment policies  of  some  third  party  payors  can  interfere  with  the 
doctor/patient  relationship,  and  that  some  of  the  drugs  are 
dangerous  to  provide  in  the  quantities  requested  and  required 
by  the  stated  policies.  At  the  same  time,  concern  was  ex- 
pressed regarding  the  remarkable  escalation  of  medication 
prices.  Representatives  from  the  Board  testified  at  the  meeting 
and  indicated  that  the  Board  is  continuing  to  conduct  an 
evaluation  of  this  issue  and  will  be  reporting  to  the  members  at 
a subsequent  session. 

Recommendation: 

1 .Your  reference  committee  recommends  this  action  of  the 
Board  of  Directors  be  accepted  and  Item  #10  of  the  Board 
Report  be  filed. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(2)  REPORT  OF  THE  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

Your  reference  committee  and  attendees  enjoyed  the  oppor- 
tunity to  meet  Doctor  Thomas  J.  Cinque  (pronouced  Sin-Kay), 
the  new  Dean  of  the  Creighton  University  School  of  Medicine. 

Recommendation: 

1 . Your  reference  committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OFTHE  UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER 

No  testimony  was  received  on  this  report 

Recommendation: 

1 . Your  reference  committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  REPORTOFTHE  AD-HOC  COMMITTEEONLOWLEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Three  members  of  the  Ad-Hoc  Committee  were  present  to 
testify  at  the  reference  committee.  Your  reference  committee 
again  thanks  Doctor  Quaife  and  his  committee  for  their 
ongoing  efforts  in  this  intricate  and  emotionally  charged  issue. 

Recommendation: 

1.  Your  reference  committee  recommends  acceptance  of 
this  report 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(5)  REPORT  OFTHE  COMMITTEE  ON  HEALTH  PLANNING 

Spirited,  extensive  debate  was  heard  by  the  committee  on 
these  issues.  It  was  noted  that  many  states  are  reviewing  these 
issues,  some  in  depth  and  some,  unfortunately,  with  little  or  no 
input  from  physicians.  Hence,  your  reference  committee  con- 
siders it  vitally  important  that  three  of  the  members  of  the 
Committee  on  Health  Planning  are  active  participants  in  the 
Governor's  Blue  Ribbon  Coalition  to  study  health  care  in 
Nebraska.  Reference  is  made  to  the  document  "Nebraska 
I Icalth  Care  Reform"  extensively  outlining  the  position  of  the 
NMA  as  adopted  by  the  House  of  Delegates  meeting  in  April 
(see  july  issue,  NMj).  Members  of  the  Committee  on  Health 
Planning  expressed  their  appreciation  that  the  document  has 
helped  to  strengthen  their  position  in  the  Blue  Ribbon  Coalition. 


Testimony  received  emphasized  that  while  we  need  to 
actively  promote  debate  on  these  issues,  at  the  same  time  great 
care  needs  to  be  used  in  definitions  of  terminology  prior  to 
adoptions  of  specific  policy  issues  which,  when  made  public, 
could  be  radically  misconstrued.  The  consensus  of  the  Com- 
mittee testimony  was  that  the  phrase  "portability  of  health 
insurance"  replace  the  words  "decouple  health  insurance  from 
employment".  This  was  accepted  as  a friendly  amendment  by 
the  author  of  the  report.  In  addition,  it  was  the  consensus  of  the 
committee  as  well  as  the  author  of  the  report  that  the  sentence 
seeking  approval  of  the  eight  most-favored  action  steps  be 
eliminated. 

Recommendations: 

1.  Your  reference  committee  recommends  that  the  follow- 
ing amendments  be  made  to  the  report: 

1 . The  sentence  'The  Committee  asks  House  approval  of 
the  eight  most-favored  action  steps  shown  below"  be 
eliminated  from  the  report. 

2.  The  phrase  "Decouple  health  insurance  from  employ- 
ment" be  amended  to  read  as  follows:  "Portability  of 
health  insurance". 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(6)  RESOLUTION  #2-METROOMAHA  MEDICAL  SOCIETY 
- PROFESSIONAL  COURTESY 

Resolution  #2  read  as  follows: 

WHEREAS,  professional  courtesy  has  been  a long  stand- 
ing tradition  in  the  medical  profession,  and 

WHEREAS,  third  party  payors  and  Medicare  have  been 
requiring  all  patients  to  be  billed,  and 

WHEREAS,  there  is  a wide  variance  in  the  medical 
professions  policies  regarding  professional  courtesy  and 
to  whom  it  applies; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  and/or 
the  AMA  undertake  a study  of  the  current  practice  of 
professional  courtesy  and  convey  the  results  to  the  mem- 
bership. 

Extensive  debate  was  received  regarding  this  issue.  It  is  the 
consensus  of  the  reference  committee  that  the  issue  is  indeed 
timely.  Significant  concern  was  expressed  regarding  the  poten- 
tial expense  of  a formal  "study".  Reservations  regarding  poten- 
tial antitrust  violations  were  also  expressed.  Working  together 
in  open  committee,  your  reference  committee  offers  the 
following  substitute  resolution: 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board,  at 
its  discretion,  conduct  an  informal  membership  survey  of 
the  current  practices  in  Nebraska  of  professional  cour- 
tesy, and  convey  the  results  to  the  membership." 

Recommendation: 

1 . Your  reference  committee  recommends  adoption  of  the 
substitute  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  MINUTES,  BOARD  OF  COUNCILORS 
No  testimony  was  received  on  these  minutes. 
Recommendation: 

1.  Your  reference  committee  recommends  acceptance  of 
these  minutes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  REFERENCE  COMMITTEE  #2  AS  A WHOLE.  The  motion 
carried. 

Respectfully  submitted, 

James  A.  Fosnaugh,  M.D.,  Lincoln  - Chairman 
Allen  D.  Dvorak,  M.D.,  Omaha 
Milton  R.  Johnson,  M.D.,  Scottsbiuff 

Reference  Committee  #3 

Reference  Committee  #3  considered  6 reports  and  2 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

( 1 ) REPORT  OE  BOARD  OF  DIRECTORS,  ITEM  3,  RESOLU- 
TION #3  (A92)  ELIMINATION  OF  PAYMENT  DIFFEREN- 
TIAL FOR  "NEW"  PHYSICIANS  AND  RESOLUTION  #4  - 
METRO  OMAHA  MEDICAL  SOCIETY  - ELIMINATION 
OF  PAYMENT  DIFFERENTIAL  FOR  "NEW  PHYSICIANS" 

Resolution  #4  read  as  follows: 

WHEREAS,  the  government's  current  Medicare  pay- 
ment differential  between  "new"  and  "established"  physi- 
cians is  unjustly  discriminatory  against  physicians  in  their 
first  five  years  of  practice,  and 

WHEREAS,  new  legislation  (S  2362,  H.F.  4507)  has 
been  introduced  to  the  House  and  Senate  to  eliminate 
this  differential  (although  under  the  less  preferable  guise 
of  budget  neutrality  rather  than  straight  repeal  and  main- 
tenance of  current  payment  levels  for  all  physicians),  and 

WHEREAS,  this  compromise  is  likely  to  be  the  best 
chance  at  eliminating  the  payment  differential; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  endorse 
the  current  legislation  to  eliminate  the  payment  differen- 
tial for  "new"  physicians  and  lobby  our  Congressmen  and 
Senators  to  support  this  same  legislation. 

Testimony  was  heard  that  legislation  presently  in  Congress 
should  have  our  support  as  regards  the  payment  differential  for 
new  physicians  and  the  payment  for  EKG  interpretation. 

Recommendation: 

1.  We  recommend  adoption  of  Resolution  #4. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #6, 
RESOLUTION  #6,  (A92)  LIMITATION  ON  AMA 
DELECATE/ALTERNATE  TERMS 

The  Committee  heard  very  little  testimony  on  this  item  and 
recommends  that  it  be  filed. 

Recommendation: 

1 . The  Committee  recommends  that  Resolution  #6  (A92)  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
BUNDLING  OF  FEES  FOR  AUTOLOGOUS  BLOOD 

Testimony  was  heard  from  the  Ad-Hoc  Committee  Re: 
Medicare  that  the  Committee  is  continuing  consideration  of 
this  question.  No  other  testimony  was  heard. 

Recommendation: 

1 . We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  Houcp 
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(4)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

Doctor  Coe  was  present  at  the  Reference  Committee  and 
reviewed  the  report  with  the  Committee.  There  were  no 
changes  or  actions  recommended.  We  thank  Dr.  Coe  for  this 
input  into  the  reference  committee. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  YPS  DELEGATE  TO  THE  AMA 

The  testimony  was  given  regarding  this  report  and  the 
question  of  Medicare  payment  for  procedures  done  with  the 
physician  not  on  site  was  raised.  The  example  of  a nurse 
checking  blood  sugar  was  cited  and  it  was  felt  that  this  type  of 
procedure  should  definitely  be  billable. 

Recommendation: 

1 . We  recommend  that  this  report  be  referred  to  the  Ad-Hoc 
Committee  Re:  Medicare. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(6)  REPORT  OF  AD-HOC  COMMITTEE  RE:  MEDICARE 

Members  of  the  Committee  were  present  and  gave  testi- 
mony regarding  their  actions.  Discussion  was  held  regarding 
the  E & M coding.  The  Committee  continues  to  monitor  the 
actions  of  the  carrier  in  reimbursement.  The  carrier  has  been 
willing  to  cooperate  and  work  with  the  Committee,  and  will 
provide  a video  tape  by  the  end  of  September  which  will  aid  the 
physicians  in  determining  codes. 

Recommendation: 

1 . We  recommend  that  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  RESOLUTION#!  - METRO  OMAHA  MEDICAL  SOCIETY 
- RESIDENCY  MEDICARE  PROVIDER  NUMBERS 

Resolution  #1  read  as  follows: 

WHEREAS,  residents  can  obtain  their  medical  license 
one  year  after  starting  their  residency,  and 

WHEREAS,  some  state's  programs  are  allowing  their 
residents  to  apply  and  obtain  their  Medicare  number 
once  licensed,  and 

WHEREAS,  obtaining  the  Medicare  provider  number  at 
the  earliest  possible  stage  of  their  training  will  allow  them 
to  enter  into  private  practice  and  be  classified  as  a more 
established  physician,  thereby  lessening  the  effect  of  the 
new  physician  disparity  of  payments; 

THEREFORE,  BE  IT  RESOLVED,  that  the  MOMS  YPS  ask 
the  NMA  through  an  appropriate  committee  to  conduct 
a feasibility  study  on  allowing  licensed  residents  to  obtain 
Medicare  provider  numbers  and  its  impact  to  their  resi- 
dency programs. 

Testimony  presented  indicated  that  the  statute  defines  the 
first  year  of  practice  as  the  first  year  outside  a residency  setting. 
The  question  arose  regarding  the  situation  where  a resident 
"moonlights".  Doctor  Raymond  indicated  he  would  continue  to 
investigate  this  situation. 

Recommendation: 

1 . We  recommend  that  this  resolution  be  referred  to  the  Ad- 
Hoc  Committee  Re:  Medicare. 


MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Dr.  Hartman,  on  behalf 
of  the  Ad-Hoc  Committee  Re:  Medicare,  welcomed  any  prot> 
lems  or  concerns  being  experienced  by  the  membership, 
noting  the  good  relationship  which  exists  between  the  Associa- 
tion and  the  carrier.  Dr.  Little  also  apprised  the  House  of  the 
creation  by  the  carrier  of  a physician  advisory  committee.  The 
NMA  has  submitted  nominations  to  the  carrier  with  input  from 
various  specialty  societies.  It  is  hoped  this  body  will  help 
facilitate  feedback  on  E&M  coding,  as  interpretation  problems 
are  pervasive  and  need  to  be  addressed.  The  House  then 
adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  REFERENCE  COMMITTEE  #3  AS  A WHOLE.  This  was 
adopted  by  the  House.  I wish  to  thank  Doctor  Zweiback  for  his 
assistance  on  this  committee. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chairman,  Norfolk 
Eugene  M.  Zweiback,  M.D.,  Omaha 

Doctor  Meissner  assumed  the  podium. 

Reference  Committee  #4 

Reference  Committee  #4  considered  8 reports  and  1 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
RESOLUTION  #5  (A92)  MEMBERSHIP 

Testimony  was  heard  by  the  Committee  regarding  the  in- 
creasing number  of  physicians  practicing  part  time,  the  number 
of  women  entering  medicine  and  their  desire  to  practice  part 
time  and  to  have  families,  and  the  changing  nature  of  the 
practice  of  medicine.  It  was  noted  that  the  Commission  on 
Association  Affairs  had  been  charged  with  reviewing  the 
various  categories  of  membership  and  the  dues  structures 
appropriate  to  these  types  of  membership.  The  Committee 
requests  that  the  Commission  finish  its  study  and  report  its 
finding  back  to  the  Board. 

Recommendations: 

1 . Item  #5  of  the  report  of  the  Board  of  Directors  be  filed. 

2.  The  Commission  on  Association  Affairs  finish  the  study  of 
the  various  types  of  membership,  report  back  to  the  Board,  and 
the  Board  report  to  the  1 993  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
RESOLUTION  #13  (F91 ) AMENDMENT  TO 
ARTICLES  AND  BYLAWS  OF  THE  NEBRASKA 
MEDICAL  ASSOCIATION 

Considerable  discussion  was  heard  by  the  Committee  re- 
garding participation  of  retired  physicians  in  the  affairs  of  the 
society.  Current  policy  is  that  the  chairpersons  of  commissions 
and  committees  are  actively  practicing  physicians,  however, 
there  are  circumstances  where  the  contributions  of  a retired 
physician  may  be  so  significant  that  they  should  be  considered 
for  chairmanship  of  a committee  or  commission.  It  was  the 
opinion  that  no  changes  in  bylaws  be  enacted  at  this  time  and 
that  these  matters  be  left  to  the  discretion  of  the  President  of 
the  NMA. 

Recommendation: 

1 . Continue  present  policy  and  leave  the  appointment  of 
chairpersons  of  committees  and  commissions  to  the  discretion 
of  the  President  of  the  NMA,  and  that  Item  #14  of  the  Board 
report  be  filed. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17,  LB 
1184,  CREATION  OF  INVESTIGATION  TEAMS  AND 
TREATMENT  TEAMS  FOR  ABUSE  AND  NEGLECT  IN 
EACH  COUNTY  IN  THE  STATE  OF  NEBRASKA 

Testimony  of  this  item  revealed  that  LB  1184  has  currently 
been  enacted  and  signed  by  the  Governor  and  provides  for  a 
committee  on  violence  and  neglect  to  be  implemented  in  each 
of  the  various  counties  of  the  State  of  Nebraska.  Considerable 
concern  was  voiced  regarding  the  involvement  of  physicians  in 
the  establishment  of  the  rules  and  regulations  of  these  commit- 
tees. Since  the  majority  of  physicians  are  involved  in  the  private 
practice  of  medicine,  concern  was  also  expressed  over  the 
reimbursement  of  physicians  for  time  spent  in  the  affairs  of 
these  various  committees. 

Recommendations: 

1.  It  is  recommended  that  the  Board  of  Directors  of  the 
Nebraska  Medical  Association  or  its  designated  committee 
contact  the  Director  of  Social  Services  for  the  State  of  Nebraska 
to  determine  which  physicians  are  active  in  maternal  and  child 
abuse  in  the  various  counties  of  the  State  of  Nebraska. 

2.  That  the  Board  of  Directors  of  the  NMA  or  its  designated 
committee  contact  the  Nebraska  Crime  Commission  and 
arrange  for  physician  participation  in  the  development  of  rules 
and  regulations  regarding  the  aforementioned  committees 
utilizing  physicians  who  are  already  involved  in  maternal  and 
child  abuse. 

3.  That  the  Board  of  Directors  of  the  NMA  or  its  designated 
committee  make  aware  to  the  Crime  Commission  that  physi- 
cian time  in  the  majority  of  cases  is  volunteered  time  and  that 
the  Crime  Commission  consider  remuneration  of  physicians 
for  time  spent  in  these  various  committees  on  violence  and 
neglect. 

4.  That  Item  #1  7 of  the  Board  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OE  OUR  REPORT.  This  was  seconded.  Doctor  Cornelius 
suggested  that  Recommendation  #2  be  amended  to  read  as 
follows:  That  the  Board  of  Directors  of  the  NMA  or  its 
designated  committee  contact  the  Nebraska  Crime  Commis- 
sion and  arrange  for  physician  participation  in  the  development 
of  rules  and  regulations  regarding  the  aforementioned  commit- 
tees utilizing  physicians  who  are  already  involved  in  the 
maternal  and  child  abuse  problem."  This  suggestion  was  ac- 
cepted by  Dr.  Bacon.  The  House  then  adopted  this  amended 
section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS, 

ITEM  #20,  MEMBERSHIP 

Note  was  taken  that  the  Association  has  gained  79  new 
members  in  1992,  and  that  there  are  currently  1,537  dues- 
paying  members  of  the  Association  and  2 70  Life  and  Associate 
memberships.  Our  total  membership  is  1 ,809  which  comprises 
64%  of  Nebraska's  2,812  physicinas.  New  brochures  and 
mailing  pieces  have  been  designed  and  developed  to  encour- 
age non-members  to  become  active  in  the  Association  through 
membership. 

Recommendation: 

1 . It  is  recommended  that  Item  #20  of  the  Board  report  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 


(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #21, 
FINANCES  AND  1 993  DUES 

Testimony  revealed  that  there  is  a projected  shortfall  in 
income  over  expenses  for  the  year  1 992  of  approximately 
$46,000.  This  shortfall,  or  deficit,  will  be  covered  by  a 1991 
year-end  balance  of  $49,400.  There  was  no  dues  increase  for 
the  year  1992,  inflation  rate  for  1991  was  3.1%  and  for  1992 
is  currently  running  at  3.1%.  A $25  dues  increase  reflects 
essentially  a cost  of  living  raise  in  the  dues  for  the  two  preceding 
years.  A Board  of  Directors'  recommendation  has  been  made 
that  the  dues  increase  of  $25  be  made  for  the  1993  year. 

Participation  in  non-dues  income  continues  at  a limited  level. 
The  VISA  card  from  the  NMA  has  approximately  100  card 
members.  By  increasing  utilization  of  the  VISA  card  of  the 
NMA,  non-dues  income  would  increase  significantly.  Several 
members  recommended  that  the  Association  more  actively 
market  the  VISA  card  and  other  means  of  non-dues  income 
such  as  the  group  health  insurance  plan. 

Recommendations: 

1 . The  House  of  Delegates  accept  the  Board  of  Directors' 
recommendation  of  increasing  the  dues  for  the  NMA  by  $25 
for  1993. 

2.  The  NMA  more  actively  market  the  non-dues  income 
devices,  i.e.,  VISA  card  and  group  insurance. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #22,  BLUE 
CROSS/BLUE  SHIELD  INSURANCE  PROGRAM 

The  Committee  agrees  with  the  published  reports  by  the 
Board  of  Directors  that  the  Blue  Cross/Blue  Shield  group  health 
policy  sponsored  by  the  Association  provides  a desirable  level 
of  coverage  for  Association  members,  their  families  and  em- 
ployees and  concurs  wjth  the  recommendation  that  the  Asso- 
ciation members  currently  not  covered  by  this  program  give 
consideration  to  participating. 

Recommendation: 

1.  This  portion  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  LIFE  MEMBERSHIP  REQUESTS  AND 
1993  50-YEAR  PRACTITIONERS 

These  requests  were  as  follows: 

Requests  for  Life  Membership 

BUFFALO  COUNTY  MEDICAL  SOCIETY 
Robert  C.  Anderson,  M.D.,  Holdrege 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Russell  L.  Gorthey,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
George  W.  Loomis,  M.D.,  Omaha 
Jose  A.  Saporta,  M.D.,  Omaha 

Fifty  Year  Practitioners  — 1993  Annual  Session 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Elmer  E.  Glenn,  M.D.,  Hastings 
Theodore  H.  Koefoot,  M.D.,  Hastings 

DODGE  COUNTY  MEDICAL  SOCIETY 
Louis  W.  Gilbert,  M.D.,  Cedar  Bluffs 

CAGE  COUNTY  MEDICAL  SOCIETY 
Elmer  L.  Penner,  M.D.,  Beatrice 
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LANCASTER  COUNTY  MEDICAL  SOCIETY 
Marion  P.  Broisma,  M.D.,  Lincoln 
Louis  J.  Cogela,  M.D.,  Lincoln 
Robert  S.  Grant,  M.D.,  Lincoln 
George  J.  Lytton,  M.D.,  Lincoln 
Bowen  E.  Taylor,  M.D.,  Lincoln 

LINCOLN  COUNTY  MEDICAL  SOCIETY 
Clinton  E.  Sturdevant,  M.D.,  North  Platte 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
John  H.  Brush,  M.D,  Omaha 
Francis  D.  Donahue,  M.D.,  Omaha 
Robert  J.  Fitzgibbons,  Sr.,  M.D.,  Omaha 
Muriel  N.  Frank,  M.D.,  Omaha 
John  D.  Hartigan,  M.D.,  Omaha 
Charles  E.  Hranac,  M.D.,  Omaha 
James  F.  Kelly,  Jr.,  M.D.,  Omaha 
Harry  W.  McFadden,  M.D.,  Omaha 
Haskell  Morris,  M.D.,  Omaha 
John  A.  Rasmussen,  M.D.,  Omaha 
Richard  D.  Smith,  M.D.,  Ashland 

PLATTE-LOUP  VALLEY  COUNTY  MEDICAL  SOCIETY 
Ervin  N.  Heiser,  M.D.,  Lincoln 

SAUNDERS  COUNTY  MEDICAL  SOCIETY 
Ivan  M.  French,  M.D.,  Wahoo 

SCOTTSBLUFF  COUNTY  MEDICAL  SOCIETY 
Stuart  D.  Campbell,  M.D.,  Scottsbiuff 
Carl  L.  Frank,  M.D.,  Scottsbiuff 
James  D.  Hayhurst,  M.D.,  Scottsbiuff 
Stuart  P.  Wiley,  M.D.,  Green  Valley,  AZ 

The  Committee  accepts  the  report  of  the  Board  of  Directors 
regarding  candidates  for  Life  Membership  and  50-Year  Practi- 
tioners recognition. 

Recommendation: 

1 . That  the  NMA  accept  the  published  list  of  Life  Member- 
ship requests  and  50-Year  Practitioner  recognition  requests. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(8)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

Brief  discussion  of  the  planned  program  for  the  1 993  Annual 
Session  was  presented.  The  Committee  received  positive 
comments  regarding  the  agenda  and  the  type  of  program  to  be 
presented.  Comments  were  made  that  this  should  be  widely 
publicized  to  the  membership  well  in  advance  of  the  Annual 
Session. 

Recommendation: 

1 . The  report  of  the  Scientific  Sessions  Committee  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(9)  RESOLUTION  #8  - METRO  OMAHA  MEDICAL  SOCIETY 
- LIFE  MEMBERSHIP 

Resolution  #8  read  as  follows: 

WHEREAS,  the  complexion  of  medicine  is  changing 
rapidly  today,  and 

WI-IEREAS,  physicians  in  the  future  will  not  be  practic- 
ing as  many  years  as  they  have  in  the  past; 

THEREFORE,  BE  IT  RESOLVED,  that  the  qualifications 
for  Life  Membership  in  the  Nebraska  Medical  Association 
be  changed  as  follows:  Life  Membership  shall  be  granted 
to  those  members  who  have  been  in  active  practice  for 
thirty  years,  are  fully  retired  and  have  been  a member  of 
the  NMA  for  the  last  ten  years  of  practice  prior  to  their 
retirement. 


Following  discussion,  alternate  resolutions  were  discussed 
and  problems  with  the  current  status  and  proposed  changes 
emerged.  Therefore,  in  order  to  resolve  potential  conflicts,  the 
Reference  Committee  makes  the  following  recommendations: 

Recommendations: 

1 . The  House  direct  the  Commission  on  Association  Affairs 
prepare  amendments  to  the  Bylaws  which  alter  the  criteria  for 
Associate  Membership  status  to  require  10  years  of  member- 
ship immediately  prior  to  applying  for  Associate  membership 
and  provide  that  an  Associate  member  automatically  become 
a Life  Member  when  the  individual  reaches  his/her  40th  year 
after  his/her  date  of  graduation. 

2.  The  Commission  prepare  an  amendment  to  require  10 
years  membership  immediately  prior  to  a physician  applying 
for  Life  Membership  status. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  Doctor  Meissner  attempted  to  clarify  the 
issue  for  the  House,  stating  that  the  inclusion  of  a 10  year 
membership  requirement  would  apply  to  Associate  member- 
ship requests  and  that  the  additional  recommendation  would 
allow  an  Associate  member  to  become  a Life  Member  upon 
meeting  the  necessary  criteria.  Doctor  Hartman,  noting  the 
confusion  surrounding  this  issue,  moved  that  the  House  reject 
this  section  of  the  report  and  that  this  issue  be  referred  to  the 
Board  of  Directors  and  Commission  on  Association  Affairs  for 
further  study,  with  a report  back  to  the  House  at  the  1993 
Annual  Session.  This  motion  was  seconded.  Doctor  Meissner 
noted  that  a Bylaws  change  would  be  necessary  in  order  to 
provide  for  the  transfer  of  membership  status.  Doctor  Hartman's 
motion  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHE  AMENDED 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A WHOLE.  This 
was  seconded.  Doctor  Dwight  Larson,  in  reference  to  the  issue 
of  membership  recruitment,  asked  that  the  leadership  prepare 
a listing  of  NMA  accomplishments  which  could  be  shown  to 
non-members. 

Continuing  dissatisfaction  with  the  Visa  card  program  was 
registered  by  several  physicians  in  attendance.  It  was  sug- 
gested that  in  order  to  increase  participation,  the  application 
process  be  simplified.  It  was  also  suggested  that  the  Associa- 
tion contact  other  financial  institutions  regarding  development 
of  a Visa  card  as  it  appears  that  FirsTier  Bank  is  disinterested  in 
the  current  program.  The  House  then  adopted  the  report  of 
Reference  Committee  #4  as  a whole. 

Doctor  Bacon  then  informed  the  House  of  the  Scientific 
Sessions  Committee's  newly  developed  format  for  the  1993 
Annual  Session.  It  was  noted  that  on  Friday,  the  House  will 
meet  during  the  afternoon  with  a social  function  involving  the 
Sheldon  Art  Gallery  and  the  Lied  Center  taking  place  Friday 
night.  On  Saturday,  the  specialty  societies  have  been  asked  to 
hold  breakfast  business  meetings.  The  Association  will  sponsor 
two  plenary  sessions,  one  in  the  morning  and  one  in  the 
afternoon,  addressing  the  issues  of  ethics  and  health  care 
delivery.  Both  national  and  regional  speakers  are  being  con- 
tacted to  participate.  He  also  noted  that  the  Alliance  (formerly 
the  Auxiliary)  has  agreed  to  alter  their  format  in  order  to  attend 
the  plenary  sessions. 

Respectfully  submitted, 

David  L.  Bacon,  M.D.,  Chairman,  Kearney 
John  F.  Riedler,  M.D.,  Omaha 
O.  Garland  Bare,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  10  reports  and  5 
resolutions.  The  Reference  Committee  submits  the  following 
report  and  recommendations. 
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(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #1, 
RESOLUTION  #1  (A  92)  LIMITED  X-RAY  SYSTEM  OP- 
ERATOR COURSE  REQUIREMENTS 

A considerable  amount  of  testimony  was  heard  in  reference 
to  this  report.  Testimony  was  provided  by  Doctor  Darroll 
Loschen  and  Doctor  Mark  Horton  in  reference  to  this  report. 
Testimony  revealed  again  that  the  requirements  are  to  be 
delayed  until  mid  or  late  1 993.  There  had  been  reports  that  a 
Southeast  Community  College  course  was  to  be  provided  but 
has  been  canceled  because  of  funding  problems.  Legislation 
has  been  forwarded  by  the  State  Department  of  Health  in  the 
form  of  a concept  paper  deleting  a secured  test  but  not 
changing  the  entire  statute.  This  would  address  many  of  the 
concerns  provided  in  Resolution  #11.  Testimony  was  also 
heard  in  reference  to  the  Nebraska  Society  for  Radiology 
Technologists  in  a newsletter  to  their  members  stating  that 
limited  system  operators  pay  no  fee  and  continue  to  take  x-rays 
with  "no  education  or  regulation".  This  appears  not  to  be  a 
quality  issue  to  this  particular  body  but  more  of  what  might  be 
termed  a turf  battle.  They  also  stated  in  the  newsletter  that  their 
state  legislators  should  be  contacted  and  this  should  be  fought 
by  legislative  means. 

Recommendation: 

1 . We  recommend  that  this  report  be  filed 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #4, 
RESOLUTION  #4  (A  92)  LIABILITY  CAP 

No  testimony  was  heard  in  reference  to  this  report. 
Recommendation: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #7,  RESOLUTION  #9  (A  92)  QUALITY 
IMPROVEMENT  ACTIVITIES 

No  testimony  was  provided  in  reference  to  this  report. 

Recommendation: 

1 . We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(4)  REPORT  OE  BOARD  OF  DIRECTORS,  ITEM  #8, 
RESOLUTION  #12  (A  92)  IMMUNIZATIONS 
AND  INSURANCE  COVERAGE 

Testimony  was  given  that  the  Commission  on  Legislation  and 
Governmental  Affairs  will  be  meeting  in  October  to  address 
this  report. 

Recommendation: 

1 . We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(5)  REPORT  OF  THE  BOARD  OE  DIRECTORS,  ITEM  #9, 
RESOLUTION  #13  (A  92)  OBRA  REGULATIONS 

Testimony  was  given  by  Doctor  Horton  who  was  in  atten- 
dance as  well  as  Doctor  Darroll  Loschen.  The  Board  of  Direc- 
tors have  met  with  the  State  Department  of  Health  in  reference 
to  OBRA  '88  regulations.  Testimony  was  also  received  that  Mr. 
Wright  at  the  State  Department  of  Health  has  been  making 
nursing  home  visits  to  address  the  nursing  home  concern.  The 


Board  of  Directors  and  the  State  Department  of  Health  will 
continue  to  meet  and  have  continued  dialogue. 

Recommendation: 

1 . Your  reference  committee  recommends  this  matter  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(6)  REPORT  OF  THE  BOARD  OE  DIRECTORS,  ITEM  #13, 
REPORT  OFTHE  BOARD  OF  EXAMINERS  IN  MEDICINE 
AND  SURGERY  (A  92) 

Testimony  was  given  that  Doctor  Haller  will  be  invited  to 
make  an  oral  report  at  the  Spring  meeting  of  the  House  of 
Delegates  in  1 993. 

Recommendation: 

1.  Your  reference  committee  recommends  that  this  report 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(7)  REPORT  OFTHE  BOARD  OF  EXAMINERS  IN  MEDICINE 
AND  SURGERY 

No  testimony  was  given  in  reference  to  this  report. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(8)  REPORTOFTHE  STATE  DEPARTMENT  OF  HEALTH 

Doctor  Mark  Horton  attended  this  reference  committee  and 
no  questions  were  directed  to  him  regarding  his  report.  Testi- 
mony was  given  in  reference  to  a recent  conference  on  rural 
health  held  in  Kearney,  Nebraska,  and  the  State  Department  of 
Health  is  to  be  commended  on  the  quality  of  this  recent 
meeting. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(9)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

No  testimony  was  heard  in  reference  to  this  report. 
Recommendation: 

1 . We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(10)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

It  was  reported  that  the  Commission  on  Legislation  and 
Governmental  Affairs  will  be  meeting  in  October  of  1 992.  No 
testimony  was  given  further  in  reference  to  this  report. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 
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(11)  RESOLUTION#7-METROOMAHAMEDICALSOCIETY 

- OBRA  REGULATIONS  (INSPECTIONS) 

Resolution  #7  read  as  follows: 

WHEREAS,  Metropolitan  Omaha  Medical  Society  and 
Nebraska  Medical  Association  presented  a resolution 
concerning  OBRA  Regulations  at  the  spring  meeting  of 
the  Nebraska  Medical  Association,  and 

WHEREAS,  this  meeting  was  also  attended  by  Dr.  Mark 
Horton,  Director  of  the  State  Health  Department,  and 
excellent  testimony  was  provided  by  members,  and 

WHEREAS,  Dr.  Horton  and  Mr.  Fred  Wright  have  been 
very  receptive  to  the  concerns  of  the  medical  society; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  continue 
to  monitor  the  OBRA  Regulations,  to  work  with  Dr. 
Horton  and  Mr.  Wright  concerning  OBRA  inspections  in 
Nebraska  nursing  homes. 

No  negative  testimony  was  heard  in  reference  to  Resolution 
#7  and  your  reference  committee  supports  this  resolution. 

Recommendation: 

1.  It  is  recommended  that  the  resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(12)  RESOLUTION  #9-METROOMAHA  MEDICAL  SOCIETY 

- OBRA  REGULATIONS  (PATIENT  VISITS) 

Resolution  #9  read  as  follows: 

WHEREAS,  the  OBRA  Regulations  for  providing  care 
for  nursing  home  patients  was  implemented  so  that 
patients  would  be  seen  in  a timely  manner,  and 

WHEREAS,  the  regulations  now  read  upon  admission 
to  the  nursing  home  the  patient  shall  be  seen  at  intervals 
not  to  exceed  thirty  days  for  the  first  ninety  days  and 
thereafter,  the  patient  shall  be  seen  every  sixty  days,  and 

WHEREAS,  nursing  homes  classified  as  traditional  nurs- 
ing homes  where  followup  care  was  every  ninety  days 
have  now  almost  entirely  been  changed  to  the  classifica- 
tion of  skilled  nursing  homes  where  all  patients  need  to  be 
seen  every  sixty  days; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  Board  of  Directors  work  with  the 
American  Medical  Association  and  the  federal  govern- 
ment to  1 ) ascertain  the  cost  effectiveness  of  this  move; 
2)  to  provide  the  reasoning  and  rationale  behind  the  sixty 
day  rule;  and  3)  provide  an  explanation  to  the  families 
whose  members  are  on  private  pay  as  to  why  this  move 
is  necessary. 

Testimony  was  heard  that  surrounding  states  have  the  same 
or  similar  problem.  Testimony  was  all  in  support  of  this  resolu- 
tion. 

Recommendation: 

1 . We  recommend  that  this  resolution  be  forwarded  to  our 
AMA  delegation  for  the  Interim  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(13)  RESOLUTION  #10  - LANCASTER  COUNTY  MEDICAL 
SOCIETY-  PHYSICIAN  VISITS  RE:  OBRA  REGULATIONS 

Resolution  #10  read  as  follows: 

WHEREAS,  the  OBRA  Regulations  require  that  upon 
admission  to  a nursing  home  the  patient  shall  be  seen  at 
intervals  not  to  exceed  30  days  for  the  first  90  days,  and 


WHEREAS,  the  patient  must  be  seen  every  60  days 
thereafter,  and 

WHEREAS,  these  regulations,  set  by  the  Federal  govern- 
ment, may  impose  an  encumbrance  upon  the  patient  and 
the  physician,  and 

WHEREAS,  nursing  home  patients  have  the  ability  to 
exercise  their  Resident  Rights  and  waive  frequent  nursing 
home  visits; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  make  nursing  home  patients  and 
their  families  aware  of  their  option  to  be  seen  when  only 
medically  necessary,  and 

BE  IT  FURTHER  RESOLVED,  that  every  effort  be  made 
by  the  Nebraska  Medical  Association  and  the  American 
Medical  Association  to  contact  the  elected  representa- 
tives in  Congress  to  modify  this  onus  regulation. 

Resolution  #10  appeared  to  your  reference  committee  to  be 
a companion  piece  to  Resolution  #9.  There  was  one  correction 
in  spelling,  changing  "onus"  to  "onerous"  but  no  further  correc- 
tions. 

Recommendation: 

1.  We  recommend  that  Resolution  #10  also  be  referred  to 
the  AMA  Delegation  for  presentation  to  the  Interim  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(14)  RESOLUTION  #11  - CHEYENNE-KIMBALL-DEUEL 
COUNTYMEDICAL  SOCIETY-LEGISLATIVE  SOLUTION 
FOR  LIMITED  X-RAY  SYSTEM  OPERATOR  PROBLEM 

Resolution  #11  read  as  follows: 

WHEREAS,  the  NMA  and  the  Department  of  Health 
began  discussions  regarding  the  training  programs  and 
examinations  for  the  qualifying  ot  limited  x-ray  system 
operators  in  April,  1992,  and 

WHEREAS,  no  16  hour  courses  of  instruction  as  man- 
dated by  the  Legislature  have  been  approved  to  date,  and 

WHEREAS,  there  appears  to  be  no  interest  on  the  part 
of  the  Division  of  Radiological  Health  to  approve  any  1 6 
hour  courses  inasmuch  as  some  proposed  have  been 
submitted  five  and  six  months  ago  with  no  action  taken, 
and 

WH  EREAS,  there  has  been  no  action  to  date  in  develop- 
ing a Nebraska  program  that  meets  the  needs  of  Nebraska 
patients  such  as  a state  qualifying  examination  tailored  to 
such  needs; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  seek  a 
legislative  solution  to  this  problem  in  order  to  protect  the 
rights  of  Nebraska  citizens  for  accessibility  and  affordability 
of  limited  x-ray  examinations. 

Testimony  was  heard  in  reference  to  Resolution  #1 1 when 
we  considered  Item  1 . Since  the  State  Department  of  Health  is 
taking  legislative  action,  this  addresses  the  concerns  of  Resolu- 
tion #11. 

Recommendation: 

1 . We  recommend  the  resolution  be  referred  to  the  Board 
of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Doctor  Cornelius  arose 
in  support  of  the  recommendation  although  he  noted  only  one 
facet  of  the  problem  is  being  addressed  by  the  Department  of 
Health  at  the  present  time.  The  issues  of  access  and  affordability 
have  not  been  addressed  yet.  Doctor  Blatny  observed  that  the 
cost  of  the  originally  proposed  course  through  Southeast 
Community  College  was  minimal  and  suggested  that  the 
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appropriate  committee  approach  the  college  offering  to  work 
together  to  develop  a mutually  acceptable  course. 

Doctor  Loschen  relayed  his  reaction  concerning  the  news 
that  the  proposed  course  would  not  be  offered  and  pledged  to 
continue  working  to  secure  several  additional  courses  to  be 
offered  throughout  the  state.  The  House  then  adopted  this 
section  of  the  report. 

( 1 5)  RESOLUTION  #13-  COMMIHEE  ON  RURAL  HEALTH  - 
OVERSIGHT  OF  PHYSICIAN  ASSISTANTS 

Resolution  # 1 3 read  as  follows: 

WHEREAS,  the  crisis  in  health  care  delivery  in  rural 
Nebraska  shows  no  sign  of  abatement,  and 

WHEREAS,  one  of  the  problems  causing  the  crisis  is  the 
relative  lack  of  primary  care  physicians  serving  the  rural 
areas  of  the  state,  and 

WHEREAS,  the  intent  of  the  physician  assistant  program 
in  the  first  place  was  to  improve  access  to  medical  care  in 
rural  areas  of  the  state,  in  the  face  of  physician  shortage, 
and 

WHEREAS,  the  regulations  relating  to  the  scope  of 
practice  of  these  physicians'  extenders  in  Nebraska  as 
they  pertain  to  their  utilization  in  satellite  clinic  situations 
are  more  restrictive  than  in  other  states,  and  more  restric- 
tive than  required  in  federal  rural  health  clinics,  and 

WHEREAS,  the  Board  of  Medical  Examiners  has  it 
within  its  purview  to  monitor  the  utilization  of  physicians' 
assistants  in  the  state,  as  well  as  the  quality  of  care  they 
deliver,  and 

WHEREAS,  it  is  perceived  by  many  that  a modification 
of  the  supervision  requirements  is  appropriate  for  physi- 
cians' assistants  in  rural  satellite  clinic  situations; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  adopt  the 
following  policy  statement  with  regard  to  physicians' 
assistants: 

'The  NMA  endorses  the  concept  of  physicians'  assis- 
tants specifically  trained  to  increase  the  productivity  of 
physicians.  They  should  function  only  under  the  direc- 
tion and  responsible  supervision  of  licensed,  practicing 
physicians,  according  to  written  protocols.  The  NMA 
believes  that  physicians'  assistants  should  be  certified 
rather  than  licensed,  and  at  no  time  should  they  be 
considered  physician  substitutes.  The  NMA  believes 
that  the  training  programs  preparing  physicians'  assis- 
tants should  be  monitored  to  assure  the  quality  of 
training  provided  and  that  the  number  of  graduates 
reflects  the  demonstrated  need.",  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  adopt  the 
following  policy  statement  in  regard  to  the  specific  super- 
visory requirements  for  physicians'  assistants  in  rural 
satellite  clinics: 

"A  physicians'  assistant  may  be  utilized  in  a rural  satellite 
clinic  situation  if  the  following  conditions  are  met: 

1 . Before  being  assigned  to  a remote  clinic,  the  physi- 
cians' assistant  must  first  have  spent  three  months 
working  together  with  the  supervising  attending 
physician.  The  Board  of  Medical  Examiners  should 
have  the  authority  of  shortening  this  requirement  to 
a minimum  of  six  weeks,  if  there  are  extenuating 
circumstances  (e.g.,  prior  experience  of  the  physi- 
cians' assistant). 

2.  The  supervising  physician  must  work  at  least  20%  of 
the  time  with  the  physicians'  assistant. 

3.  The  physician  must  be  present  at  the  satellite  clinic 
at  least  'h  day  per  month. 


4.  Specific  treatment  protocols  must  be  drawn  up  by 
the  supervising  physician  and  approved  by  the  Board 
of  Medical  Examiners. 

5.  The  supervising  physician  must  review  1 00%  of  the 
records  of  patients  treated  by  the  physicians'  assis- 
tant. 

6.  The  supervising  physician  may  have  no  more  than 
two  physicians'  assistants  in  his/her  employment  in 
remote  satellite  clinics,  except  that  the  Board  of 
Medical  Examiners  may  allow  more  flexibility  on  a 
temporary  basis,  under  extenuating  circumstances 
(e.g.,  loss  of  a physician  in  a group  of  physicians),  on 
a case-by-case  basis. 

These  policies  are  applicable  only  to  satellite  clinics  in  rural 
areas  (i.e.,  excluding  Douglas,  Sarpy,  and  Lancaster  counties).", 
and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  support 
legislation  which  would  codify  these  position  statements. 

Considerable  testimony  was  heard  in  reference  to  this.  It  was 
recommended  by  the  Committee  on  Rural  Health  to  delete 
condition  #4. 

Recommendation: 

1 . The  recommendation  of  your  reference  committee  is  that 
this  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A WHOLE.  This 
was  adopted  by  the  House. 

I with  to  thank  the  members  of  this  committee,  Doctors 
Wilkinson  and  Whitted,  for  their  help  in  preparation  of  this 
report. 

Respectfully  submitted, 

John  L.  Reed,  M.D.,  Lincoln  - Chairman 
Chris  E.  Wilkinson,  M.D.,  Kearney 
Peter  J.  Whitted,  M.D.,  Omaha 

Reference  Committee  #6 

Reference  Committee  #6  considered  7 reports  and  1 resolu- 
tion. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #11,  RESO- 
LUTION #1 5 (A92)  HIV  TESTING  and  REPORT  OF  NMA 
TASK  FORCE  ON  AIDS 

These  two  reports  were  considered  together.  Discussion  was 
received  concerning  a revised  resolution  for  that  which  was 
submitted  to  the  Task  Force  at  the  Annual  Session  last  year.  This 
resolution  was  reviewed  and  found  to  be  acceptable  by  the 
Board  of  Directors  and  your  Reference  Committee. 

Recommendations: 

1 . The  Reference  Committee  recommends  that  the  revised 
resolution  as  proposed  by  the  Task  Force  on  Al  DS  be  accepted 
as  written. 

2.  We  recommend  that  the  report  of  the  NMA  Task  Force  on 
AIDS  be  accepted  and  filed  for  information. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 

NMA  SUPPORT  CROUP 

Discussion  was  heard  considering  the  activities  of  the  Board 
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of  Directors  concerning  the  NMA  Support  Croup.  It  was  noted 
than  an  informational  brochure  is  being  considered  and  re- 
viewed by  legal  counsel.  A workshop  on  this  issue  is  being 
planned  for  the  spring  session.  Some  concern  was  expressed 
over  discoverability  issues,  and  it  was  noted  that  the  committee 
is  working  to  address  such  concerns. 

Recommendation: 

1 .  We  recommend  that  this  report  be  received  for  informa- 
tion and  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #23, 
INFORMATIONAL  ITEMS 

Brief  discussion  was  heard  concerning  two  of  these  informa- 
tional items.  They  involved  the  Task  Force  on  Podiatry  and  the 
long-term  care  insurance.  It  was  noted  that  the  Nebraska 
Medical  Association  has  participated  in  a legislative  study 
concerning  the  application  of  staff  privileges  by  podiatrists.  It  is 
felt  that  this  is  a hospital  bylaws  issue  and  should  be  considered 
at  the  hospital  level.  The  issue  of  long-term  care  insurance  was 
briefly  noted.  This  is  proving  to  be  a very  difficult  issue  and 
study  is  on-going  at  this  time. 

Recommendation: 

1 . We  recommend  that  this  report  be  received  and  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  REPORT  OF  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

Considerable  discussion  was  heard  regarding  the  activities  of 
this  committee.  It  was  noted  the  Committee  is  being  restruc- 
tured to  better  address  certain  issues  of  concern.  These  include 
the  problems  of  obtaining  statistical  information  from  the 
University  of  Nebraska  Medical  Center,  the  availability  of 
information  from  death  certificates,  and  the  issue  of  Hepatitis 
B vaccine  and  Hepatitis  B testing.  It  was  felt  that  some  of  these 
issues  might  be  better  addressed  in  the  form  of  a resolution  or 
resolutions  as  the  committee  feels  appropriate.  Your  Refer- 
ence Committee  again  wishes  to  commend  Doctor  Bausch 
and  his  committee  for  their  excellent  work. 

Recommendations: 

1 . We  recommend  that  the  report  of  the  Ad-Lloc  Committee 
on  Maternal  & Child  Health  be  received  and  filed. 

2.  We  recommend  that  the  Committee  draft  resolutions  as 
they  feel  appropriate  that  would  address  their  issues  of  concern 
for  possible  consideration  at  the  1993  Annual  Session.  These 
resolutions  should  include  but  would  definitely  not  be  limited 
to  those  areas  of  concerns  that  were  expressed  during  the 
committee  hearings. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report.  Doctor  Larson  inquired  as  the  advisability  of  administer- 
ing the  HIB  vaccine  and  the  DPT  vaccine  at  the  same  time. 
Doctor  Bausch  responded  that  current  reports  indicate  no 
diminished  effectiveness. 

(5)  REPORT  OF  COMMISSION  ON  PUBLIC  AFFAIRS 
This  report  was  reviewed.  No  discussion  was  heard. 

Recommendation: 

1.  We  recommend  that  the  report  of  the  Commission  on 
Public  Affairs  be  received  and  filed  for  information 

MR.  SPEAKER,  I MOVE  Tl  IE  ADOPTION  OFTI  IIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 


This  report  was  reviewed.  It  was  noted  that  consideration  of 
the  health  education  curriculum  for  Nebraska  schools  which 
was  scheduled  for  hearing  in  August  has  not  yet  occured.  The 
Committee  is  continuing  its  activities  in  the  area  of  developing 
health  education  curriculum  and  hopes  to  make  progress  this 
year. 

Recommendation: 

1 . We  recommend  that  this  report  of  the  Ad-Hoc  Commit- 
tee on  Health  Education  be  received  and  filed  for  information. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  RESOLUTION  #12-CHEYENNE-KIMBALL-DEUEL COUN- 
TY MEDICAL  SOCIETY  - AMERICANS  WITH  DISABILI- 
TIES ACT  COMPLIANCE 

Resolution  #12  read  as  follows: 

WHEREAS,  physicians'  offices  are  included  in  the  list  of 
businesses  covered  by  the  Americans  with  Disabilities  Act 
signed  into  law  on  July  26,  1990,  and 

WHEREAS,  the  date  for  compliance  with  this  act  is 
January  26,  1993,  and 

WHEREAS,  the  language  of  the  act  contains  many 
vague  terms  such  as  undue  burden  and  so  forth,  and 

WHEREAS,  few  if  any  specifics  are  available  to  physi- 
cians regarding  access  devices,  signage,  interpreters  and 
so  forth; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  in  con- 
junction with  the  AMA  develop  a list  of  specifics  wherever 
possible,  and 

BEIT  FURTHER  RESOLVED,  that  a list  of  acceptable  and 
affordable  devices  be  provided  to  Nebraska's  physicians 
at  the  earliest  date  possible  in  order  to  facilitate  compli- 
ance with  this  very  complex  public  law. 

Considerable  testimony  was  received  concerning  this  issue. 
It  was  noted  that  the  Americans  With  Disabilities  Act  which  is 
to  be  implemented  January  26,  1993,  contains  many  vague 
terms  and  many  vague  recommendations.  It  was  felt  that 
because  of  the  possibility  of  this  act  being  implemented  after 
the  first  of  the  year,  it  is  of  utmost  importance  that  action  be 
taken  concerning  this  issue  as  soon  as  possible. 

Recommendations: 

1 . Your  Reference  Committee  recommends  that  this  resolu- 
tion be  accepted  as  written. 

2.  Your  Reference  Committee  further  recommends  that  the 
Board  of  Directors  take  action  as  soon  as  possible  to  study  this 
issue  and  to  provide  a list  of  specifics  as  outlined  in  the 
resolution  at  the  earliest  possible  time. 

3.  Your  Reference  Committee  recommends  that  this  resolu- 
tion be  forwarded  to  the  AMA  House  of  Delegates  for  consid- 
eration. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #6  as  a whole.  This  was 
adopted  by  the  House. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Chairman,  Omaha 
Ronald  L.  Asher,  M.D.,  North  Platte 
Larry  D.  Ruth,  M.D.,  Lincoln 

Doctor  Meissner  thanked  the  reference  committees  for  their 
diligence  in  preparation  of  the  reports.  He  invited  anyone 
wanting  to  serve  on  a reference  committee  in  the  future  to 
contact  either  Mr.  Schellpeper  or  him. 

There  being  no  further  business,  the  meeting  was  adjourned. 
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For  Your  Benefit 


AMA  Key  Policies  Include  In  PRO  Program 

Success!  Throughout  1992,  the  AMA’s 
Board  of  Trustees,  Council  on  Medical 
Service,  and  AMA  staff  have  combined 
to  play  a critical  role  reshaping  the  PRO 
program  to  embrace  key  AMA  policy. 

In  the  Fourth  Scope  of  work,  starting 
April  1,  1993,  HCFA  will: 

• replace  the  existing  Quality 
Intervention  Plan  “point  system”  with 
a more  “educational”  Quality  Review 
Process; 

• require  physician  reviewers  to  be 
licensed  in  the  state  where  the  services 
are  performed  and  to  routinely  care 
for  Medicare  beneficiaries; 

• compel  PROs  to  actively  use 


practicing  consultants  in  relevant 
specialties  when  drafting  new  review 
criteria  or  changing  existing  criteria, 
and  to  consider  comments  from  state 
medical  associations  in  formulating 
criteria; 

• for  the  first  time,  require  PROs  to 
allow  physicians  to  ask  for 
reconsideration  of  final  notice  of  a 
quality  concern  determination; 

• charge  PROs  to  assess  the  potential 
impact  on  physician  reviewers  if  their 
names  are  released  to  the  physicians 
being  reviewed;  and 

• minimize  case-by-case  review  in  favor 
of  pattern  analysis. 


AMA  "Waived"  Advocacy  Lightens  Lab  Burdens 


The  CLIA  Advisory  Committee 
unanimously  recommended  that  the 
minimally  regulated  “physician 
performed”  category  of  clinical 
laboratory  tests  be  established.  This 
category  of  testing  was  vigorously 
advocated  by  both  the  AMA  and  twenty 


two  specialty  societies.  The  CDC  is 
expected  to  accept  the  recommendation, 
also  supported  by  HHS  Secretary 
Louis  Sullivan,  MD.  The  AMA  will  meet 
with  the  CDC  to  discuss  types  of  tests 
to  be  included  in  the  “physician 
performed”  category. 


Materials  included  are  excerpted  from  Member  Matters,  a monthly  publication  sent  to 


all  members  of  the  American  Medical  Association. 
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The  ICD©®[]0  FAX22  gives  your  practice  maximum  benefits  for  a 
minimum  cost.  You  get: 

• A multi-function  fax  machine  for  instant  hard  copy  communications 

• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax,  both  on  the  same  call 

• A speaker  phone  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 

C $ O ^00  purchase 

^ClVW  of  a RICOH 

FAX22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 
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Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vonderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Samuel  E.  Boon,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 

NMA  AD-HOC  COMMI  TI  EE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  Board  Liaison Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Michael  J.  Sullivan,  M.D Aurora 

COMMI  ITEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregoriu.s,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 


Eileen  C.  Vnutravers,  M.D Lincoln 

Timothy  O.  Walil,  M.I) Omaha 

IVterJ.  Whilletl.  M.D Omaha 

AD-HOC  COMMm'EE  ON  MEDICAID  SEItVICES 

Chris  C.  Caudill,  M.D.,  Chnirholder Lincoln 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

Judith  A.  Butler,  M.D Superior 

Date  W.  Ebers,  M.D Lincoln 

Kichard  M.  Fruehling,  M.D Grand  Island 

Koger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D l.,exington 

AD-HOC  COMMiri  EE  HE:  MEDICARE 

Paul  E.  CoIIicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COM.MTITEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaho 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  L.  Reed,  M.D.,  Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 
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AD-HOC  COMMrn’EK  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

David  K.  Fry,  M.D Columbus 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  liaymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAiNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deaths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D .1 Omaha 

Herbert  D.  Feidler,  M.D. Norfolk 

Mrs.  Richard  Jirovek Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN, 

cont. 

Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


OBSTETRICS  ■ GYNECOLOGY 
John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


GRAND  ISLAND 

□ 

■ ■■■ 

CLINIC  INC 

■ ■ ■ 

308-382-1100 

□ ■■■■ 

2444  W.  FAIDLEY  AVE. 

□ 

CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  QLnic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


4-93 


LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 


8-93 


f surgical 
: associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  409-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood.  M.D. 

Max  W.  Under.  M.D. 

Gregory  E.  Sutton,  M.D. 

Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 
Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 

1-aOO-MED-LINC 

12-93 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-551 1 

1 -(800)  347-5880  9-93 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont.  d 


LINCOLN  OB-GYN,  P.C. 

William  P Hedrick.  M D , F A.C.O.G 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G, 

Dennis  L.  Hodge,  M.D.,  F.  A.C.O.G. 

Gregory  W.  Heidrick,  M.D.,  F.A.C.O.G. 

YvonneK  Davenport, M.D.,  F. A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  — i 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

1 483-7641  1 

URINARY  PROBLEMS 

■ NEW  PATIENTS  WELCOME ' 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ol  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-782S  or  Med-Unc:  1 -800-S33.S462 
4740  A Street* *  Suite  100  • Uneoln,  NE  6851 0 '1-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Malisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 


Day  or  Night  Call 

464-3107 


ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  OftTHOPAEOtCS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 


10-93 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 
•ARTHROSCOPY-HANDSURGERY 
•JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  MD. 
Daniel  R.  Ripa,  M.D4 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93  , 
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PHYSICtAN'S  DIRECTORY,  cont. 

LINCOLN,  cont.  | I LINCOLN,  contr  I 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICKA.KEELAN.M.D. 

DAVID  L.  KUTSCH,M.D. 
STEFFANR.UCEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MAnHIASI.OKOYE,M.D. 
JOHNF.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,M.D. 
DANIELJ.  TILL,  M.D. 
URRY  D.  TOALSON,  M.D. 
LARRYWARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053or800/742-7414 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEP  DISORDER  MEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


Prairiii  surgical 

ASSOCIATES  PC, 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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PHYSICIAN'S  DIRECTORY,  cont. 

I LINCOLN,  cont.  I | « PAPILLION  I 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

•1535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-93 

OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  681 14 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

Jolm  D.  Griffiths,  M.D. 

Jeffery  J.  Hottinan,  M.D. 

Michael  A.  Jlalsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-93 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha,  Nebraska  681 22 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
0 ( 402)  339-8974 


NIOSH  CERTIFIED  B^READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1.  SCOnSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OG ALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-3911 


4840  V STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


7441  -O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 

2-93 
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Physicians'  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


TWO  FAMILY  PRACTICE  PHYSICIANS:  Needed 
for  opportunity  with  new  Community  Health  Cen- 
ter. Competitive  salary  and  benefits.  Position  shar- 
ing a consideration.  If  you  would  enjoy  relaxed 
country  living  in  western  Nebraska  with  easy  access 
to  metropolitan  activities,  major  ski  resorts,  and 
numerous  historical/camping/fishing/hunting  sites 
call  Barbara  Ropp,  Panhandle  Community  Services, 
Cering,  NE,  1-800-658-4489.  EOE/AAE. 

INTERNAL  MEDICINE,  EAMILY  PR/^CTICE, 
URGENT  CARE,  OB/CYN  AND  ACADEMICS  - 
Locations  from  the  lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling  plains  of  the  Heart- 
land to  the  Lone  Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  live  in  historic 
villages,  there  is  someting  for  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC;  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

WISCONSIN  - MICHIGAN:  What  are  your  pre- 
requisites for  a practice?  Strelcheck  & Associates, 
an  extension  of  our  clients  recruiting  departmetns, 
has  several  opportunities  which  might  be  of  interest 
to  you.  We  currently  represent  our  clients  in  the 
areas  of  Dermatology,  Emergency  Medicine, 
Neurosurgery,  Occupational  Medicine,  Oncology, 
Orthopedics,  Orthopedics-Hand,  Otolaryngology, 
Psychiatry,  and  Urology.  Locations  in  metropolitan 
areas,  mid-size  cities,  on  lakes,  streams,  or  near 
forests  - you  choose.  To  discuss  your  practice 
preferences  and  these  oportunities,  please  call  our 
toll-free  number,  1-800-243-4353  or  send  your  CV 
to  STRELCHECK  & ASSOCIATES,  INC.,  10624  N. 
Port  Washington  Road,  Mequon,  Wl  53092. 

RADIOLOGY  - LOCUMS:  - B.C.  diagnostic 
radiologist  available.  General,  ultrasound  and 
mammography.  R.S.,  P.O.  Box  640590,  San  Fran- 
cisco, CA  94164,  telephone  (415)  922-8176. 


CLINIC  PHYSICIAN  — The  University  Health 
Center,  a fully  accredited  member  of  the  Joint 
Commission  on  Accreditation  of  Healthcare  Orga- 
nizations, has  an  opening  for  a full-time,  1 2 month 
appointment,  clinic  physician.  This  individual  re- 
ports to  the  Medical  Director  and  Chief  of  Staff, 
and  will  be  responsible  for  the  examination  and 
care  for  patients  in  the  Health  Center  Clinic  and 
hospital.  Requires  licensure  and  DEA  Certification 
in  the  State  of  Nebraska,  and  Board  Certification  in 
a Primary  Care  Specialty.  Position  offers  a competi- 
tive salary  and  a comprehensive  benefits  program. 
Send  letter  of  application,  resume,  and  three  refer- 
ences by  December  3 1 , 1 992  to:  Russell  F.  LaBeau, 
M.D.,  Medical  Director,  University  Health  Center, 
University  of  Nebraska-Lincoln,  1 5th  and  "U"  Street, 
Lincoln,  NE  68588-0618.  Review  of  applications 
will  begin  December  31,  1992  and  will  proceed 
until  a satisfactory  candidate  is  found.  The  Univer- 
sity of  Nebraska-Lincoln  is  committed  to  a pluralis- 
tic campus  community  through  Affirmative  Action 
and  Equal  Opportunity  and  is  responsive  to  the 
needs  of  dual  career  couples.  We  assure  reason- 
able accomodation  under  the  Americans  with 
Disabilities  Act;  contact  Christy  Horn  at  (402)  472- 
3417. 

ACUTE  CARE,  INC.  — Seeking  full  and  part-time 
emergency  physicians,  and  medical  directors  for 
the  following  Iowa  communities.  Democratic 
group,  excellent  compensation,  paid  malpractice, 
excellent  benefit  package/bonuses  to  full-time 
physicians.  Other  locations  available.  Ames, 
Audobon,  Carroll,  Chariton,  Charles  City,  Creston, 
Denison,  Des  Moines,  Dyersville,  Pocahontas,  Sioux 
City,  Winterset,  Contact  Acute  Care,  Inc.,  P.O.  Box 
5 1 5,  Ankeny,  lA  5002 1 . Phone  1 -800-729-781 3 or 
(515)  964-2772. 

FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508, 
phone  (402)  474-4472. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1992.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


Ron  s Rule  — I give 
i;  ynyself  one  week  to 
meet  new  people  ami 
start  having  lun  on  a 
locum  tenens 
assignment.  It  hasn't 
hilled  me  yet.  ” 

Richmond,  Ml), 
joined  the 

CompHealth  locum 
tenens  medical  stall 
when  he  completed 
his  residency.  He 
wanted  to  travel.  1 le 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  diflerent  types 
ol  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community'  health  center. 

A singer.  A board-certilled  lamily  practitioner.  Solt- 
spoken  lor  a New  Yorker.  Ron  Richmond  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-153-3030 

Salt  I^ke  City  ■ Atlanta  ■ Grant!  Rapids,  Alich. 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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You  deserve  the  backing  of  a financially 
stable  insurance  company  with  more 
than  $ 1 2 billion  in  assets. 

**Your  reputation  deserves  a 
strong  defense/* 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 

ISKM 


**You  work  hard  to  earn  your 
professional 
reputation.” 


i 

I 

I 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 


■ nc.  YORK  ACADEMY  OF  MED. 
L..JRV.RY  PERIODICALS  DEPT. 

2 EACT  103RD  ST. 

rJEW  YORK  MY  10029 


THE  NEW  YORK  ACADEMY 
OF  MEDICINE 


This  BOOK 

is  NOT  to  be  REMOVED 
from  the  LIBRARY 


NEW  YORK  ACADEMY  OF  MEDICINE 


